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Celebrate  freedom 
Safeguard  freedom 


SHOP  the  co-op 
and  SAVE 


APPLICATORS  Applicators;  Cotton  Tipped  Applicators,  Tongue  Depressors  DRESS- 
INGS Adhesive  Bandages,  Adhesive  Pads,  Adhesive  Surgical  Dressings,  Adhesive 
Tape-Bulk  Packs  (Standard  Porous  & Waterproof!  Individual  Rolls  (Waterproof),  Elas- 
tic Moleskin,  Combine  Dressing,  Absorbent  Pad,  Conforming  Gauze  Bandage,  Elastic 
Gauze  Bandage,  Elastic  Bandage,  Rubber  Reinforced  Bandage,  Eye  Pads,  Gauze  Ban- 
dages, Gauze  Pads,  Non-Adherent  Dressing,  Plaster-of-Paris  Bandages,  Plaster-of- 
Paris  Splints,  Sponges-Gauze,  Sponges-Cover,  Triangular  Bandage,  Tubular  Gauze, 
Tubular  Gauze  Applicators  GERMICIDES  - DISINFECTANTS  - DEODORANTS  - DE- 
TERGENTS Alconox,  Alocjet,  Det-O-Jet,  Liqui-Nox,  Disinfectants,  Room  Deodorants 
GLOVES  Finger  Cots,  Copolymer,  Non-Sterile  Copolymer,  Sterile  Latex,  Non-Sterile 
Latex,  Sterile  ELECTROCARDIOGRAPH  SUPPLIES  ECG  Paper  ECG  Folders  ECG 
Cards  ECG  Mounts  ECG  Gel  PAPER  PRODUCTS  FOR  PATIENTS  Capes,  Disposable 
Drape  Sheets,  Examination  Table  Paper  - Pre-Cut  Crepe,  Rolls  - Poly-Back  Crepe 
Smooth,  Facial  Tissue,  Gowns,  Disposable  Paper  Cups,  Paper  Towels,  Professional 
Towels,  Toilet  Paper  PREPARATORY  DRESSING  PRODUCTS  Aerosol  Medi-Sprays  - 
Aerosol  Merthiolate,  Alcohol  Prep,  Burn  Spray,  Lubrifoam,  Rubbing  Alcohol,  Skin  I 
Freeze,  Tape  & Cast  Dressing,  Tape  Remover,  Tincture  of  Benzoin,  Alcohol  Preps,  70% 
Isopropyl,  Cleansing  Wipes,  Cotton  Balls,  Lubricating  Jelly,  Povidone-Iodine  Preps, 
Rayon  Balls,  SYRINGES  & NEEDLES,  HYPODERMIC  Syringe  S Needle  Combination 




Pennsylvania  MEDICAL  Cooperative 

MEMBERSHIP  APPLICATION 

lam  a member  of  the  Pennsylvania  Medi- 
cal Society.  Please  enroll  me  as  a member 
of  the  Pennsylvania  Medical  Coopera- 
tive. Enclosed  you  will  find  a check  in  the 
amount  of  $200  to  cover  the  membership 
requirement.  It  is  my  understanding  that 
this  is  a one-time  subscription  entitling 
me  to  a vote  in  the  affairs  of  the  Coopera- 
tive and  giving  me  the  right  to  purchase 
all  medical  supplies  offered  by  the 
Cooperative. 


(Please  make  checks  payable  to  the  Pennsylvania  Medical  Cooperative.) 

NAME: 

ADDRESS: 

CITY:  STATE  ZIP 

TELEPHONE  NUMBER;  


PENNSYLVANIA  MEDICAL  COOPERATIVE,  361  7B  Simpson  Ferry  Road,  Camp  Hill,  PA  17011 
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JANUARY  31  DUE  DATE  FOR  ACT  111  CHARGES  Paul  F.  Abrams,  adminis- 

trator of  the  Health  Care 

Services  Malpractice  Act,  set  January  31  as  the  due  date  for  charges 
in  a letter  to  all  "health  care  providers"  covered  by  the  Act.  The 
fees  collected  will  be  used  to  operate  the  Office  of  Medical  Malprac- 
tice Arbitration.  The  letter  accompanied  a bill  for  fees  as  follows: 

$50  for  M.D.s,  D.O.s,  and  podiatrists;  $500  for  hospitals  with  more 
than  250  beds;  $350  for  all  other  hospitals;  and  $100  for  nursing 
homes  and  all  other  health  care  organizations.  Abrams  said,  "Health 
care  providers  should  be  aware  that  those  who  fail  to  comply  with  this 
deadline  are  subject  to  possible  suspension  of  their  licenses  and  a 
fine  of  $100  to  $1,000  per  day  for  each  day  of  practice  while  in 
violation  of  the  Act."  The  letter  and  bill  were  accompanied  by  a 
card,  which  must  be  returned  with  the  fee  payment  and  will  in  turn  be 
validated  by  the  Office  of  Medical  Malpractice  Arbitration.  Physi- 
cians with  questions  about  the  fees  should  contact  the  Office  of 
Medical  Malpractice  Arbitration,  State  Street  Office  Building,  Harris- 
burg 17120.  Telephone  717-783-3110. 

MALPRACTICE  LOSS  FUND  HEAD  NAMED  Governor  Milton  J.  Shapp  on 

December  23  named  Frank  E.  Raab, 

of  Haverford,  director  of  the  Medical  Professional  Liability  Catas- 
trophe Loss  Fund.  A former  president  of  Insurance  Company  of  North 
America,  he  was  elected  executive  vice  president  of  INA  Corporation, 
the  parent  company,  in  January  1975.  Raab  is  on  the  boards  of  directors 
of  both  the  Insurance  Federation  of  Pennsylvania  and  the  Insurance 
Information  Institute  and  has  had  30  years  of  experience  in  the 
insurance  industry.  Society  officials  have  met  with  Raab  and  expect 
details  about  the  Catastrophe  Loss  Fund  and  its  surcharge  shortly. 

NEW  COMMISSIONER  NAMED  Governor  Shapp  also  filled  the  post  of 

Commissioner  of  the  Bureau  of  Professional  and 
Occupational  Affairs.  He  named  Edward  W.  Robinson,  Jr.,  J.D.,  of 
Philadelphia,  former  president  of  Provident  Home  Industrial  Life 
Insurance  Co.,  the  largest  black-owned  insurance  company  in  the  middle 
atlantic  states.  The  State  Board  of  Medical  Education  and  Licensure 
is  under  the  jurisdiction  of  the  bureau. 

SOCIETY  NOMINEES  REVEALED  The  State  Society  has  recommended 

John  Helwig,  Jr.,  M.D.,  and  R.  Robert 
Tyson,  M.D.,  both  of  Philadelphia,  as  the  Society's  representatives  to 
the  Board  of  Directors  of  Joint  Underwriting  Association  which  is 
being  formed  by  the  Insurance  Department  under  Act  111. 

education  requirement  letters  MAILED  Every  member  of  the  Pennsyl- 
vania Medical  Society  was 

niailed  a letter  regarding  his  continuing  medical  education  at  the 
end  of  December  1975.  Deadline  for  meeting  the  Society's  requirement 
IS  June  30,  1976,  except  for  associate  members,  who  have  until 
October  1977. 
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BLUE  SHIELD'S  RATE  INCREASE  HAS  STRINGS 


Blue  Shield's  rate  increase 
request  was  granted  by 
Insurance  Commissioner  William  J.  Sheppard  effective  January  1,  but  he 
tild  ?he  package  with  strings.  Blue  Shield  rs  conducting  a pilot 
oroiect  involving  some  5,000  central  Pennsylvanians,  employees  of 
Lpital  Blue  Cross  and  Blue  Shield,  to  determine  whether  or  not 
surgical  consultation  will  decrease  the  incidence  of  surgery.  The 
program  entitles  a person  in  the  pilot  group  to  a surgical  consulta 
Sorpaid  for  by  Blue  Shield  whenever  elective  surgery  is  prescribed. 

If  the  consultant's  opinion  varies.  Blue  Shield  will  pay  for  a thir 
consultation.  In  a separate  program,  the  Insurance  Department  itself 
wUl  study  Blue  Shield  data  to  determine  whether  or  not  unnecessary 
sirgery  is  being  performed  and  by  whom.  The  Insurance  Department  has 
reqLsLd  the  Pennsylvania  Medical  Society  and  other  professional 
associations  to  cooperate  in  the  study. 


SOCIETY  PRESIDENT  TO  MEET  WITH  SECRETARY 


David  S.  Masland,  M.D., 

PMS  president,  will  meet 

with  Secretary  of  Health  Leonard  Bachman,  M.D.,  January  12  regarding 
the  pub^iciS  given  to  a Health  Department  study  of  physicians' 

Incomes  in  a letter  to  Dr.  Bachman  on  the  meeting  Dr.  Masland  said, 
"While  I recognize  your  feeling  that  as  Secretary  of  Health  you  have 
an  overriding  obligation  to  the  citizens  of  Pennsylvania,  I would  urge 
you  not  to  construct  a scenario  in  which  you  carry  that  burden  alone. 
Truly  the  physicians  of  Pennsylvania  and  the  organization  which  speaks 
for  them  also  care  about  the  people  of  Pennsylvania  and  the  public 
health.  If  the  problem  is  a possible  new  disease  or  an  epidemic, 
seems  to  me  that  communication  with  the  medical  community  should  be 
the  top  priority."  In  a related  development,  a New  York  Tim_^ 
dated  December  16  quoted  federal  health  officials  as  saying  that 
supplied  by  Buford  S.  Washington,  M.D.,  state  commissioner  for 
and  local  health,  and  released  to  the  lay  press  by  the  Pennsylvani 
Health  Department  were  insufficient  to  prove  he  had  uncovered  a n 
disease,  "pantosomatitis . " 

The  Pennsylvania  Medical  Care 
Foundation  has  signed  an  agree 
ment  with  PAID  Prescriptions,  Inc.,  of  Burlingame,  California,  to 
perform  PAID ' s utilization  review  beginning  January  1,  1976.  ine  six 
month,  $30,000  contract  covers  medicaid  prescriptions.  PAID  is 
contract  with  the  Department  of  Public  Welfare  to  operate  the  medicaid 
prepaid  prescription  program.  The  Foundation  will  establish  revie 
committees  in  each  PSRO  area,  and  will  work  with  the  Pennsylvania 
Pharmaceutical  Association  (PPA)  in  the  program. 

December  in  Cumberland  County  Court  against  PAID  to  block  PAID  s 
pharmacist  auditing  program.  The  auditing  program  and  the  Founda- 
tion's utilization  review  are  not  related. 


FOUNDATION  SIGNS  CONTRACT  WITH  PAID 


PENNSYLVANIANS  ACTIVE  IN  AMA 


At  its  recent  reorganization  meeting 
the  A.MA  Board  of  Trustees  appointed 
the  following  Pennsylvania  physicians:  Paul  S.  Friedman,  M.D., 
Philadelphia,  to  the  Council  on  Legislation;  ^ ' 

Philadelphia,  to  the  Committee  on  Maternal  and  Child  Care;  • 

Killough!  M.D.,  Philadelphia,  to  the  Liaison  Committee 
Medical  Education;  and  William  F.  Kellow,  M.D.,  Philadelphia,  to  the 
Liaison  Committee  on  Medical  Education. 
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PENNSYLVANIA  MEDICINE,  es- 
tablished in  1897,  is  published 
monthly  as  the  official  publication  of 
the  Pennsylvania  Medical  Society.  All 
original  papers  and  correspondence 
should  be  directed  to  the  Managing 
Editor.  Subscription  requests  and 
changes  of  address  should  be  sent  to 
PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043.  A 
subscription  is  $5.00  per  year.  Single 
issues  are  50  cents.  Second  class 
postage  is  paid  at  Lemoyne,  Pennsyl- 
vania 1 7043. 

Documented  bioavailability.. 
Regimen  flexibility 

q.i.d.  or  q 6h  immediately  after  or  between  meals 


E-Mycin* 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality... 
Priced  for  economy. 


^Upjohn 


See  facing  page  for  brief  summary  of  prescribing  information. 


Average  Serum  Erythromycin  Concentration 


E-MYCIN®  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
thromycin enteric-coated  tablets,  Upjohn) 

E-Mycin  Tablets  (erythromycin  enteric-coated  tablets)  are  spe- 
cially coated  to  protect  the  contents  from  the  Inactivating  effects 
of  gastric  acidity  and  to  permit  efficient  absorption  when  ad- 
ministered either  immediately  after  meals  or  when  given  be- 
tween meals  on  an  empty  stomach. 

- Indications:  Streptococcus  pyogenes  (group  A beta-hemolytic 

I streptococci):  Upper  and  lower  respiratory-tract,  skin,  and  soft- 
tissue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
thine penicillin  G is  considered  by  the  American  Heart  Associa- 
tion to  be  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
rheumatic  fever.  When  oral  medication  is  necessary  (because 
the  parenteral  route  is  contraindicated)  or  if  there  is  known 
allergy  to  penicillin,  the  following  recommendations  made  by 
the  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
(where  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
a minimum  of  10  days;  2)  Erythromycin— Give  for  a minimum 
of  10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
mycin have  been  reported. 

Alpha-hemolytic  streptococci  (virdans  group);  Short-term  pro- 
phylaxis against  bacterial  endocarditis  prior  to  dental  or  other 
operative  procedures  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease  who  are  hypersensitive  to 
penicillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
surgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
gram-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
Staphylococcus  aureus;  Acute  infections  of  skin  and  soft  tissue 
of  mild  to  moderate  severity.  Resistance  may  develop  during 
treatment. 

Diplococcus  pneumoniae;  Upper  respiratory-tract  infections 
(e.g.,  otitis  media,  pharyngitis)  and  lower  respiratory-tract  in- 
fections (e.g.,  pneumonia)  of  mild  to  moderate  degree. 
Mycoplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
of  primary  atypical  pneumonia,  when  due  to  this  organism. 
Treponema  pallidum;  Infections  due  to  this  organism. 


Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 
carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only.  Extra-enteric  amebiasis  requires  treatment  with  otheragents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  non-susceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic,  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mg— in  bottles  of  100  and  in  unit-dose  pack- 
ages of  100  enteric-coated  tablets.  Caution:  Federal  law  pro- 
hibits dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 


Demonstrated  bioequivalenee  of  E-Myein  taken  immediately  after  meals  or  between  meals. 


Time  After  Administration  of  First  Dose  (hours) 

m^m  Regimen  A (after  meals)— One  250  mg  E-Mycin®  tablet  admin- 
istered q.i.d.  immediately  after  breakfast,  lunch,  and  dinner, 
and  at  bedtime  with  a snack. 

Regimen  B (between  meals)— One  250  mg  E-Mycin  tablet 
administered  q 6h  at  least  two  hours  after  meals. 


Aq.i.d.  Drug/Food  A q 6h  Drug 

E-Mycin  Study  CS076  on  file  at  The  Upjohn  Company.  The  study 
was  performed  with  twenty-two  normal  male  adult  volunteers 
utilizing  a randomized  two-way  complete  crossover  design. 


No  statistically  significant  difference  in  area  under 
the  curve  was  observed  from  0-24  hours  or  48-72 
hours  at  the  95%  confidence  level  (p>.05). 

j The  data  clearly  demonstrate  that  E-Mycin,  when 
administered  q.i.d.  immediately  after  meals,  pro- 
duced average  serum  levels  equivalent  to  those 
obtained  when  the  drug  was  administered  q 6h  at 
least  two  hours  after  meals. 


E-Mycin' 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality. . . priced  for  economy 


Upjohn 


The  Upjohn  Company.  Kalamazoo,  Michigan  49001,  U.S.A. 
© 1975  The  Upjohn  Company  meo  b.7-s 
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Foundation  training  utiiization  review  personnei 


The  Pennsylvania  Medical  Care 
Foundation,  (PMCF)  has  devel- 
oped a training  program  to  teach 
hospital  and  PSRO  personnel  the 
regulatory  information  and  skills 
necessary  to  perform  effective 
utilization  review  and  quality  as- 
surance. So  far,  twelve  of  the  pro- 
grams have  been  conducted  for 
over  500  participants. 

The  training  program  involves 
two  days  of  instruction  in  “what  to 
do,  how  to  do  it,  and  why  it  must 
be  done.”  The  first  day  includes: 
PSRO  organization  and  terminol- 
ogy; history  and  status  of  local 
PSROs;  history  of  utilization  re- 
view; prerequisites  of  the  job; 
level  of  care  and  quality  of  care 
criteria;  admission  and  continued 
stay  review;  and  paperwork. 

The  second  day  begins  with  a 
question  and  answer  period  to 
solve  problems  from  the  first  day 
of  instruction.  The  second  day 
covers:  discharge  planning;  med- 
ical care  evaluations;  and  delega- 


tion criteria,  which  is  usually 
presented  by  the  local  PSRO  ex- 
ecutive director.  Then  an  accoun- 
tability panel,  composed  of  a 
hospital  administrator,  a physi- 
cian, and  representatives  from 
the  Title  XVIII  intermediary  and 
Title  XIX  state  agency,  discuss  the 
responsibilities  specific  to  each 
panel  member.  The  second  day 


concludes  with  another  question 
and  answer  period. 

The  program’s  success  so  far 
has  been  attributed  to  the  simple 
form  of  presentation,  effort  to- 
wards individual  attention,  and 
because  it  is  directed  to  individu- 
als who  will  be  working  with  the 
PSRO  review  system  on  a day- 
to-day  basis. 


Hospital  association  to  create  insurance  firm 


The  Pennsylvania  Hospital 
Services  Association  (PHSA),  an 
affiliate  of  the  Hospital  Associa- 
tion of  Pennsylvania  (HAP),  voted 
unanimously  to  create  an  insur- 
ance company  to  offer  malprac- 
tice and  general  liability  insur- 
ance coverage  to  all  hospitals  in 
Pennsylvania  who  are  members 
of  the  Hospital  Association.  The 
PHSA  board  also  provided 
guidelines  for  the  capitalization 
and  other  financial  aspects  of  the 
proposed  company,  to  be  known 
as  Pennsylvania  Hospital  Insur- 
ance, Ltd. 

PHSA,  which  had  been  study- 
ing the  creation  of  a hospital- 
owned  insurance  company  since 
March  1975,  intensified  its  efforts 
when  Employers  Insurance  of 


Wausau  announced  its  intention 
not  to  renew  malpractice  policies 
after  January  1,  1976.  PHSA  pro- 
posed a plan  by  which  the  new  in- 
surance company  might  work 
with  Employers  after  January  1. 


Employers  subsequently  rejected 
working  with  the  proposed  com- 
pany, and  announced  they  would 
write  no  more  hospitals  after  July 
1,  1976 — a date  which  was  later 
deferred  to  August  1. 


Dauphin  ambassadors  receive  pins 


A meeting  of  the  Dauphin 
County  Medical  Society  was  held 
recently  at  the  Hershey  Motor 
Lodge  and  Convention  Center.  Of 
special  significance  was  the  rec- 
ognition of  several  physicians 
who  had  served  as  ambassadors 
in  the  membership  recruitment 
effort. 

Ambassador  lapel  pins  were 
presented  to:  Milton  A.  Friedlan- 
der,  M.D.,  Raymond  Grandon, 
M.D.,  William  J.  Boyd,  M.D., 


Donald  G.  Crawford,  M.D.,  Ed- 
ward G.  Dailey,  M.D.,  Ronald  M. 
Grossman,  M.D.,  Joseph  T.  Ichter, 
M.D.,  Frank  Jackson,  M.D.,  Mel- 
vin L.  Knupp,  M.D.,  Charles  L. 
Leedham,  M.D.,  Bernard  Mar- 
golis,  M.D.,  Joseph  J.  Trautlein, 
M.D.,  and  John  Burnside,  M.D. 

Physicians  receiving  the  pins 
were  responsible  for  obtaining 
commitments  to  join  organized 
medicine  from  over  20  non- 
members in  their  areas. 
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Determination  of  death  regulation  clarified 


The  State  Society  recently  stud- 
ied State  regulations  regarding 
the  moving  of  a body  from  a long- 
term care  facility  prior  to  the  sign- 
ing of  a death  certificate  by  a 
physician,  as  questions  have 
been  raised  concerning  the  regu- 
lations. 

One  requirement  causing  diffi- 
culty for  some  long-term  care 
facilities  states  that  a body  may 
not  be  moved  from  a facility  until 
death  has  been  determined  by  a 
physician.  According  to  Marx  S. 
Leopold,  general  counsel  of  the 
Department  of  Public  Welfare,  the 
requirement  “.  . . does  not  mean 
that  the  patient  cannot  be  moved 
from  the  room  in  which  the  death 
occurred.  However,  if  the  death 
would  be  one  that  would  fall 
within  the  jurisdiction  of  the 
coroner,  i.e.,  a sudden  death  as 
defined  at  §1239,  The  County 
Code,  1955,  August  9,  P.L.  323, 
then  the  movement  of  the  body 
would  not  be  permitted  by  stat- 
ute.” 


The  Society  legal  counsel  of 
Pepper,  Hamilton  and  Scheetz 
provided  an  expanded  explana- 
tion of  the  regulations  regarding 
death: 

The  Long-Term  Care  Facility 
Standards  and  Regulations 
promulgated  by  the  Pennsylvania 
Department  of  Public  Welfare 
provide  that:  ‘‘Death  certificates 
shall  be  completed  and  signed  by 
the  physician  at  the  time  of  death. 
The  death  certificate  must  be 
completed  in  accordance  with 
Section  502  of  the  Vital  Statistics 
Law.  (Long-Term  Care  Facilities 
Regulations  §1206.2,  5 Pennsyl- 
vania Bulletin  page  7,  28  (January 
4,  1975)” 

Thus,  the  questions  presented 
are  what  is  the  meaning  of  ‘‘at  the 
time  of  death,”  and  must  the  pro- 
nouncement be  made  within  a 
specified  period  of  time? 

In  most  cases  involving  the 
death  of  an  institutionalized  pa- 
tient, the  attending  physician  is 
required  to  certify  that  death  has 


TRAINING  PHYSICIANS  to  represent  the  State  Society  in  each  of  Pennsylvania's 
Health  Service  Areas  has  occupied  much  of  the  time  of  Dale  E.  Yates,  R.N.,  of  the 
Society’s  staff,  in  recent  months.  Shown  above  at  a training  session  in  Williamsport 
are  seated  (left  to  right)  E.  R.  Browneller,  M.D.,  of  Danville,  a member  of  the  PMS 
Commission  on  Health  Planning;  Kenneth  L.  Cooper,  M.D.,  Williamsport,  State  Soci- 
ety trustee  from  the  Seventh  District;  Mrs.  Yates;  and  J.  Mostyn  Davis,  M.D.,  Shamo- 
kin.  Standing  are  James  J.  Dolan,  M.D.,  Lock  Haven;  Sidney,  E.  Sinclair,  M.D., 
Williamsport;  Robert  F.  Beckley,  M.D.,  Lock  Haven;  and  Paul  P.  John,  executive 
secretary  of  the  Lycoming  County  Medical  Society.  The  Society’s  Commission  on 
Health  Planning,  under  the  chairmanship  of  John  L.  Steigerwalt,  M.D.  and  the  Board 
of  Trustees  are  responsible  for  training  the  liaison  officers  to  work  with  the  Health 
Systems  Agencies  to  be  established  under  the  National  Health  Planning  and  Re- 
sources Development  Act. 


occurred.  From  a moral  and  ethi- 
cal viewpoint,  it  seems  clear  that 
the  attending  physician  has  an 
obligation  to  determine  the  fact  of 
death  and  to  execute  the  death 
certificate.  Although  a nurse  is 
able  to  establish  facts  that  indi- 
cate death,  the  medical  determi- 
nation must  be  that  of  the  physi- 
cian. 

Pennsylvania’s  Vital  Statistics 
Law  requires  that  the  medical  cer- 
tification to  be  supplied  in  the 
case  of  a death  be  certified  with 
the  physician’s  signature  (35  P.S. 
§450.502).  The  only  stated  excep- 
tions to  this  requirement  are  if  the 
death  occurs  in  a hospital  to  a pa- 
tient admitted  on  the  dental  serv- 
ice, a dentist  who  is  a staff 
member  of  an  approved  hospital 
may  make  the  medical  certifica- 
tion (35  P.S. .§450.502):  or  the 
coroner  may  certify  if  there  was 
no  physician  or  dentist  in  atten- 
dance during  the  last  illness,  the 
physician  or  dentist  is  physically 
unable  to  supply  the  data,  or  if  the 
circumstances  of  death  were 
sudden  or  suspicious  (35  P.S. 
§450.503). 

Amendments  to  the  Vital  Statis- 
tics Law  in  1971  extended  the 
time  to  96  hours  after  the  death  of 
a patient  in  which  certification  of 
death  must  be  made.  Since  the 
regulations  attempt  to  impose  no 
specific  time  limit  in  which  a 
physician  is  required  to  make  a 
medical  certification  of  death, 
since  a literal  reading  of  the  regu- 
lation would  impose  a duty  im- 
possible of  performance,  and 
since  the  statute  referred  to  al- 
lows four  days  for  the  certifica- 
tion, it  is  concluded  that  an  im- 
mediate certification  is  not  man- 
dated. Thus,  in  the  absence  of  any 
need  for  immediate  certification, 
it  can  be  made  in  a reasonable 
time,  at  least  on  the  following  day 
in  the  event  of  a death  during  the 
night. 
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Conference  set  to  explain  new  law 


A conference  to  explain  Penn- 
sylvania’s new  medical  malprac- 
tice legislation,  Act  111,  will  be 
held  on  Friday,  January  16,  1976, 
at  the  Hershey  Motor  Lodge  Con- 
vention Center  in  Hershey,  PA. 
Hours  are  9 a.m.  to  4:30  p.m.  De- 
signed to  explain  the  Act  to  physi- 
cians and  surgeons,  the  confer- 
ence offers  six  hours  of  Category 
One  continuing  medical  educa- 


tion credit  for  physicians  in  atten- 
dance. 

Sponsors  are  the  Pennsylvania 
Medical  Society,  Pennsylvania 
Bar  Association,  Pennsylvania 
State  University  School  of  Medi- 
cine, and  Dickinson  Law  School. 

The  following  topics  have  been 
selected : Overview  of  Act  1 1 1 ; in- 
surance provisions  of  the  law; 
disciplinary  provisions  for  the 


medical  profession;  legal  provi- 
sions; and  hospital  relations 
under  the  law.  An  open  discus- 
sion will  follow  the  presentations. 

Luncheon  will  be  served.  For 
further  details  contact  to  Ray 
Snyder,  Continuing  Medical  Edu- 
cation, Pennsylvania  State  Uni- 
versity School  of  Medicine,  Her- 
shey Medical  Center,  Hershey,  PA 
1 7033.  Telephone  (71 7)  534-8898. 

Traveling  clinic  formed 

The  Dauphin  County  Medical 
Society  Auxiliary  is  sponsoring  a 
traveling  V.D.  clinic  to  help  con- 
trol the  rising  incidence  of  ve- 
nereal disease  in  the  greater  Har- 
risburg area.  The  clinic  offers 
screening  and  counseling  serv- 
ices provided  by  volunteer  staff 
from  the  Dauphin  County  Medical 
Society.  Serologic  and  culture 
screening  services  are  provided 
by  the  Pennsylvania  Department 
of  Health. 

The  clinic  is  to  be  held  the  first 
four  Thursdays  of  each  month, 
from  4 p.m.  to  6 p.m.  The  clinic 
will  alternate  among  four  par- 
ticipating area  hospitals. 


ALTHOUGH  DRESSED  island  fashion  the  Pennsylvania  Delegation  at  the  recent  AMA 
meeting  in  Honolulu  worked  as  if  they  were  stateside.  In  the  foreground  is  Malcolm 
W.  Miller,  M.D.,  of  Philadelphia,  delegation  chairman. 


Drs.  Loux,  Peters  honored 

The  Penn  Foundation  for  Men- 
tal Health,  Sellersville,  recently 
celebrated  its  20th  anniversary  by 
paying  tribute  to  Michael  A.  Pe- 
ters, M.D.,  of  Grand  View  Hospital, 
and  Norman  L.  Loux,  M.D.,  medi- 
cal director  of  the  foundation, 
who  were  instrumental  in  estab- 
lishing the  foundation. 

Celebration  activities  included 
an  annual  lecture  series  named 
the  Michael  A.  Peters  Seminar 
Series.  In  addition,  Abram  M.  Hos- 
tetter,  M.D.,  president  of  the 
Pennsylvania  Psychiatric  Society, 
cited  Dr.  Peters  and  Dr.  Loux  for 
their  pioneering  work  in  the  area 
of  mental  health.  Dr.  Peters  also 
received  an  award  from  David  B. 
Bernhardt,  executive  director  of 
the  Mental  Health  Association  of 


Southeastern  Pennsylvania,  for 
his  contributions  to  the  field. 

Kenneth  E.  Appel,  M.D.,  of  the 
University  of  Pennsylvania,  and 


Daniel  Blain,  M.D.,  director  of  the 
Bureau  of  Research  and  Training 
of  Pennsylvania,  also  attended 
the  anniversary  celebration. 


DR.  PETERS  receives  awards  from  the  Pennsylvania  Psychiatric  Society 
and  the  Mental  Health  Association  of  Southeastern  Pennsylvania.  Shown  at 
the  ceremony  are  Abram  M.  Hostetter,  M.D.,  (left)  Michael  A.  Peters,  M.D., 
David  B.  Bernhardt,  and  Norman  L.Loux,  M.^ 
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editorials 


Kirlian  photography  — art  form  or  diagnostic  tooi? 


A phenomenon  related  to  St.  Elmo’s  fire  or  corona 
discharge,  Kirlian  photography  has  aroused  interest 
in  certain  scientific  circles  because  of  its  possible 
diagnostic  applications.  The  process,  named  after 
Semyon  and  Valentina  Kirlian,  was  accidentally  dis- 
covered in  1939.  Since  then  a number  of  articles 
have  been  written  by  its  Russian  founders.  More 
recently,  American  investigators  have  published  the 
results  of  their  research  in  both  scientific  and  para- 
scientific  journals. 

Kirlian  photography  is  a cameraless  electrical 
technique  by  which  images  emanating  from  animate 
and  inanimate  objects  are  recorded  on  film.  The 
images,  which  appear  as  halos,  formed  by  living 
things  such  as  fingers  seem  to  vary  according  to 
emotional  or  physical  states.  If  this  is  so,  the  tech- 
nique may  have  diagnostic  possibilities  for  both 
psychological  and  pathological  diseases. 

A number  of  unsubstantiated  reports  have  been 
made  of  changes  in  the  appearance  of  the  Kirlian 
image  prior  to  the  onset  of  symptoms  of  a disease. 
One  group  of  researchers  noted  similar  patterns  in 
six  subjects  who  later  developed  flu.  An  anecdote 
which  has  been  attributed  to  the  inventor  relates 
that  Kirlian  observed  a change  in  his  normal  corona 
pattern  prior  to  development  of  symptoms  of  a re- 
current vascular  disorder.  An  experiment  which  has 


been  conducted  and  could  be  duplicated  for  proof  is 
the  image  of  a broken  finger  which  reportedly  differs 
significantly  from  the  normal  halo.  There  have  been 
indications  that  Soviet  scientists  are  attempting  to 
apply  Kirlian  techniques  to  the  diagnosis  of  cancer, 
but  if  they  have  achieved  any  advances  in  this  area  it 
is  thus  far  a jealously  guarded  secret. 

As  with  any  research,  each  answer  produces  many 
more  unanswered  questions.  Before  Kirlian  photo- 
graphy can  be  practically  applied  to  medicine,  if, 
indeed,  it  can  be  applied,  all  the  variables  need  to  be 
controlled  and  a “normal”  must  be  established.  The 
mechanics  of  the  system  such  as  the  power  source, 
film,  and  electrode  composition  and  spacing  should 
be  relatively  easy  to  control.  Factors  related  to  envi- 
ronment, individual  skin  chemistry  and  reactions  to 
the  photographer  will  be  decidedly  more  difficult  to 
standardize.  The  other  alternative  may  be  to  estab- 
lish norms  for  each  apparatus  but  duplication  of 
results  would  then  be  almost  impossible  to  achieve 
and  compare. 

Research  and  development  of  Kirlian  photo- 
graphy are  still  in  the  infant  stages.  Whether  it  will 
prove  to  be  a very  costly  art  form  or  a valuable  tool  of 
diagnostic  significance  for  the  future  remains  to  be 
seen.  It  is  certainly  worth  further  investigation. 

David  A.  Smith,  M.D. 
Medical  Editor 


The  importance  of  being  earnest 

Reprinted  from  the  Allegheny  County  Medical  Society  Bulletin 


As  physicians,  our  primary  obligation  is  to  provide 
enlightened,  compassionate  health  care.  The  fund 
of  available  knowledge  is  proliferating  geometri- 
cally, necessitating  to  some  degree  the  drift  toward 
specialization  (for  example,  the  family  practitioner 
now  rarely  performs  obstetrical  or  surgical  proce- 
dures) and  underscoring  the  great  need  to  continu- 
ally update  our  relevant  information  base.  The  im- 
portance of  continuing  education  is  now  universally 
accepted  and  yet  it  is  frequently  relegated  on  an 
individual  basis  to  the  “end  of  the  day”  or  “next 
week”  because  of  the  endless  demands  upon  our 
time  and  energies.  The  three  to  four  year  medical 
school  curriculum  serves  many  functions,  para- 
mount among  which  is  the  development  of  a desire 
and  habit  of  actively  pursuing  ongoing  post- 
graduate self-education.  The  fund  of  information 
acquired  in  a medical  school  must  be  considered  as 
the  foundation  on  which  to  build  skyscrapers  of 
accumulated  information  and  understanding.  As 


important  as  mastering  the  structured  curriculum  is 
mastering  the  art  of  assimilating  new  information, 
with  eyes  half  closed  with  fatigue,  with  tormenting 
distractions  of  clinical  problems,  and  with  most 
available  information  raw  and  uneditorialized.  A 
balance  between  reading  journals  and  attending 
lectures  must  be  struck,  the  former  providing  raw 
data,  the  latter  a stimulus  to  seek  such  information 
and  to  provide  a framework  for  its  storage.  Attempts 
of  Licensure  Boards  and  State  Medical  Societies 
across  the  country  to  ask  a minimal  commitment  of 
us  all  along  these  lines  should  not  be  viewed  with  a 
jaundiced  eye.  The  demands  are  minimal  and  the 
yield  great  provided  we  are  all  earnest  in  pursuing 
meaningful  continuing  education.  If  this  remains 
primarily  a physician  generated  and  physician 
self-motivated  enterprise,  it  will  greatly  enhance  pa- 
tient care  and  provide  some  sorely  needed  public 
relations. 

Charles  G.  Watson,  M.D. 
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PPA  president  urges  closer  ties 

Pharmacist-physician  communication 


DANIEL  A.  HUSSAR,  Ph.D. 

Harrisburg 

On  October  6 and  7 1 had  the  opportunity  to  attend, 
as  an  invited  guest,  the  annual  business  meeting  of 
the  Pennsylvania  Medical  Society  in  Lancaster.  The 
hospitality  extended  to  Sue  and  me  was  most  graci- 
ous and  it  was  an  enjoyable  social  occasion  and 
valuable  learning  experience.  Of  particular  signifi- 
cance was  the  interest  on  the  part  of  the  physicians 
concerning  many  issues  that  are  also  of  importance 
to  pharmacists,  as  well  as  their  enthusiasm,  as  they 
learned  of  my  affiliation,  for  learning  how  pharma- 
cists viewed  these  issues. 

I was  afforded  the  opportunity  to  address  the 
House  of  Delegates  of  PMS,  and  I stressed  the  im- 
portance of  strengthening  communications  and 
cooperation  between  pharmacists  and  physicians. 
As  an  illustration  of  the  need  to  do  this,  I called 
attention  to  the  development  of  third-party  prescrip- 
tion programs  in  which  there  has  not  been  the  op- 
portunity for  pharmacists  and  physicians  to  have 
input.  Likewise,  even  after  programs  are  developed, 
decisions  are  made,  (often  by  individuals  who  have 
administrative  responsibilities  in  the  program  but 
little  familiarity  with  the  implication  of  drug  therapy) 
that  result  in  significant  departures  from  the  initial 
parameters  of  the  programs.  Examples  of  such 
changes  would  include  increases  in  the  quantity  of 
medication  to  be  dispensed,  increases  in  the 
number  of  days’  supply  of  medication  to  be  dis- 
pensed, etc. 

Although  some  of  these  changes  may  not  conflict 
with  the  provision  of  optimal  patient  care,  others 
clearly  do.  It  is  essential  that  the  development  and 
modification  of  third-party  prescription  programs 
reflect  the  input  of  the  pharmacists  and  physicians 
that  provide  the  services.  To  do  otherwise  is  an  in- 
trusion upon  our  professional  prerogatives  and  re- 
sponsibilities, and  a disservice  to  the  very  patients 
for  whom  the  program  has  been  developed. 

I also  mentioned  in  my  remarks  that  I am  en- 
couraging the  presidents  of  our  county  pharmaceut- 
ical associations  to  pursue  communication  with  the 
county  medical  societies  with  one  objective  of  ar- 
ranging joint  meetings  at  which  subjects  of  mutual 
interest  can  be  considered. 

The  format  of  these  meetings  will  vary  depending 
on  the  issues.  It  would  seem  desirable  to  establish 
liaison  committees,  consisting  of  several  officers  or 
active  members  of  each  group  that  would  address 
matters  of  business,  relationships  between  the  pro- 
fessions, and  matters  that  might  be  potentially  sen- 
sitive or  awkward  to  discuss  in  a larger  group.  Such 


a committee  could  also  pursue  the  development  of 
joint  general  membership  meetings  at  which  mat- 
ters of  business  could  be  considered,  continuing 
education  programs  presented,  etc.  Several  county 
groups  have  already  held  highly  successful  continu- 
ing education  programs  which  were  attended  by 
physicians  and  pharmacists,  and  there  are  numer- 
ous topics  (e.g.,  therapy  of  hypertension,  drug  in- 
teractions, etc.)  that  could  be  discussed  at  such  a 
program. 

I was  very  gratified  by  the  number  of  favorable 
comments  I received  from  physicians  after  the  meet- 
ing, about  the  desirability  of  enhancing  communica- 
tions with  pharmacists  and  holding  combined  meet- 
ings on  a periodic  basis.  I would  encourage  you  to 
pursue  such  communication  on  an  individual  basis 
as  well  as  through  your  county  association. 

The  need  for  such  cooperation  has  become  in- 
creasingly apparent  as  the  drug  therapy  and  medical 
care  for  patients  has  become  more  complex,  as  utili- 
zation review  procedures  and  PSROs  are  being  de- 
veloped and  as  government  agencies,  third-party 
program  administrators,  etc.,  are  becoming  more  in- 
volved in  health  care  delivery  systems  and  specific 
patient  services. 

We  have  been  pleased  with  the  communication 
and  cooperative  efforts  that  have  been  initiated  at 
the  state  level  and  it  is  of  interest  to  note  that  articles 
written  by  pharmacists  are  being  published  in- 
PENNSYLVANIA  MEDICINE,  the  journal  of  the 
Pennsylvania  Medical  Society.  We  are  confident  that 
efforts  at  the  county  and  individual  levels  will  also  be 
successful. 

Pursuit  of  these  efforts  will  strengthen  us  as  indi- 
viduals and  also  serve  to  enhance  the  effectiveness 
of  the  professions  and  professional  societies  we 
represent.  However,  most  importantly,  it  will  better 
enable  physicians  and  pharmacists  to  achieve  our 
mutual  goals  of  providing  optimal  health  care  and 
drug  therapy  for  our  patients. 

Dr.  Hussar,  president  of  the  Pennsylvania  Phar- 
maceutical Association,  has  written  this  article  as 
part  of  a joint  effort  with  the  State  Society  to 
strengthen  the  relationship  between  pharmacists 
and  physicians.  An  article  by  Society  president 
David  S.  Masland,  M.D.,  will  appear  in  the  Penn- 
sylvania Pharmacist,  the  official  publication  of 
the  Pennsylvania  Pharmaceutical  Association.  In 
this  issue  appears  a paper  by  Dr.  Hussar,  entitled, 
“Review  of  some  significant  drug  interactions.’’ 


10 


Pennsylvania  Medicine,  January  1976 


If  your  angina  patient* 
isn't  having  3outof  4 
better  days  than  usual... 


tryCardilate 

•'(ERYTHRITYLTETRANITRATE) 


INDICATIONS,  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS,  No  serious  side  effects 
have  been  reported.  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation.  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100.  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 ,000 
Also  available:  Cardilate-  P brand 
Erythrityl  Tetranitrate  with  Phenobarbital* 
(*Warning  may  be  habit-forming] 

1 Russek  HI;  AM  J M Sc  239:478,  1960 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


'Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


“Pain  days”  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl tetranitrate]  in  48-patient 
study. ■'  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3. ..compared  to  1 day  out  of  4 
while  on  Cardilate. 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients. Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates, 20%  to  30%  savings  not 
uncommon  ..also  helps  re- 
duce need  for  nitroglycerin. 


Modane®  .a  single-entity  laxative  (danthron)  acts  primarily  on 
the  large  bowel!  Although  its  exact  mode  of  action  is  unknown, 
it  is  thought  that  danthron,  the  active  ingredient  of  Modane, 
produces  gentle  peristalsis  by  stimulating  the  Auerbach’s 
plexus  of  the  colon? 

B Modane  gives  gentle,  dependable,  overnight  laxation 

W ...low  incidence  of  straining,  griping  or  cramping  at  optimum 
W dosage...produces  a “soft”  stool. 

^ Modane  also  provides  economical  one-a-day  dosage... 

taken  after  the  evening  meal,  Modane  generally  brings  welcome 
relief  in  the  morning. 

Modane  may  be  useful  in  the  management  of  constipation  in  geriatric,  cardiac, 
surgical,  pregnant,  post-partum,  and  pediatric  patients.  Also,  Modane  has  been  found 
useful  in  the  management  of  drug-induced  constipation  caused  by  ganglionic  blocking 
agents,  antihistamines,  tranquilizers,  sympathomimetics,  and  anticholinergics. 

Of  course,  neither  Modane  nor  any  other  laxative  should  be  used  when  abdominal  pain, 
nausea,  vomiting  or  other  signs  and  symptoms  of  appendicitis  are  present. 


...and  for  added  ease  of 
patient  management,  the  new 

Modane*  30 

Stat-PakXunit  dose) 

*30  Laxative  Tablets 

offers  product  protection,  convenience,  portability... 

□ product  protection— each  Modane  tablet  is  individually  wrapped, 
so  it  will  not  be  compromised  by  exposure  to  air  or  surface  contaminants 

□ product  identity— si  nee  each  individually  wrapped  tablet  is  also 
individually  labeled,  its  identity  is  preserved  amidst  your  patients’  other 
medications 


□ convenience— your  patients  no  longer  have  to  handle  loose  tablets 

□ portability— a tablet  or  two  can  be  carried  in  a pocket  or  purse  without 
the  need  for  bulky  packages 

You  can  now  recommend  or  prescribe  Modane" 
in  this  new  package  form  as— Modane"  30* 

—available  only  at  pharmacies,  in  a 
handsome  Stat-Pak*(unit  dose) 
gold-and-russet  package. 


References:  1 Fingl,  E.;  Cathartics  and  laxatives,  In  The  Pharma- 
cological Basis  of  Therapeutics,  ed  4 , Goodman,  L.S  and  Gilman, 
A .eds.,  Nevi/ York, The  Macmillan  Company,  1970,  p 1023 
2,  Plotnick,  M : Maintaining  normal  bowel  action  A new  answer  to 
an  old  problem.  Int.  Rec.  Med.  173:262,  April,  1960. 


Distributed  by 

WARREN-TEEDI 


Decriminalize,  don’t  legalize 


Society’s  marihuana  position — modify  law 


The  following  is  the  official  position  of  the  Pennsylvania 
Medical  Society  regarding  marihuana.  The  statement  was 
prepared  by  the  Council  on  Education  and  Science  and 
approved  by  the  Board  of  Trustees  and  Councilors. 

“In  formulating  this  position  on  marihuana,  we  have 
been  concerned  primarily  with  the  health  hazards  in- 
volved. We  have  evaluated  these  hazards  in  light  of  this 
country’s  experience  with  drugs  in  general.  In  recent 
years  there  have  been  remarkable  advances  in  medical 
pharmacology. 

“This  in  turn  has  led  to  a growing  appreciation  of  the 
toxicity  of  drugs  and  a growing  realization  that  existing 
methods  of  drug  evaluation  are  not  always  adequate  to 
detect  potential  problems.  The  Thalidomide  tragedy 
clearly  points  this  out.  In  many  cases  proven  beneficial 
effects  of  drugs,  such  as  anti-cancer  agents,  must  out- 
weigh uncertainties  as  to  potential  problems.  This  is  not 
the  case  with  marihuana  which  at  present  has  no  recog- 
nized medical  usefulness. 

“After  reviewing  the  current  evidence  on  the  health 
hazards  of  marihuana,  the  Society  has  concluded  that 
these  hazards  have  been  unduly  exaggerated  in  the  past. 
At  the  same  time  there  is  no  conclusive  evidence  estab- 
lishing the  safety  of  the  drug  in  a number  of  critical  areas, 
including  its  effects  upon  hormonal  balance,  upon  im- 
munological responsiveness,  upon  women  and  fetuses 
during  pregnancy,  upon  the  brain  in  several  aspects  of  its 
functioning,  upon  the  genetic  system,  and  upon  the  body 
generally  in  terms  of  chronic  toxicity.  A responsible  inter- 
est in  public  health  requires  restraint  with  respect  to  the 
availability  of  thisdrug  (and  of  otherdrugs)  when  so  many 
major  questions  remain  to  be  answered. 

“The  imposition  of  criminal  penalties,  however,  consti- 
tutes an  unjustifiably  severe  response  to  minor  offenses 


involving  marihuana.  Not  only  does  that  stigmatization  of 
a criminal  record  impose  an  unduly  harsh  burden  upon 
the  offender  but  the  prosecution  of  these  cases  tends  to 
impede  the  efficient  operation  of  the  judicial  system  and 
to  deflect  its  attention  from  more  serious  matters.  We 
would,  therefore,  support  a change  in  existing  law  that 
replaces  criminal  with  civil  penalties.  Civil  penalties 
should  constitute  a deterrent  as  effective  or  more  effective 
than  the  present  criminal  penalties.  In  the  event  civil 
penalties  replace  criminal  penalties,  the  Pennsylvania 
Medical  Society  will  follow  closely  the  effects  of  these 
modifications  upon  the  incidence  of  marihuana  abuse.  If 
this  change  in  the  law  results  in  an  increased  incidence 
and  prevalence  of  marihuana  abuse — a contingency  that 
is  highly  unlikely  but  possible — the  Pennsylvania  Medical 
Society  will  take  the  initiative  to  support  modification  of 
the  law  as  necessary  so  as  to  discourage  the  use  of 
marihuana.  The  Pennsylvania  Medical  Society  will  re- 
evaluate the  law  from  time  to  time  as  continuing  informa- 
tion is  developed  on  the  presence  or  absence  of  health 
hazards.  In  brief,  a flexible  rather  than  an  immutable  posi- 
tion should  be  taken. 

“The  Pennsylvania  Medical  Society  specifically  states 
that  it  does  not  view  the  availability  in  society  of  other  toxic 
substances  such  as  alcohol  and  tobacco  as  having  a sig- 
nificant bearing  upon  the  issue  of  marihuana  availability. 
If  anything,  the  fact  that  certain  toxic  drugs  are  widely 
available  already  is  an  argument  for  making  others  less 
available.  To  agree  that  another  potentially  dangerous 
substance  must  be  made  widely  available  because  known 
dangerous  substances  are  already  available  is  to  agree 
that  we  cannot  learn  from  past  experience.  No  measure 
should  be  taken  which  would  have  the  potential  of  further 
compromising  the  public  health.  Our  support  fora  modifi- 
cation of  the  present  law  rests  on  our  perception  that  the 
modification  will  not  increase  marihuana  availability.” 


X 

f 


CUTTING  THE  RIBBON  at  the  grand 
opening  of  the  Pennsylvania  Medical 
Cooperative  is  H.  Robert  Davis,  M.D., 
Co-op  president.  With  him  are  (left) 
Jack  R.  Hogan,  general  manager,  John 
F.  Rineman,  treasurer,  and  Robert  N. 
Moyers,  M.D.,  vice  president. 
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cardiovascular  brief 


REPORT 


from  the 

American  Heart  Association 


The  American  Heart  Association  supports  more 
research  than  any  other  voluntary  health  agency. 
Statistics  show  it  is  the  largest  non-governmental 
contributor  to  cardiovascular  research. 

We  are  proud  of  our  record,  but  we  know  how 
much  more  can  be  done.  Last  year,  the  American 
Heart  Association  could  fund  only  23  percent  of 
requested  Grants-in-Aid,  90  out  of  393.  Only  29  of 
108  applicants  for  Established  Investigators 
could  be  supported. 


Pennsylvania  Affiliate 

The  American  Heart  Association  is  a non-profit 
voluntary  health  agency.  Its  national  membership 
includes  40,000  physicians  and  65,000  other 
members  who  have  joined  together  to  help  solve 
the  problems  posed  by  cardiovascular  disease. 

The  Association  carries  on  this  work  through 
broad  programs  of  research,  professional  and 
public  education,  and  community  programs. 

Research 

Over  the  past  25  years,  the  American  Heart  As- 
sociation has  invested  over  $250  million  in  medi- 
cal research. 

Since  this  program  began  in  1949,  more  than 

4,000  awards  have  been  activated.  Approximately 
60  percent  of  these  awards  have  been  for  Grants- 
in-Aid,  projects  in  medical  research  which  are 
proposed  by  investigators,  carefully  reviewed, 
and  funded  according  to  money  available. 

The  remaining  awards  have  been  given  to 
either  Established  Investigators  or  Career  Inves- 
tigators. Under  the  Established  Investigator  pro- 
gram, more  than  450  younger  scientists  have  re- 
ceived five  years  of  partial  salary  support. 

The  Career  Investigator  program  has  provided 
life-time  salaries  for  15  leading  scientists,  includ- 
ing a Nobel  laureate,  the  late  Dr.  Earl  Sutherland. 
Dr.  Mildred  Cohn,  the  first  Pennsylvania  resident 
to  receive  a career  investigatorship,  is  continuing 
her  research  at  the  University  of  Pennsylvania. 

Today,  because  of  Heart  Fund  dollars,  more 
than  1,400  scientists  in  the  United  States  are 
engaged  in  heart  research.  This  year  in  Pennsyl- 
vania, a total  of  83  projects  are  being  supported 
by  Heart  Association  research  grants  totaling 
more  than  $764,000. 


Education 

One  of  the  major  roles  of  the  Heart  Association 
is  to  bring  new  knowledge  about  advances  in  the 
cardiovascular  field  to  physicians  and  nurses. 
This  is  done  through  annual  scientific  meetings, 
teaching  institutes,  teaching  scholarships,  medi- 
cal symposia,  audio-visual  aids,  technical  publi- 
cations, and  scientific  journals. 

Through  programs  of  public  education  the 
Heart  Association  stresses  prevention,  and  brings 
helpful  information  on  all  aspects  of  cardiovascu- 
lar disease  to  the  public. 

Community  Programs 

Working  with  health  professionals  and  com- 
munity organizations,  local  Heart  Chapters  are 
developing  effective  programs  that  stress  the 
prevention  and  early  detection  of  heart  disease. 

• Each  year  Heart  Chapters  screen  almost 

100.000  Pennsylvanians  for  high  blood  pres- 
sure. 

• Heart  Chapters  in  Pennsylvania  screen  over 

40.000  persons  each  year  to  detect  those  who 
may  be  at  risk  of  premature  heart  attack  or 
stroke. 

• Heart  Chapters  train  more  than  15,000  Penn- 
sylvanians each  year  in  basic  and  advanced  life 
support  (CPR)  and  emergency  cardiac  care. 

• Heart  Chapters  in  Pennsylvania  supply  9000 
persons  with  prophylaxis  through  the  sec- 
ondary rheumatic  fever  prevention  program. 

• Heart  Chapters  offer  programs  to  help  control 
diet,  smoking  and  hypertension. 

For  more  information  contact  your  Local  Heart 
Chapter  or  the  American  Heart  Association, 
Pennsylvania  Affiliate,  P.O.  Box  2435,  Harrisburg, 
Pennsylvania  17105. 
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Should  a 

specially  prepared 
padmgeinsert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


/ 


Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  ora  drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
j for  the  patient  is  to  get  his  coopera- 
j tion  in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
: tion.  There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
: would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
. be  put  directly  on  the  package  and 
! not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things;  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


II 


Only  the  doctor  can  remove  that  fear 
' by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
i would  defeat  the  very  purpose  of  the 
I insert.  I do  think  that  a patient  on  the 
] birth  control  pill  should  know  about 
I the  incidence  of  phlebothro.mbosis. 

I If  you’re  going  to  tell  a patient 
! the  incidence  of  serious  adverse  re- 
: actions,  then  you  have  to  tell  him 
: that  a concerned  medical  decision 
■ was  made  to  use  a particular  medi- 
! cation  in  his  situation  after  careful 
I consideration  of  the  incidence  of 
; complications  or  side  effects. 

Emotionally  unstable  patients  pose 
i a special  problem 

There  are  patients  who,  be- 
! cause  of  severe  emotional  problems, 

I could  not  handle  the  information 
I contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
! package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


THE  PHILADELPHIA  G.  I.  GROUP 

"Common  G.  I.  Problems 
Emphasizing  Management" 

MARCH  6,  1976 
Marriott  Motor  Hotel 
City  Line  Avenue  at  Monument  Road 
Philadelphia^  Pennsylvania 
9 A.M.  - 5 P.M. 

Registration:  8:30  A.M. 

PANELS 
Peptic  Ulcer 

Moderator:  Harris  Clearfield,  M.D. 

Sidney  Cohen,  M.D.  Robert  Fisher,  M.D. 

Marvin  Derezin,  M.D.  Henry  J.  Tumen,  M.D. 

Hepatitis  Up-Date 
Moderator:  Martin  Black,  M.D. 

Gordon  Benson,  M.D.  John  R.  Senior,  M.D. 

j.  Donald  Ostrow,  M.D.  Roger  Soloway,  M.D. 

Diarrhea 

Moderator:  Walter  Rubin,  M.D. 

Barbara  Frank,  M.D.  Franz  Goldstein,  M.D. 

Ian  Gibbons,  M.D.  Stanley  H.  Lorber,  M.D. 

Diet  Therapy 

Moderator:  Frank  Brooks,  M.D. 

Philip  Holtzapple,  M.D.  William  Mahood,  M.D. 

Julian  Katz,  M.D.  James  L.  A.  Roth,  M.D. 


Registration;  $35.  • Physicians  in  Training:  $10.  • 
Lunch  included 
Mail  check  payable  to 

"PHILADELPHIA  G.l.  GROUP"  to; 
NORMAN  N.  COHEN,  M.D. 

Program  Chairman 

Mercy  Catholic  Medical  Center 

Darby,  Pennsylvania  19023 


American  Academy  of  Family  Physicians  6 hours 
Pennsylvania  Academy  of 

Family  Physicians  6 hours 

AMA  Physicians'  Recognition  Award  - 

Category  I 6 hours 

American  College  of 

General  Practitioners  in  Osteopathic 
Medicine  and  Surgery  - Class  II  6 hours 
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consider  the  effect  on 
coexisting  diabetes  when 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODIIAN 

{ISOXSUPRINEHCD 

TABLETS,  20  mg. 

the  compatibie  vasodiiator 


© 1976MEAD  JOHNSON  4 COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54117 


’indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied;  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 


MDs  in  the  news 


John  H.  Updegrove,  M.D.,  was  re- 
cently elected  to  a three  year  term  on 
the  board  of  governors  of  the  Ameri- 
can College  of  Surgeons.  Dr.  Up- 
degrove, associate  in  charge  of  gen- 
eral surgery  at  Easton  Hospital,  will 
represent  the  Eastern  Pennsylvania 
Chapter  of  the  college.  He  is  a past 
president  of  the  Northampton  County 
Medical  Society. 

Leon  A.  Frankel,  M.D.,  Philadel- 
phia, is  the  author  of  a recently  pub- 
lished textbook,  Gastric  Surgery  and 
the  Dumping  Syndrome:  the  "Mirror- 
Image"  Concept.  Dr.  Frankel  is  on 
the  surgical  staff  of  the  St.  Mary  Hos- 
pital, senior  surgeon  at  St.  Luke’s 
and  Children’s  Medical  Center,  and 
an  instructor  in  anatomy  at  Hah- 
nemann Medical  College. 

The  Department  of  Health,  Educa- 
tion, and  Welfare  recently  appointed 
Maurice  S.  Albin,  M.D.,  as  a study 
group  member  on  “Microsurgical 
Treatment  of  Neurovascular  Dis- 


ease,” for  the  Joint  Committee  for 
Stroke  Resources.  Dr.  Albin  is  profes- 
sor of  anesthesiology  and  neurologi- 
cal surgery  at  the  University  of 
Pittsburgh  School  of  Medicine,  and 
acting  chief  of  anesthesiology  at 
Presbyterian-University  Hospital. 

The  Pennsylvania  Hospital  recently 
honored  Clarence  C.  Briscoe,  M.D., 
who  has  retired  from  the  obstetrics 
and  gynecology  staff,  by  creating  an 
award  in  his  name.  The  Clarence  C. 
Briscoe,  M.D.,  Award  will  be  pre- 
sented annually  to  a practitioner 
of  obstetrics  and  gynecology  whose 
performance  exemplifies  the  high 
moral,  ethical,  and  medical  standards 
achieved  by  Dr.  Briscoe  in  his  35 
years  at  the  hospital.  He  was  as- 
sociate clinical  professor  of  obstet- 
rics and  gynecology  at  the  University 
of  Pennsylvania  School  of  Medicine. 
The  interns  and  residents  of  the  OBG 
department  will  select  recipients. 

Russell  B.  Roth,  M.D.,  Erie  was  re- 


cently appointed  to  the  Health  Insur- 
ance Advisory  Council  of  the  Depart- 
ment of  Health,  Education,  and  Wei-  i 
fare.  The  council’s  purpose  is  to  re-  1 
view  medical  insurance  needs  and  I 
practices.  Dr.  Roth  is  a past  pres-  j 
ident  of  the  AMA.  . j 

Jerome  I.  Brody,  M.D.,  chief  of  med- 
icine at  the  Medical  College  of  Penn- 
sylvania Division,  V.A.  Health  Service 
Center,  Philadelphia,  was  recently  [ 
appointed  professor  of  medicine  at  ! ; 
the  Medical  College  of  Pennsylvania.  ! 
Dr.  Brody  was  an  associate  professor 
at  the  University  of  Pennsylvania  and  J 
assistant  professor  of  medicine  at  the  i 
University  of  Miami  School  of  Medi- 
cine. 

Peter  N.  Magee,  M.D.,  was  recently 
named  as  the  new  director  of  Temple  I , 
University’s  Pels  Research  Institute. 

Dr.  Magee,  currently  the  Philip 
Hill  Professor  of  Experimental  Bio- 
chemistry at  Middlesex  Hospital  j i 
Medical  School  of  the  University  of  1 ' 
London,  expects  to  conclude  his  ac-  j 
t!vities  in  England  and  take  over  at 
Pels  in  February.  Dr.  Magee  will  head  i, 
studies  devoted  to  cancer  and  I 
cancer-related  basic  sciences.  In  ! , 
April  Dr.  Magee  received  the  I 
Johann-George-Zimmerman  Scien-  ! 
tific  Prize  for  Cancer  Research  from 
the  Medical  School  of  the  University 
of  Hanover,  Germany. 

Allan  L.  Drash,  M.D.,  was  recently 
named  professor  of  pediatrics  at  the 
University  of  Pittsburgh  School  of 
Medicine.  Dr.  Drash  is  a member  of 
the  board  of  directors  of  the  American  I 
Diabetes  Association  and  secretary  ( 

treasurer  of  the  Midwest  Society  for  1 
Pediatric  Research.  , t 

William  D.  Reppert,  M.D.,  was  re- 
cently named  chief  of  the  department  ,, 

of  internal  medicine  at  St.  Luke’s  (f 
Hospital,  Bethlehem.  Dr.  Reppert  is  j 

certified  in  internal  medicine  and  is  a 
member  of  the  American  College  of 
Physicians,  American  Society  of  I ‘ g, 
Internal  Medicine,  and  the  Pennsyl-  : 
vania  Thoracic  Society.  i. 


JONATHAN  E.  RHOADS,  M.D.,  fr/gfid  congratulates  Julian  Johnson,  M.D.,  emeritus 
professor  of  surgery,  at  the  presentation  of  Dr.  Johnson 's  portrait  to  the  University  of 
Pennsylvania.  Dr.  Johnson,  who  retired  in  1973,  had  been  on  the  surgery  faculty  since 
1 939  and  for  many  years  headed  the  department's  division  of  cardiothoracic  surgery. 
Dr.  Rhoads,  who  recently  received  the  State  Society’s  Distinguished  Service  Award, 
is  emeritus  chairman  of  surgery  at  the  university. 
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Leena  M.  Mela,  M.O.,  was  recently 
elected  to  a four  year  term  on  the 
board  of  directors  of  the  National  So- 
ciety for  Medical  Research.  Dr.  Mela 
is  a biochemist  in  the  department  of 
surgery  at  the  Hospital  of  the  Univer- 
sity of  Pennsylvania,  and  is  serving  on 
the  program  projects  review  commit- 
tee of  the  National  Institute  of 
Neurological  Diseases  and  Stroke. 

Albert  B.  Ferguson,  Jr.,  M.D.,  pro- 
fessor and  chairman  of  the  depart- 
ment of  orthopaedic  surgery  at  the 
University  of  Pittsburgh  School  of 
Medicine,  was  recently  elected  pres- 
ident of  the  American  Board  of  Or- 
thopaedic Surgery,  Inc.  Dr.  Ferguson 
is  president  of  the  American  Or- 
thopaedic Association. 

Siamak  A.  Hamzavi,  M.D.,  and 
Charles  R.  Bost,  M.D.,  both  of  Scran- 
ton, were  recently  named  fellows  of 
the  American  College  of  Cardiology. 

M.  H.  Samitz,  M.D.,  dermatologist  at 
the  Hospital  of  the  University  of  Penn- 
sylvania, recently  returned  from  a six 
week  stay  in  Tanzania  where  he  had 
been  serving  as  a consultant  and  visit- 
ing professor  at  the  University  of  Dar 
es  Salaam.  While  in  Tanzania  Dr. 
Samitz  organized  a training  program 
in  graduate  dermatology  which  will 
be  the  basis  for  a dermatologic  insti- 
tute in  East  Africa.  He  is  a fellow  of  the 
American  Academy  of  Dermatology 
and  Syphilology,  the  American  Col- 
lege of  Allergists,  and  the  Society  of 
Investigative  Dermatology. 

George  H.  Fetterman,  M.D.,  re- 
cently received  the  Philip  Hench  Dis- 
tinguished Alumnus  Award  at  the 
medical  alumnus  luncheon  at  the 
University  of  Pittsburgh  School  of 
Medicine.  Dr.  Fetterman  is  a former 
member  of  the  board  of  directors  of 
the  Allegheny  County  Medical  Soci- 
ety. 

The  following  Pennsylvania  physi- 
cians were  recently  named  fellows  of 
the  American  College  of  Surgeons: 

Samir  Fahim  El-Danief,  M.D.,  Norris- 
town; Ronald  S.  Rosenthal,  M.D., 
Abington;  James  O.  Finnegan,  M.D., 
Bala  Cynwyd;  David  J.  Adams,  M.D., 
and  E.  James  Kohl,  M.D.,  Bryn 
Mawr;  Paul  E.  Frank,  M.D.,  and 


Robert  L.  Frank,  M.D.,  Hatboro; 
William  T.  Lemmon,  Jr.,  M.D.,  and 
Ohanes  B.  Oskanian,  M.D.,  Lansdale; 
Robert  A.  Ruggiero,  M.D.,  Paoli; 
Charles  D.  Hummer,  Jr.,  M.D., 
Thomas  P.  O’Dea,  M.D.,  and  Joseph 
A.  Totino,  M.D.,  Chester;  William  H. 
Erb,  Jr.,  M.D.,  Larry  J.  Starer,  M.D., 
and  John  T.  Warrington,  Jr.,  M.D., 
Ridley  Park;  Randall  W.  Bell,  M.D., 
Radnor;  James  R.  Hamsher,  M.D., 
Meadville;  and  Charles  E.  MacKenzie, 
M.D.,  Warren. 

John  A.  Tucker,  M.D.,  was  recently 
named  chairman  of  the  newly  formed 
department  of  otorhinolaryngology  at 
Hahnemann  Medical  College  and 
Hospital.  Dr.  Tucker  is  professor  of 
otorhinolaryngology  and  anatomy, 
director  of  the  Institute  of  Laryngol- 
ogy and  Human  Communications  at 
Hahnemann,  and  president  of  the 
Philadelphia  Laryngological  Society. 

A husband  and  wife  research  team, 
Werner  Henie,  M.D.,  amd  Gertrude 
Henie,  M.D.,  received  three  awards  in 
a recent  two-week  period.  They  first 
received  the  de  Villiers  Award  from 
the  Leukemia  Society  of  America  at 


Comparative  Leukemia  Research, 
held  in  Copenhagen,  Denmark.  The 
second  award  was  the  First  Annual 
Award  in  Cancer  Immunology  estab- 
lished by  the  Cancer  Research  Insti- 
tute, Inc.,  New  York.  The  most  recent 
of  the  awards  was  the  1975  Award  of 
the  Virus  Cancer  Program  (National 
Cancer  Institute)  for  outstanding  con- 
tributions to  cancer  research. 

The  following  physicians  were  re- 
cently named  fellows  of  the  American 
Academy  of  Family  Physicians;  Harry 
H.  Hunter,  M.D.,  Caks;  Donald  E. 
Withers,  M.D.,  Hanover;  Kamal  H. 
Aoun,  M.D.,  Franklin;  Stanley  M. 
Godshall,  M.D.,  Elizabethtown;  and 
Marion  A.  Morelli,  M.D.,  Williamsburg. 

James  J.  Thomas,  Jr.,  M.D.,  Erie, 
and  Konrad  M.  Kempfe,  M.D.,  Carlisle, 
were  recently  elected  fellows  of  the 
American  College  of  Cbstetricians 
and  Gynecologists. 

Cesar  Fabiani,  M.D.,  was  recently 
certified  by  the  American  Board  of 
Psychiatry  and  Neurology.  Dr.  Fabiani 
is  a staff  psychiatrist  at  the  Philadel- 
phia State  Hospital,  Byberry. 


the  International  Symposium  on 


THE  MEDICAL  COLLEGE  of  Pennsylvania  recently  opened  a psychiatric  unit  in  its 
general  hospital.  The  new  unit  provides  care  for  patients  with  psychological  and 
medical  problems,  and  Is  used  for  teaching  and  research.  Attractively  decorated 
bedrooms  and  lounges  are  designed  to  lend  a homelike  quality  to  the  facilities. 
Shown  at  the  opening  reception  for  the  new  unit  are  (left)  Alton  I.  Sutnick,  M.D.,  dean 
of  the  college,  and  Leo  Madow,  M.D.,  professor  and  chairman  of  the  department  of 
psychiatry. 
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Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical  "patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Awake 

IREM 

I Stage  1 


Stage  2 
Stage  3 
Stage  4 


1 


2 


3 


4 


5 


Awake  too  long  Awake  too  often  during  the  night 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories  H 

t 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


Broad-spectrum 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 

( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ata.xia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
w'ith  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Labor,  record  retention  laws  affect  medical  office 


LEIF  C.  BECK,  LL.B 
VASILIOS  J.  KALOGREDIS,  J.D. 

Bala  Cynwyd 

There  are  misconceptions  as  to  how  some  laws  apply  to 
medical  offices.  We  hope  in  this  article  to  help  straighten 
out  some  of  them. 

Wage  and  Hour  Laws 

Many  physicians  have  been  under  the  impression  that 
Federal  and  State  wage-and-hour  laws  establishing 
minimum  pay,  equal  pay,  and  overtime  obligations  do  not 
apply  to  their  medical  offices.  Some  doctors  are  painfully 
learning  that  they  are  subject  to  them. 

Our  Pennsylvania  experiences  have  shown  no  wage  and 
houractions  or  audits  against  medical  offices.  As  a result, 
even  we  have  been  relatively  casual  in  dealing  with  this 
subject  in  the  past. 

However,  during  various  meetings  throughout  the  year, 
various  medical  management  consultants  in  other  states 
have  informed  us  of  actions  in  their  locales.  At  least  one 
commented  that  they  were  tougher  to  deal  with  than  an 
IRS  audit. 

Therefore,  although  none  of  our  clients  have  experi- 
enced such  an  audit  in  Pennsylvania,  the  potential  is 
there.  We  strongly  suggest  that  medical  offices  comply 
with  these  rules  as  they  would  the  tax  laws. 

The  Federal  statute  dealing  with  this  subject,  the  Fed- 
eral Fair  Labor  Standards  Act  (FLSA),  is  a complex  piece 
of  legislation  and  leaves  much  open  to  question. 

The  employees  covered — A doctor’s  employees  can 
come  within  the  FLSA  under  either  of  two  separate  sec- 
tions. The  first  establishes  the  obligations  upon  any  prac- 
tice grossing  $250,000  or  more,  which  would  on  the  sur- 
face appear  to  protect  many  medical  practices  from  these 
rules. 

However,  regardless  of  office  size,  under  another  sec- 
tion it  is  quite  possible  that  a medical  office  employee  who 
deals  regularly  in  “interstate  commerce’’  could  be  cov- 
ered. Historically,  the  courts  and  administrative  agencies 
have  construed  the  term  “interstate  commerce’’  very 
broadly.  Therefore,  even  if  all  the  patients  and  employees 
of  a practice  live  in  the  state  in  which  the  practice  is 
located,  there  will  probably  be  at  least  one  such  employee 
in  each  medical  office.  If  one  aide  deals  with  an  out-of- 
state  insurance  company  (including  medicare  carriers), 
that  is  interstate  commerce,  and  she  comes  within  FLSA.  If 
another  aide  regularly  orders  supplies  from  someone 
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across  a state  line,  that  is  also  interstate  commerce,  and 
she  is  covered. 

The  practical  effect  of  the  above  is  that  medical  offices 
should  live  within  the  rules  in  this  area.  They  definitely 
apply  to  many  offices  and  could  be  broadly  construed  to 
apply  to  all. 

If  the  former  test  ($250,000  or  more  of  gross  income)  is 
met,  all  practice  employees  except  the  professionals  and 
administrators  must  be  covered.  However,  it  is  not  always 
clearly  definable  who  is  a professional  or  an  adminis- 
trator. Of  course,  the  physician  is  excluded  and  the  normal 
clerical  personnel  (typists,  bookkeepers,  receptionists, 
etc.)  are  included. 

The  problem  rests  in  the  large  gray  area  in  between. 
There  have  been  many  judicial  and  administrative  cases 
involving  these  middle  grounds.  Unfortunately  many  of 
those  decisions  are  in  conflict,  while  others  turn  upon 
such  unique  factual  differences  that  it  is  nearly  impossible 
to  detect  a reliable  trend  upon  which  to  draw  a general 
rule. 

Nurses  are  a good  example.  Some  cases  have  treated 
them  as  professionals  (particularly  supervisory  R.N.s)  and 
excluded  them,  whereas  others  have  gone  the  other  way. 

An  office  manager  is  another  good  example.  A “pure” 
office  manager  is  truly  an  administrator  and  would  be 
excluded.  The  problem  with  most  medical  practice  busi- 
ness managers  is  that  they  perform  other  ”non- 
administrative”  functions  which  may  bring  them  within 
the  law. 

One  of  the  few  directives  clearly  dealing  with  matters 
directly  related  to  medical  offices  is  a recent  Federal 
Wage-Hour  Opinion  Letter  (No.  1318  of  May  10,  1974) 
dealing  directly  with  the  physician’s  assistant.  It  stated 
that  paramedical  physician’s  assistants  are  exempt  from 
the  wage-and-hour  laws  if  they: 

1 ) materially  support  a doctor  or  do  doctor’s  tasks; 

2)  have  direct  patient  contact  or  do  customary 
medical  tasks; 

3)  have  3 years  of  preprofessional  study  in  college 
or  2,000  hours  experience  plus  one  year  of 
course  work  in  a medical  school  or  hospital; 
and 

4)  perform  as  their  primary  duty  work  which  re- 
quires knowledge  of  an  advanced  type  in  a field 
of  science  or  learning  inclusive  of  work  requir- 
ing the  consistent  exercise  of  discretion  and 
judgment. 

These  guidelines  are  very  specific.  They  must  all  be  met 
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for  a physician’s  assistant  to  be  outside  of  the  Federal  law 
in  this  area. 

Federal  minimum  wage — Most  medical  offices  will  have 
no  problems  with  the  Federal  minimum  wage  require- 
ments (whether  they  are  subject  to  them  or  not)  since  they 
pay  their  employees  at  levels  well  within  the  law. 

The  Federal  minimum  wage  laws  will  be  complied  with  if 
each  employee  is  receiving  $2.20  an  hour  (which  became 
effective  on  January  1 , 1976).  Effective  January  1 , 1977,  it 
will  be  raised  to  $2.30  an  hour. 

Overtime  pay — The  guidelines  for  determining  whether 
a practice  must  comply  with  Federal  overtime  pay  rules 
are  the  same  as  those  for  minimum  pay,  since  both  are 
part  of  the  same  act  (FLSA). 

If  a practice  (or  any  of  its  employees)  comes  within  the 
act,  time-and-a-half  must  be  paid  to  every  employee  cov- 
ered by  the  law  for  every  hour  he  or  she  works  over  40 
hours  a week. 

The  important  point  to  note  here  is  that  overtime  pay  for 
medical  office  employees  must  be  figured  on  a seven-day 
work  week  basis.  As  some  doctors  or  their  aides  may  be 
aware,  there  is  a special  14-day  period  over  which  over- 
time may  be  computed  when  dealing  with  hospital  and 
nursing  home  employees. 

However,  this  option  is  not  available  for  use  with  em- 
ployees for  a medical  practice.  Therefore,  any  covered 
employee  who  works  41  hours  (not  counting  lunch 
breaks,  coffee  breaks,  etc.)  in  a week  in  a medical  office  is 
entitled  to  time-and-a-half  for  that  hour.  This  calls  for 
careful  scheduling  and  planning  on  a weekly  basis,  if  an 
office  wishes  to  avoid  overtime.  It  should  be  noted  that  to 
avoid  an  overtime  payment  obligation,  any  compensatory 
time  off  must  be  given  within  the  same  work  week. 

We  constantly  see  medical  offices  where  aides  work  50 
or  more  hours  a week,  often  voluntarily  but  sometimes 
grumpily.  This  situation  presents  potentially  great  risks. 
First,  it  is  a direct  violation  of  the  law.  Also,  even  though  an 
aide  may  not  presently  complain,  she  may  seek  redress 
when  she  leaves  (especially  if  it  is  an  unpleasant  parting). 
Furthermore,  any  person  (including  other  employees) 
could  point  the  violation  out  to  the  authorities,  and  open  a 
Pandora’s  box  of  troubles. 

Overtime  pay  obligations  are  tougher  and  riskier  than 
many  have  been  led  to  believe,  although,  as  discussed 
above,  very  little  government  action  has  been  taken  in 
Pennsylvania  to  date. 

Pennsylvania  wage  and  hour  law  applicability — The 

Pennsylvania  rules  regarding  minimum  wage  and  over- 
time are  similar  to  the  Federal  ones.  For  example,  the 
Pennsylvania  minimum  hourly  wage  is  $2.20  an  hour(as  is 
the  Federal),  and  it  will  be  $2.30  an  hour  in  1977  (as  will  the 
Federal).  However,  there  is  one  important  difference — all 
employers,  no  matter  how  large  or  small,  are  subject  to  the 
Pennsylvania  minimum  wage  and  overtime  rules ! Even  if  a 
medical  office  or  its  employees  are  not  subject  to  the 
Federal  rules,  they  are  subject  to  the  Pennsylvania  rules. 
Therefore,  every  medical  office  should  take  great  care  in 
its  handling  of  employee  records  (to  be  discussed  more 
fully  below). 

Enforcement — The  Department  of  Labor  is  empowered 
to  investigate  and  inspect  records  to  see  that  legal  direc- 
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tives  are  being  observed.  Employers  must  keep  pre- 
scribed wage-and-hour  records  (to  be  discussed  more 
fully  below)  to  aid  in  government  investigations  and  to 
protect  themselves. 

Unpaid  wages  can  be  recovered  by  either  the  govern- 
ment or  the  employees  involved.  The  government  can 
supervise  voluntary  payment,  file  suit  to  collect  wages  and 
petition  for  wage  recovery  in  injunction  suits.  Employees 
can  sue  for  wages  individually  or  collectively.  There  is  also 
the  possibility  of  additional  recoveries  for  the  employees 
as  liquidated  damages.  One  employee’s  action  could  trig- 
ger recoveries  by  all. 

The  government  is  statutorily  authorized  to  inspect 
employer  records,  make  transcriptions  thereof  and  inves- 
tigate any  facts,  conditions  of  practices  which  are  neces- 
sary or  appropriate  to  determine  whether  the  law  has  been 
violated. 

A startling  thing  to  note  is  that  an  investigation  and 
inspection  may  be  made  even  though  the  employer  has 
not  been  charged  with  any  violations. 

In  our  experiences,  we  have  seen  almost  no  medical 
practices  so  investigated  and  inspected.  However,  the 
legal  framework  is  there  to  allow  it  and  it  could  happen. 
Therefore,  care  should  be  taken  in  dealing  with  one’s 
employees  and  the  related  records. 

Record-keeping  for  FLSA — No  particular  form  of 
records  is  prescribed  by  the  FLSA  or  its  regulations.  How- 
ever, the  information  they  must  contain  is  specified  in 
detail,  and  many  good  business  suppliers  will  have  forms 
with  such  legally  required  information. 

A doctor,  to  comply  with  the  wage-and-hour  laws,  must 
maintain  and  preserve  for  each  employee  the  following 
information: 

(a)  Name  and  Social  Security  number; 

(b)  Home  address;  * 

(c)  Date  of  birth  (if  employee  under  19);  ■ 

(d)  Sex  and  occupation;  4 

(e)  Time  and  day  of  week  on  which  employee’s  t 

work  week  begins;  • 

(f)  Regular  hourly  rate  of  pay  and  basis  on  which  i 

wages  are  paid;  J 

(g)  Hours  worked  each  workday  and  total  each 
work  week; 

(h)  Total  daily  or  weekly  straight  time  earnings  or 
wages; 

(i)  Total  additions  to  or  deductions  from  wages 

paid  each  pay  period;  * 

(j)  Total  weekly  overtime  excess  compensation; 

(k)  Total  wages  paid  each  pay  period;  ^ 

(l)  Date  of  payment  and  pay  period  covered  by  pay; 

and  ' 

(m)  Any  retroactive  wage  pay  under  government  ^ 

supervision.  I' 

Much  of  this  is  part  of  most  office’s  present  regular 
payroll  systems  anyway.  However,  many  do  not  provide  " 
room  for  all  of  these  required  pieces  of  information.  How-  ^ 
ever,  with  a minor  adaptation  of  one’s  present  system  on  a * 

slightly  different  system,  most  medical  office’s  bookkeep- 
ers can  keep  the  required  records  with  minimal  extra  ef- 
fort. 

There  are  various  records  which  a medical  office  |j 
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employer  must  keep  for  at  least  three  years  for  FLSA 
purposes,  and  they  include: 

(a)  Payroll  and  other  records  containing  informa- 

I tion  required  by  record-keeping  regulations 

I above; 

(b)  Employee  benefit  plans  trusts  and  employment 

agreements; 

j (c)  Sales  records  (gross  receipts  from  practice) 
kept  in  the  ordinary  course  of  business  showing 
the  dollar  volumes. 

The  FLSA  requires  that  various  underlying  records  be 
retained  for  at  least  two  years  (e.g.  time  sheets,  job  appli- 
cations, records  explaining  basis  of  wage  differentials 
[paid  to  employees  of  the  opposite  sex  for  equal  work]). 
However,  as  a practical  matter,  these  documents  are  often 
kept  longer  anyway  for  general  information  and  tax 
reasons. 

It  is  also  legally  required  that  State  and  Federal  posters 
be  displayed  publicizing  this  information.  One  thing  the 
Federal  poster  expressly  states  is  that  an  employee  cannot 
be  discriminated  against  for  complaining  of  FLSA  viola- 
tions or  suing  for  wages  due. 

Daily  time  records — Although  all  of  the  above  is  very 
important,  one  matter  that  is  particularly  important  but  is 
I often  casually  handled  in  medical  offices  is  the  keeping  of 
I daily  time  records  (using  a time  clock  or  time  sheets). 

I Especially  when  dealing  with  salaried  individuals,  this  is 
I not  generally  done.  In  order  to  protect  itself  against  later 
1 claims  of  overtime  by  a disgrunted  employee,  a medical 
) office  would  be  well  advised  to  begin  keeping  such  daily 
i records. 

i Although  not  directly  related  to  the  labor  questions  at 
hand,  a new  Pension  Reform  Act  requirement  also  makes 
it  advantageous  to  keep  closer  hourly  records.  We  are 
speaking  of  the  new  requirement  that  all  participants  with 
over  1,000  hours  service  must  be  included  in  the  retire- 
ment plan. 

Equal  pay  for  equal  work 

The  Equal  Pay  Act  pertains  only  to  wage  differentials 
! based  on  the  sex  of  the  employee  and  has  nothing  to  do 
with  other  forms  of  discrimination  (including  race). 

It  expressly  forbids  employers  to  discriminate  between 
male  and  female  employees  in  an  establishment  of  paying 
lower  wage  rates,  under  similar  working  conditions,  for 
jobs  requiring  equal  skill,  effort,  and  responsibility. 

Wage  differentials  are  not  outlawed  if  the  variation  is  not 
based  solely  on  sex. 

The  statute  specifically  allows  wage  differentials  based 
on;  (a)  seniority  systems;  (b)  merit;  (c)  systems  which 
measure  earnings  by  quantity  or  quality  of  production;  or 
(d)  any  factor  other  than  sex. 

^ In  light  of  this  statute,  and  increasing  “sex  conscious- 
^ ness,”  we  are  sure  it  is  evident  to  our  readers  that  pay  be 
based  on  the  merits  of  the  job  being  done.  To  do  otherwise 
would  be  skirting  the  law  and  not  acting  sensibly. 

i 

Equal  opportunity  laws 

The  Civil  Rights  Act  of  1964,  Title  VII,  forbids  employers 
;e  todiscriminate  against  job  applicants  or  employees  on  the 


basis  of  race,  color,  religion,  sex,  or  national  origin. 

Another  statute  dealing  with  discrimination  is  the  Age 
Discrimination  in  Employment  Act  of  1967  which  forbids 
employer  bias  as  to  workers  who  are  at  least  40  and  less 
than  65. 

Both  of  the  above  are  Federal  statutes.  The  prerequi- 
sites for  coverage  under  the  above  two  Anti-Bias  Laws  are : 

(1) An  employer  engaged  in  an  industry  affecting  in- 
terstate commerce  (the  courts  have  generally  defined  this 
very  broadly,  with  substantially  all  medical  offices  fitting 
within  this  requirement); 

(2)  At  least  15  (20  for  Age  Bias  Law  purposes)  workers 
are  employed;  and 

(3)  The  workers  are  employed  for  each  working  day  in 
each  of  20  or  more  calendar  weeks  in  the  current  or  the 
preceding  calendar  year. 

On  the  surface,  these  two  Federal  statutes  appear  to 
exclude  the  large  majority  of  medical  practices  (those  with 
fewer  than  15  employees)  from  their  terms. 

However,  great  caution  must  be  taken.  Pennsylvania 
also  has  a law.  Human  Relations  Act,  which  covers  these 
matters  and  it  is  much  more  far-reaching  in  the  medical 
practices  it  encompasses.  Also,  the  constitutional  rights 
of  the  workers  may  enter  the  picture  (over  and  above  State 
and  Federal  statutory  law)  and  disallow  any  such  discrim- 
ination. 

Pennsylvania  human  relations  act — This  act  outlaws 
discrimination  on  the  basis  of  race,  color,  religious  creed, 
ancestry,  non-job  related  handicap  or  disability,  age,  sex 
or  national  origin.  The  Pennsylvania  Human  Relations 
Commission  is  the  enforcement  authority  and  it  is  given 
broad  powers. 

Almost  all  Pennsylvania  medical  practices  are  subject  to 
this  act.  Employers  subject  to  the  act  include  all  those 
“employing  four  or  more  persons  within  the  Common- 
wealth.” Therefore,  the  only  ones  not  covered  are  those 
with  three  or  fewer  people. 

Occupational  Safety  and  Health  Act  of  1970  (OSHA) 

OSHA,  which  became  generally  effective  in  April  of 
1971,  promulgated  mandatory  occupational  safety  and 
health  standards. 

The  coverage  is  broad.  The  occupational  safety  and 
health  standard  is  defined  as  one  that  “requires  condi- 
tions, or  the  adoption  or  use  of  one  or  more  practices, 
means,  methods,  operations  or  processes,  reasonably 
necessary  or  appropriate  to  provide  safe  or  healthful 
employment  or  place  of  employment.” 

OSHA  applies  to  all  business  “affecting  commerce" 
(once  again  very  broadly  defined)  among  the  states.  OSHA 
coverage  does  not  depend  on  the  dollar  volume  of  a prac- 
tice or  the  number  of  employees  on  the  payroll. 

This  applies  to  all  medical  offices.  Each  office  should 
have  received  a record  sheet  dealing  with  OSHA.  It  re- 
quires that  every  office  maintain  a record  of  every  accident 
or  injury  that  occurs  on  the  job  (e.g.  if  an  aide  sprains  her 
wrist  or  burns  her  hand).  Such  record-keeping  puts  little 
strain  on  an  office. 

Also,  the  law  technically  requires  that  an  “OSHA  sign” 
be  posted. 

However,  most  medical  offices  have  little  to  fear  from 
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OSHA  since  they  are  safe  and  healthy  places  to  work  and 
should  continue  to  have  no  problems  as  long  as  they  stay 
that  way. 


Medical  record  retention 

We  are  often  confronted  with  the  question  of  how  long 
to  retain  a patient’s  medical  records. 

From  a practical  standpoint,  a chart  or  record  should  be 
kept  for  some  time  since  it  serves  as  a diary  for  patient 
care,  assists  the  doctor  in  rendering  treatment,  saves  the 
patient  and  doctor  a great  deal  of  time,  provides  continu- 
ity, and  allows  physician  review  and  reevaluation.  Howev- 
er, there  comes  a point  in  time  when  they  may  no  longer  be 
useful  particularly  with  nonregular  patients  such  as  trans- 
ients and  patients  who  have  died.  The  question  then  be- 
comes, what  to  do  with  these  old,  apparently  useless 
records. 

Legally  and  defensively  it  is  important  that  they  be  re- 
tained. The  most  important  reason  for  retaining  an  old 
record  is  to  insure  complete  and  accurate  testimony  in 
case  of  a malpractice  action. 

Therefore,  the  answer  many  people  give  is  to  not  de- 
stroy the  record  prior  to  the  running  of  the  statute  of 
limitations  (the  period  after  which  a law  suit  cannot  be 
run)  on  a malpractice  action  (which  is  as  short  as  one  year 
in  some  states  and  which  is  generally  two  years  in  Penn- 
sylvania). 

However,  that  answer  does  not  go  far  enough,  since  it  is 
sometimes  difficult  to  determine  when  the  statute  of  limi- 
tations has  run.  The  statute  of  limitations  does  not  com- 
mence to  run  until  the  plaintiff-patient  discovers,  or  by 
exercise  of  reasonable  care  should  have  discovered,  the 
injury  resulting  from  the  defendant-physician’s  alleged 
wrongful  act  or  omission.  For  example,  if  a foreign  object 
were  negligently  or  recklessly  left  in  someone’s  body,  the 
statute  of  limitations  would  not  begin  to  run  until  the 

RESIDENCY  IN  PHYSICAL 
MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  aca- 
demic and  clinical  emphasis  under  the  super- 
vision of  five  physiatrists.  Three  year  program 
and  integrated  internship/residency  with  oppor- 
tunity for  research  and  pursuit  of  special  inter- 
ests both  in  medical  school  and  private  hospital 
settings.  One  year’s  credit  for  four  years  of  gen- 
eral practice  experience  or  training  in  another 
specialty.  Stipends  from  $11,800  to  $14,200 
depending  on  qualifications.  Gl  schooling 
benefits  available  for  veterans.  We  will  pay  for 
visits  in  selected  cases.  Telephone  or  write  for 
information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


patient  discovered  the  object. 

Also,  when  dealing  with  minors,  care  must  be  taken 
since  the  statute  of  limitations  will  not  begin  to  run  until 
after  the  minor  reaches  his  majority  (18  or  21,  depending 
on  the  state). 

In  light  of  the  above,  many  physicians  are  confronted 
with  the  difficult  task  of  making  judgment  as  to  whether  to 
save  or  destroy  a patient’s  record.  There  are  two  primary 
things  the  doctor  must  be  concerned  with.  First,  when  the 
patient,  exercising  reasonable  care,  should  have  discov- 
ered the  injury.  Second,  the  physician  must  recognize  that 
he  may  have  missed  an  illness  or  injury,  and  it  may  take 
timeforthisto  become  evident  (to  the  patientand  others). 

There  is  really  only  one  solution  to  the  problem.  All 
medical  records  must  be  retained  indefinitely.  The 
records  must  be  available  in  case  of  a malpractice  action 
many  years  after  the  treatment  was  performed. 

The  question  then  becomes,  “In  what  form  should  the 
records  be  kept?”  This  depends  on  the  availability  of  stor- 
age space.  After  records  have  been  removed  from  the 
central  filing  area  (active  files),  they  could  either  be  placed 
in  other  files  elsewhere  in  the  office  (inactive  files),  placed 
in  cardboard  file  boxes  in  the  basement,  attic  or  other 
storage  area  within  or  without  the  office,  or  microfilmed. 

For  most  medical  offices,  the  “other  file”  or  “cardboard 
file”  approach  is  best  since  the  cost  is  not  great  and  space 
need  is  not  dramatically  great. 

However,  for  larger  groups  and  clinics,  microfilming 
may  be  the  answer  since  it  can  be  a tremendous  space 
saver,  and  may  well  be  worth  the  cost  of  the  process. 

If  the  microfilming  approach  is  followed,  it  is  important 
that  care  be  taken  to  assure  that  the  microfilmed  records 
are  admissible  as  evidence.  The  rules  of  evidence  change 
from  time  to  time  and  vary  from  state  to  state  and  between 
Federal  and  State  courts;  so  before  microfilming  a physi- 
cian should  address  himself  to  this  question  and  seek 
appropriate  legal  advice. 
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604  Lafayette  Bldg.  • 437  Chestnut  Street 
r Philadelphia,  Pa.  19106  (215)  925-2545 


offer/ 


PERIODICAL  PUBLISHERS’  SERVICE  BUREAU  ANNOUNCES 

Spcciad  “Trade”  Rates 
on  Aiagazines  Extended  to 
i Pennsylvainia  Medical  Society 

Members 


( Now  you  can  choose  a customized  selection  of  everyone’s 
favorite  magazines  . . . just  right  for  your  waiting  room  . . . 

at  unprecedented  savings! 


' You  are  fully  protected  against  price  increases  for  the  en- 

> tire  length  of  your  magazine  service.  Due  to  rising  paper, 

printing  and  postage  costs,  magazine  rates  are  increasing 
as  never  before.  However,  your  PPSB  offer  protects  you 
: against  any  increase  for  a full  four  years!  You  start  out  with 
; a low,  money-saving  “trade”  rate  . . . and  you  stay  with  it 
i for  the  full  term  of  your  service  . . . regardless  of  the  higher 
rates  other  readers  may  have  to  pay. 


A single  source  for  all  your  magazine  needs  saves  time  and 
bother.  This  offer  means  you  order  all  your  magazines  just 
once,  and  pay  just  one  source.  You  eliminate  the  chore  of 
individual  ordering,  constant  renewal  reminders,  dupli- 
cated service  and  wasteful  clerical  headaches  for  your  of- 
fice staff.  It’s  the  most  convenient,  most  efficient  way  to 
keep  your  waiting  room  supplied  with  outstanding  reading 
material. 


SINCE  1910,  PERIODICAL  PUBLISHERS  SERVICE  BUREAU  HAS 
BEEN  MEETING  AMERICAS  READING  NEEDS - 
WITH  SPEED,  INTEGRITY  AND  RELIABILITY 


...a  basic  need  for  life  support 


lumiiM 


(dyphylline) 


Before  prescribing,  please  review  complete  prod- 
uct information,  a summary  of  which  follows: 


Indications:  For  relief  of  acute  bronchial  asthma 
and  for  reversible  bronchospasm  associated  with 
chronic  bronchitis  and  emphysema. _ _ 

^Precautions:  E)dSfcise  caution  with-  use  in  the 
.^presence  of  severe  cardiac  disease,  renal  or  he- 
patic  malfunpi^n,  glaucoma,  hyperthyroidism. 
» peptic  ulcer,  ajwf  ^ncomitant  use  of  other  xan- 


thine-containin^^wmuiations  or  other  CNS  stim 


ulating  drugs.* 


Adverse  Reactions:  May  cause  nausea,  headache, 
cardiac  palpitation  and  CNS  stimulation.  Post- 
prandial administration  may  help  to  avoid  gastric 
discomfort. 


How  Supplied:  ^ ^ 

LUFYLU^i,^*5wmg..  Tablets:  NOC*-is-R521-92. 


TP‘-R521-97,  bottle.  ( 


pint  bo^H^ 


4 m 


NDC  19-R515-68, 

NbQ  42}^^  b-B§,'^^lon  bottle.  ■% 

19-R537-T2,  box'oP^ 
X 2 m|.  amp^s.  • • ' ** 


Pharmaceuticals 


REFERENCES 

1 McColl.  J D , et  al  J.  Pharm.  & Exp.  Therap. 
116  343.  1956 

2 Oucvauviller,  Par  Andre,  et  al.,  Presse  Med. 
61:1480-1482.  1953 

3.  Maney,  P.  V..  et  al.  J.  Am.  Pharm.  Assoc. 
35:266-272,  1946 


A NEED  FOR  YOUR  PATIENT 
BECAUSE 

1 . Therapeutically  effective 

2.  Little  to  no  CNS  stimulation 

3.  Little  to  no  gastric  upset 

4.  Effective  during  long-term  therapy 

5.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline^  ^^ 
(based  on  animal  studies) 


MaliinckrodT^lilc. 

Mallinckrodt  Pharmaceutical  Division 
St.  Louis.  Missouri  63147 


Linking  Chemistry  to  Medicine'' 


For  relief  of  acute  bronchial  asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and  emphysema. 


...a  basic  need  for  the 
(dyphylline)  ,„J^onchospastic  patient. 


Tablets;  200  mg  dyphylline 
Elixir:  per15ml:dyphylline100mg, 

alcohol  20*’/.  v/v 


the  bronchodilator  with  a difference... dyphylline. 


new  members 


BLAIR  COUNTY: 

Edward  J.  Sarp,  M.D.,  Family  Practice,  700  S.  Cayuga  Ave.,  Al- 
toona 16602 

BUCKS  COUNTY: 

Eduardo  A.  Cevallos,  M.D.,  Pediatrics,  131  S.  11th  St.,  Quaker- 
town  18951 

Byoung  Kwon  Chin,  M.D.,  Internal  Medicine,  2151  E.  Lincoln 
Hwy.,  E5,  Levittown  19056 

Carolyn  R.  Downs,  D.O.,  Internal  Medicine,  94  Fieldstone  Rd., 
Levittown  19056 

Donald  P.  Goldsmith,  M.D.,  Internal  Medicine,  1202  Stratford 
Ave.,  Melrose  Park  19126 

Robert  H.  Hale,  M.D.,  Internal  Medicine,  14B  Memorial  Dr., 
Doylestown  18901 

Marvin  T.  Hunter,  M.D.,  Plastic  Surgery,  70  W.  Oakland  Ave., 
Doylestown  18901 

Ronald  S.  Meltzer,  M.D.,  Urology,  13  Reliance  Ct.,  Telford  18969 

Jonathan  Morley,  M.D.,  Family  Practice,  44  Downey  Dr.,  Warmins- 
ter 18974 

BUTLER  COUNTY: 

Donald  I.  Cope,  M.D.,  Radiology,  Butler  County  Mem,  Hosp., 
Butler  16001 


L.  Luke  Cellini,  M.D.,  Family  Practice,  4225  Edgmont  Ave., 
Brookhaven  19015 

G.  Robert  Constable,  M.D.,  Internal  Medicine,  4816  Drexelbrook 
Dr.,  Drexel  Hill  19026 

Walter  S.  Falkowski,  M.D.,  Family  Practice,  505  Marple  Woods 
Dr.,  Springfield  19064 

Jay  L.  Federman,  M.D.,  Ophthalmology,  Lankenau  Med.  Bldg., 
102,  Philadelphia  19151 

Richard  L.  Fieo,  M.D.,  Obstetrics  and  Gynecology,  825  Windmere 
Ave.,  Drexel  Hill  19026 

Jules  A.  Lacavaro,  M.D.,  Internal  Medicine,  257  N.  State  Rd.,  23B, 
Springfield  19064 

Irving  A.  Mann,  M.D.,  Obstetrics  and  Gynecology,  3309  Edgmont 
Ave.,  Brookhaven  19015 

Noreen  M.  March,  M.D.,  Internal  Medicine,  272  N.  Lansdowne 
Ave.,  Lansdowne  19050 

Dipak  K.  Mukherjee,  M.D.,  Internal  Medicine,  Swarthmore  Med. 
Ctr.,  Swarthmore  19081 

Henry  A.  Scheuermann,  M.D.,  Plastic  Surgery,  7516  City  Line 
Ave.,  Philadelphia  19151 

Lawrence  Wallach,  M.D.,  Internal  Medicine,  218  Stanford  Dr., 
Wallingford  19086 

LANCASTER  COUNTY: 

William  E.  Noller,  M.D.,  Family  Practice,  101  S.  7th  St.,  Akron 
17501 

John  L.  Randall,  M.D.,  Family  Practice,  555  N.  Duke  St.,  Lancaster 
17604 


CENTRE  COUNTY: 

Richard  H.  Dixon,  M.D.,  Internal  Medicine,  137  S.  Pugh  St.,  State 
College  16801 

CHESTER  COUNTY: 

Augusta  C.  Acosta,  M.D.,  Psychiatry,  1 1 00  Powell  St.,  Norristown 
19401 

Denis  A.  Boyle,  M.D.,  Physical  Medicine-Rehabilitation,  300 
Strode  Ave.,  Coatesville  19320 

Francis  J.  Fanfera,  M.D.,  General  Surgery,  Paoli  Mem.  Med.  Bldg., 
Paoli  19301 

Paul  T.  Fukui,  M.D.,  Neurology,  Chester  Co.  Med.  Bldg.,  West 
Chester  19380 

Murray  E.  Goldberg,  D.O.,  Anesthesiology,  26  Anthony  Dr.,  West 
Chester  19380 

Robert  H.  Hanna,  M.D.,  Family  Practice,  146  W.  Barnard  St.,  West 
Chester  19380 

Bhupendra  Krishna,  M.D.,  Otolaryngology,  Chester  Co.  Med. 
Bldg.,  West  Chester  19380 

William  D.  Ravreby,  M.D.,  Internal  Medicine,  Crozer-Chester  Med. 
Ctr.,  Chester  19013 

Karl  Rosenfeld,  M.D.,  Orthopedic  Surgery,  74  State  Rd.,  Paoli 
19301 

Deepak  Sant  Ram,  M.D.,  Internal  Medicine,  Community  Mem. 
Hosp.,  West  Grove  19390 

COLUMBIA  COUNTY: 

Benjamin  A.  Corteza,  M.D.,  Internal  Medicine,  915  Country  Club 
Rd.,  8,  Bloomsburg  17815 

Carmen  J.  Ferrigno,  Jr.,  M.D.,  Radiology,  Berwick  Hosp.,  Berwick 
18603 

DAUPHIN  COUNTY: 

Phillip  H.  Maguire,  M.D.,  Family  Practice,  7121  Chambers  Hill  Rd., 
Harrisburg  17111 

Zenaida  E.  Ostman,  M.D.,  Anesthesiology,  Holy  Spirit  Hosp., 
Camp  Hill  17011 

DELAWARE  COUNTY: 

Bruce  M.  Bogdanoff,  M.D.,  Neurology,  Crozer-Chester  Med.  Ctr., 
Chester  19013 


LEHIGH  COUNTY: 

Joseph  J.  Damico,  M.D.,  General  Surgery,  1200  S.  Cedar  Crest 
Blvd.,  Allentown  18105 

Peter  A.  Keblish,  Jr.,  M.D.,  Orthopedic  Surgery,  1730  Chew  St., 
Allentown  18104 

Mahendra  K.  Malta,  M.D.,  General  Surgery,  Allentown  and  Sacred 
Heart  Ctr.,  Allentown  18102 

LYCOMING  COUNTY: 

Joseph  R.  Calder,  Jr.,  M.D.,  Internal  Medicine,  777  Rural  Ave., 
Williamsport  17701 

David  R.  Finn,  M.D.,  Internal  Medicine,  777  Rural  Ave.,  Wil- 
liamsport 17701 

Farouk  M.  Georgy,  M.D.,  Obstetrics  and  Gynecology,  528  W.  4th 
St.,  Williamsport  17701 

Michael  A.  Gross,  M.D.,  Family  Practice,  Valley  Community 
Health  Care  Ctr.,  Picture  Rocks  17762 

William  C.  McCauley,  M.D.,  Internal  Medicine,  777  Rural  Ave., 
Williamsport  17701 

Frederick  J.  Mceliece,  M.D.,  Neurological  Surgery,  220  Selkirk 
Rd.,  Williamsport  17701 

Frederick  S.  Share,  M.D.,  Radiology,  1100  Grampian  Blvd.,  Wil- 
liamsport 17701 

Richard  K.  Straley,  M.D.,  Orthopedic  Surgery,  1201  Grampian 
Blvd.,  Williamsport  17701 

McKEAN  COUNTY: 

Teresita  R.  Dydeyes,  M.D.,  Pathology,  S.  Settlement  Rd.,  Kane 
16735 

Edward  A.  Metz,  D.O.,  Family  Practice,  103  Broad  St.,  Port  Al- 
legany 16743 

MONROE  COUNTY: 

John  A.  Ferrence,  M.D.,  Family  Practice,  R.D.  2,  Box  28,  Cresco 
18326 

MONTGOMERY  COUNTY: 

Jose  M.  Castel,  M.D.,  Family  Practice,  1400  Old  York  Rd., 
Abington  19001 
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Joseph  A.  Garabedian,  M.D.,  General  Surgery,  Sacred  Heart 
Hosp.,  Norristown  19401 

Theodore  A.  Garcia,  M.D.,  Ophthalmology,  468  S.  Gulph  Rd.,  King 
of  Prussia  19406 

Jack  Greenspan,  M.D.,  Psychiatry,  113  Grasmere  Rd.,  Bala  Cyn- 
wyd  19004 

C.  David  Hamsher,  M.D.,  Family  Practice,  936  Wooton  Rd.,  Bryn 
Mawr  19010 

Antoine  F.  Julien,  M.D.,  Psychiatry,  Norristown  State  Hosp.,  Nor- 
ristown 19401 

J.  Curtis  Lamp,  M.D.,  Plastic  Surgery,  888  Glenbrook  Ave.,  Bryn 
Mawr 19010 

James  A.  Meadowcroft,  M.D.,  Orthopedic  Surgery,  209  Shawnee 
Rd.,  Ardmore  19003 

Rocio  E.  Nellbadra,  M.D.,  Psychiatry,  Norristown  State  Hosp., 
Norristown  19401 

Hayler  H.  Osborn,  M.D.,  Radiology,  229  Lincoln  Ave.,  Havertown 
19083 

Moon  W.  Park,  M.D.,  General  Surgery,  1420  Arch  St.,  C-31 1 , Nor- 
ristown 19401 


Donald  Safir,  M.D.,  Family  Practice,  Ardsley  House,  Glenside 
19038 

Meivyn  A,  Wolf,  M.D.,  Ophthalmology,  602  Bethlehem  Pike,  Am- 
bler 19002 

Amin  Z.  Zakhary,  M.D.,  Psychiatry,  1750  Sterigere  St.,  Norristown 
19401 

Mark  H.  Zeitlin,  M.D.,  Anesthesiology,  534  N.  Broad  St.,  Lansdale 
19446 


POTTER  COUNTY: 

Boonlua  Ratanawongsa,  M.D.,  Ophthalmology,  Charles  Cole 
Mem.  Hosp.,  Coudersport  16915 


WASHINGTON  COUNTY: 

Norval  L.  Brooks,  M.D.,  Family  Practice,  155  Wilson  Ave.,  Wash- 
ington 15301 

Leonard  J.  Quetsch,  M.D.,  Thoracic  Surgery,  510  Washington 
Trust  Bldg.,  Washington  15301 


Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  jret, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 

Air  Force  Medical  Representative 
3520  Fifth  Avenue,  Suite  200 
Pittsburgh,  Pennsylvania  15213 


Name 

Address 

('ity 

State Zip 

Telephone 

Medicine.Not  Business. 
Air  Force  Physician 
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GIYCOTUSS; 

[guaifenesin) 

it  frees  coughs  by 
removing  their  cause. 


GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
percentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 

Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 


Indications:  GLYCOTUSS  (guaifene- 
sin] IS  of  value  in  the  treatment  of 
coughs  particularly  the  unproductive 
cough  due  to  the  common  cold 
In  chronic  bronchitis  and  bronchiecta- 
sis, It  apparently  aids  healing  in  the 
chronic  stage  of  inflammation  by  caus- 
ing irritation  The  sputum  often  de- 
creases in  amount  and  is  less  ob|ec-  : 
tionable  in  taste  and  odor  i 

Dosage:  Adults  One  or  two  tablets  or  i 
teaspoonfuls  every  four  hours  The  ; 
suggested  adult  maximum  daily  dos-  I 
age  is  800  mg  unless  directed  other-  i 
wise  by  the  physician  Children  (6  to 
12  years]  one  tablet  or  teaspoonful  ( 
every  four  hours  Children  under  6 I 
years  as  the  physician  directs  ' 

Contraindications:  Contraindicated  in  J 
patients  who  have  a history  of  sensi-  I 
tivity  to  guaiacol 

Side  Effects:  No  serious  side  effects  I 
have  been  reported  of  guaifenesin  {' 
Occasional  gastric  disturbance  and  j' 
nausea  have  been  encountered  j 
Supplied:  GLYCOTUSS  (guaifenesin]  I 
IS  available  as  tablets  in  bottles  of  100.  I 
500.  and  1,000  as  a pleasantly  fla-  ! 
vored  syrup,  in  pints  and  gallons  ! 
Each  tablet  contains  100  mg  guaifene- 
sin Each  teaspoonful  (5  ml  ] contains 
100  mg  guaifenesin 
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Review  of  some  significant  drug  interactions 


DANIEL  A.  HUSSAR,  Ph.D. 
Philadelphia 


The  subject  of  drug  interactions 
has  received  considerable  atten- 
tion during  the  last  decade.  Informa- 
tion on  this  subject  has  been  provided 
in  a variety  of  forms  that  include  case 
reports,  research  studies,  reviews, 
charts  and  tables,  editorials,  and 
comprehensive  reference  sources. 
Likewise,  the  response  to  information 
on  drug  interactions  has  been  quite 
diverse.  It  ranges  from  an  attitude  that 
interactions  are  only  rarely  clinically 
significant  to  an  over-reaction  or  ex- 
cessive alarm  concerning  the  use  of 
certain  drugs  in  combination. 

It  has  become  evident  that  there  are 
certain  reported  drug  interactions 
that  can  be  clinically  important  and 
can  result  in  the  development  of  an 
excessive  or  reduced  response  to  one 
or  more  of  the  agents  being 
employed.  Yet,  in  considering  even 
those  interactions  that  are  well  doc- 
umented, it  is  usually  difficult  to  de- 
termine the  frequency  of  their  occur- 
rence or  to  predict  the  results  of  com- 
bined therapy  in  a given  patient. 

Several  factors 

In  utilizing  drug  interaction  infor- 
mation, several  factors  should  be 
kept  in  mind.  In  most  cases,  drugs 
that  are  known  to  interact  can  be  ad- 
ministered concurrently  as  long  as 
adequate  precautions  are  taken  (e.g., 
closer  monitoring  of  therapy,  dosage 
adjustments  to  compensate  for  the  al- 
tered response).  Although  there  are 
situations  where  the  use  of  one  drug 
is  usually  contraindicated  while  a cer- 
tain other  agent  is  being  given,  such 
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combinations  are  not  likely  to  be 
employed  frequently  and  there  may 
be  exceptions  to  the  contraindication 
under  certain  circumstances.  Inthose 
situations  though,  where  therapeutic 
alternatives  exist  and  another  agent 
with  similar  therapeutic  properties 
and  a lesser  risk  of  interacting  could 
be  used,  such  an  action  would  be  pre- 
ferable. 

In  the  treatment  of  certain  patients, 
the  use  of  drugs  with  a potential  to 
interact  may  represent  the  best  ther- 
apy for  the  patients'  condition(s).  For 
example,  the  use  of  a thiazide  diuretic 
in  conjunction  with  a cardiac 
glycoside  is  commonly  employed, 
and  rationally  so,  in  patients  with 
congestive  heart  failure — even 
though  the  use  of  the  diuretic  may 
increase  the  risk  of  toxicity  with  the 
cardiac  glycoside  if  therapy  is  not 
closely  supervised. 

There  is  considerable  variation 
among  individuals  in  the  response  to 
a given  dose  of  one  drug,  and  efforts 
to  predict  the  degree  of  response  to 
drug  therapy  in  a particular  patient 
understandably  become  even  more 
complex  when  several  drugs  are  used 
concurrently.  In  addition,  dosage, 
time  of  administration,  the  type  and 
extent  of  the  disease  state(s),  and 
numerous  other  factors  will  be  de- 
terminants of  the  response  to  thera- 

py- 

Thus,  the  possibility  of  interactions 
developing  should  be  viewed  in 
perspective.  Although  an  altered  re- 
sponse appears  likely,  it  might  not  be 
clinically  significant  in  many  patients. 
In  these  situations,  a patient  should 
not  be  deprived  of  needed  therapy 
because  of  the  possibility  of  an  in- 
teraction, but  such  therapy  should  be 
closely  monitored. 

Some  of  the  difficulties  encoun- 
tered in  utilizing  drug  interaction  in- 
formation have  resulted  (a)  from  the 
inappropriate  manner  in  which  some 


information  on  this  topic  has  been 
made  available,  and/or  (b)  from  a fail- 
ure of  the  user  to  recognize  the  limita- 
tions of  the  information  provided  or  to 
apply  it  appropriately  to  specific  situ- 
ations. The  table  and  discussion  in 
this  article  are  provided  with  these 
recognitions  in  mind.  Please  notethat 
the  items,  numbered  1 to  27  in  the 
table,  are  correlated  with  the  corre- 
sponding items  (also  numbered  1 to 
27)  in  the  text. 

The  specific  interactions  discussed 
are  among  those  considered  to  be  of 
particular  importance  in  the  opinion 
of  this  observer;  however,  it  is  not  in- 
tended to  be  a complete  listing  of 
clinical ly-significant  interactions. 

The  table  and  the  accompanying 
discussion  of  the  individual  interac- 
tions are  provided  in  an  effort  to  iden- 
tify some  of  the  more  important,  re- 
ported drug  interactions  of  which  the 
physician  should  be  aware.  However, 
the  brevity  of  the  discussion  of  spe- 
cific problems  will  often  be  a limiting 
factor  in  the  application  of  this  infor- 
mation. Therefore,  the  reader  is  refer- 
red to  more  comprehensive  reference 
sources — such  as  Evaluations  of 
Drug  lnteractions-1973,  published  by 
the  American  Pharmaceutical  Asso- 
ciation and  Drug  Interactions  by 
Philip  D.  Hansten — for  additional  in- 
formation and  references  to  the  pri- 
mary literature  pertaining  to  these 
problems. 

1 . Aminoglycoside  antibiotics- 
Diuretics — The  parenteral  use  of  a 
rapid  acting  diuretic,  such  as  ethac- 
rynic  acid  (Edecrin),  furosemide 
(Lasix),  mercaptomerin  (Thiomerin), 
and  mannitol,  can  increase  the  risk  of 
ototoxicity,  including  permanent 
deafness,  with  the  use  of  an  amino- 
glycoside antibiotic  such  as  kanamy- 
cin  (Kantrex)  or  gentamicin  (Garamy- 
cin).  Concurrent  use  should  be  a- 
voided  if  possible. 

2.  Tetracyclines-Metals — Metallic 
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ions,  such  as  calcium,  magnesium, 
aluminum,  and  iron,  found  in  an- 
tacids, calcium  salts,  iron  salts,  and 
dairy  products,  combine  with  tet- 
racycline in  the  gastrointestinal  tract 
to  form  complexes  that  are  poorly  ab- 
sorbed. Problems  can  generally  be 
avoided  by  separating  the  administra- 
tion of  the  two  agents  by  an  interval  of 
at  least  one  hour.  It  has  been 
suggested  that  an  interval  of  at  least 
several  hours  separate  the  adminis- 
tration of  tetracycline  and  an  iron  salt. 

3.  Coumarin  anticoagulants- 
Aspirin — It  is  advised  by  some  that 
aspirin  be  strictly  avoided  by  patients 
on  anticoagulant  therapy.  Although  it 
is  unlikely  that  occasional  small 
doses  of  aspirin  will  alter  the  an- 
ticoagulant response  in  patients 
whose  therapy  is  well  stabilized,  it 
would  seem  preferable  to  use 
acetaminophen  as  an  analgesic  oran- 
tipyretic  since  it  is  not  likely  to  inter- 
act with  anticoagulants.  Aceta- 
minophen, however,  would  not 
be  a suitable  alternative  to  aspirin  if 
an  anti-inflammatory  action  is 
needed. 

4.  Coumarin  anticoagulants- 
Barbiturates — Barbiturates  increase 
the  rate  of  metabolism  of  anticoagu- 
lants by  increasing  the  activity  of  liver 
enzymes.  This  results  in  a decreased 
response  to  the  anticoagulant, 
necessitating  an  increase  in  dosage 
to  compensate  for  the  decreased  ef- 
fect. Again,  a potentially  dangerous 
situation  could  arise  if  the  patient 
were  to  discontinue  taking  the  bar- 
biturate and  the  dosage  of  the  an- 
ticoagulant was  not  then  appro- 
priately reduced  from  the  adjusted 
higher  level.  The  benzodiazepines 
(e.g.,  chlordiazepoxide  [Librium], 
flurazepam  [Dalmane])  are  not  likely 
to  alter  anticoagulant  activity,  and 
might  be  used  in  many  situations  as 
an  alternative  to  a barbiturate  in  an- 
ticoagulated patients. 

5.  Coumarin  anticoagulants- 
Chloral  hydrate — Although  early  re- 
ports suggested  that  chloral  hydrate 
could  decrease  anticoagulant  activi- 
ty, subsequent  studies  have  shown 
that  it  may  increase  the  anticoagulant 
response,  presumably  by  displacing 
the  latter  from  protein-binding  sites, 
making  available  increased  amounts 
of  “free”  anticoagulant.  Although 
some  studies  indicate  that  interac- 


tions are  not  likely  to  be  of  clinical 
significance,  another  hypnotic  agent, 
such  as  flurazepam  (Dalmane), 
should  probably  be  considered  for 
patients  on  anticoagulant  therapy. 

6.  Coumarin  anticoagulants- 
Cholestyramine  (Cuemid,  Ques- 
tran)— Cholestyramine  can  bind 
with  agents,  such  as  warfarin,  thyroid, 
and  digitoxin,  in  the  gastrointestinal 
tract,  and  decrease  their  absorption. 
As  long  an  interval  as  possible  should 
separate  the  administration  of 
cholestyramine  and  other  drugs  (at 
least  one  hour  before  or  4 to  6 hours 
after  cholestyramine).  The  activity  of 
warfarin  could  be  decreased  when 
cholestyramine  is  given  concurrently. 
However,  the  prolonged  use  of 
cholestyramine  could  also  result  in  a 
decreased  absorption  of  Vitamin  K,  a 
warfarin  antagonist,  making  the  net 
anticoagulant  response  difficult  to 
predict. 

7.  Coumarin  anticoagulants- 
Clofibrate  (Atromid-S) — Clofibrate 
may  increase  anticoagulant  activity, 
probably  by  displacing  the  latter  from 
protein-binding  sites.  The  product  lit- 
erature for  clofibrate  suggests  that 
the  anticoagulant  dosage  should  be 
reduced  by  one-half  with  subsequent 
dosage  adjustments  based  on  pro- 
thrombin time  determinations. 

8.  Coumarin  anticoagulants- 
Phenylbutazone  (Butazolidin, 
Azolid) — Phenylbutazone  increases 
anticoagulant  activity  by  displacing  it 
from  protein-binding  sites.  Because 
phenylbutazone  can  cause  or  aggra- 
vate gastrointestinal  ulcers,  there  is 
an  increased  risk  of  Gl  bleeding. 
Thus,  concurrent  use  is  best  avoided. 

9.  Phenytoin  (Dilantin)- 

Isoniazid — Isoniazid  may  inhibit  the 
metabolism  of  phenytoin,  possibly 
resulting  in  the  development  of  toxic 
effects  (nystagmus,  ataxia,  lethargy) 
of  the  latter.  This  response  has  been 
reported  in  patients  who  were  slow 
inactivators  of  isoniazid  and,  even  in 
this  group  of  individuals,  it  is  likely 
that  the  interaction  will  be  of  signifi- 
cance only  in  the  slowest  inactivators. 

10.  Monoamine  oxidase  inhib- 
itors-Tricyclic  Antidepressants — 

Severe  atropinelike  reactions,  trem- 
ors, convulsions,  and  delirium  have 
been  reported  to  result  from  concur- 
rent therapy.  Combination  therapy  is 


generally  contraindicated.  It  is  ad- 
vised that  therapy  with  one  of  the 
agents  should  not  be  initiated  until  at 
least  10  to  14  days  after  therapy  with 
the  other  has  been  discontinued.  In 
some  patients  with  refractory  depres- 
sions that  have  not  responded  to  con- 
ventional therapy,  these  agents  have 
been  used  together  with  success,  but 
such  therapy  must  be  approached 
with  great  caution  and  the  patients 
must  be  kept  under  close  supervision. 

11.  Guanethidine  (Ismelin)- 
T ricyclic  antidepressants — T ricyclic 
antidepressants,  as  well  as  sym- 
pathomimetic amines  (e.g.,  am- 
phetamine, ephedrine),  methyl- 
phenidate  (Ritalin),  and  probably  the 
phenothiazines,  antago.nize  the  ac- 
tion of  guanethidine  by  blocking  its 
uptake  into  the  adrenergic  neurons 
where  it  must  be  concentrated.  It  has 
been  suggested  that  doxepin  (Sine- 
quan)  does  not  block  the  effects  of 
guanethidine  when  used  in  the  usual 
dosage  of  75  to  1 50  mg  a day.  Howev- 
er, because  the  tricyclic  antidepres- 
sants have  similar  pharmacologic 
properties,  the  possibility  of  an  in- 
teraction involving  even  low  doses  of 
doxepin  should  not  be  excluded. 

12.  Mercaptopurine,  Azathioprine- 
Allopurinol  (Zyloprim) — By  inhibiting 
the  enzyme,  xanthine  oxidase,  al- 
lopurinol  inhibits  the  metabolism  of 
mercaptopurine  and  azathioprine. 
The  resulting  increased  effect  could 
lead  to  the  development  of  serious 
toxic  effects.  Thus,  it  is  advised  that 
the  dosage  of  mercaptopurine  or 
azathioprine  should  be  reduced  to 
one-quarter  to  one-third  the  usual 
dose  when  allopurinol  is  used  con- 
currently. Concurrent  therapy  is 
sometimes  used  to  advantage  to 
permit  the  use  of  lower  doses  of  mer- 
captopurine which  has  a considera- 
ble potential  for  toxicity.  Indeed,  the 
use  of  mercaptopurine  in  conditions 
like  leukemia  will  often  cause  a rise  in 
uric  acid  production,  necessitating 
the  use  of  an  agent  like  allopurinol. 
When  there  is  difficulty  in  regulating 
the  dosage  or  it  is  otherwise  thought 
desirable  to  avoid  the  interaction, 
thioguanine  might  be  considered  as 
an  alternative  to  mercaptopurine. 

13.  Methotrexate-Salicylates, 

Sulfonamides — It  has  been 

suggested  that  agents,  such  as  the 
salicylates  and  sulfonamides,  may 
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I displace  methotrexate  from  protein- 

j binding  sites,  thereby  increasing  its 

j effect.  Although  data  documenting 

I these  interactions  are  limited,  the  po- 
I tential  for  toxicity  with  methotrexate 
I dictates  extreme  caution  in  any  situa- 

tion in  which  it  is  used. 

I 14.  Levodopa-Pyridoxine — Pyri- 

’ doxine  antagonizes  the  action  of 

levodopa  by  increasing  its 
I metabolism  in  the  peripheral  tissues, 

j Patients  on  levodopa  therapy  should 

, avoid  preparations  (e.g.,  multivita- 

I mins,  certain  anti-emetic  prepara- 

tions) that  contain  pyridoxine  in 
quantities  greater  than  the  recom- 
mended daily  allowance  of  1.5  to  2 
mg/day.  Larobec  is  a multivitamin 
I preparation  that  does  not  contain 
j pyridoxine,  and  would  be  suitable  for 
I use  in  a patient  taking  levodopa. 

' 15.  Phenothiazines-Antacids — It 

has  been  noted  that  the  simultaneous 
j administration  of  an  antacid  (contain- 

! ing  aluminum  and  magnesium  salts) 

with  chlorpromazine  (Thorazine)  re- 
; suits  in  decreased  plasma  levels  of 
I chlorpromazine.  It  is  likely  that  this 
can  be  attributed  to  a decreased  ab- 
sorption of  chlorpromazine,  resulting 
from  an  adsorption  of  the  pheno- 
thiazine  into  the  gel  structure  of  the 
antacid.  Difficulty  can  probably  be 
! avoided  by  administering  the  antacid 

at  least  one  hour  before  or  two  hours 
after  the  phenothiazine. 

16.  Lithium  carbonate-Diuret- 
ics — Sodium  depletion  is  known  to 
enhance  lithium  toxicity.  The  use  of 
lithium  carbonate  is  best  avoided  in 
patients  on  diuretic  therapy  or  on  a 
sodium-restricted  diet. 

17.  Central  nervous  system 

1 depressants-Alcohol — Excessive 

CNS  depression  may  result  when  a 
patient  taking  a sedative  or  tranquil- 
izer consumes  alcoholic  beverages.  It 
would  be  most  desirable  for  patients 
taking  such  drugs  not  to  ingest  al- 
cohol. However,  many  patients,  if 
faced  with  such  a mandate,  will  de- 
cide they  would  rather  not  take  the 
drug.  Every  patient  should  be  alerted 
to  the  possibility  of  an  excessive  de- 
pressant effect.  If  it  is  anticipated  that 
the  patient  would  not  cooperate  in 
completely  avoiding  alcoholic  bever- 
ages, he  should  be  urged  to  use  them 
in  moderation,  particularly  when 
therapy  is  initiated.  The  fact  that  many 
individuals  can  take  depressant 


drugs  and  consume  relatively  large 
amounts  of  alcoholic  beverages  with 
no  apparent  difficulty  should  not  be 
cause  to  forget  that  such  combina- 
tions have  proven  lethal  in  some  indi- 
viduals. 

18.  Digitalis  glycosides-Diuret- 

ics — Most  of  the  newer  diuretics, 
such  as  the  thiazides,  chlorthalidone 
(Hygroton),  and  furosemide  (Lasix), 
may  cause  an  excessive  loss  of  potas- 
sium. If  the  potassium  loss  remains 
uncorrected,  the  heart  may  become 
more  sensitive  to  the  effects  of 
digitalis — and  toxicity  may  result.  Ap- 
proaches to  help  avoid  problems  in- 
clude the  use  of  greater  amounts  of 
potassium-rich  foods  (e.g.,  bananas, 
orange  juice)  or  the  use  of  phar- 
maceutical formulations  containing  a 
potassium  salt,  such  as  potassium 
chloride.  Another  measure  would  be 
to  use  a potassium-sparing  diuretic 
such  as  spironolactone  (Aldactone) 
ortriamterine  (Dyrenium)  in  combina- 
tion with  the  potassium-depleting 
agent. 

19.  Digitoxin-Phenobarbital — 

Phenobarbital  has  been  reported  to 
increase  the  rate  of  metabolism  of  di- 
gitoxin,  thereby  decreasing  its  effect. 
It  may  be  necessary  to  increase  the 
dose  of  digitoxin  in  patients  also  re- 
ceiving phenobarbital. 

20.  Digitoxin-Cholestyramine — 
Refer  to  the  discussion  of  anticoagul- 
ants with  cholestyramine  (item  no.  6). 

21.  Hypoglycemic  agents* 
Alcohol — Variable  alterations  in  the 
hypoglycemic  response  have  been 
noted,  depending  on  the  amount  of 
alcohol  consumed  and  the  manner  in 
which  it  is  used.  Severe  hypoglycemia 
has  been  reported  in  some  diabetic 
patients  following  the  consumption 
of  large  quantities  of  alcoholic  bever- 
ages. On  the  other  hand,  it  has  been 
noted  that  the  biological  half-life  of 
tolbutamide  (Orinase)  is  reduced  in 
some  patients  who  are  alcoholics, 
presumably  as  a result  of  the  action  of 
alcohol  (when  used  on  a chronic 
basis)  to  increase  the  activity  of  liver 
enzymes.  Disulfiram  (Antabuse)-like 
reactions  occasionally  occur  in  pa- 
tients taking  one  of  the  sulfonylureas 
following  the  ingestion  of  alcoholic 
beverages. 

22.  Hypoglycemic  agents-Propra- 
nolol  (Inderal) — Propranolol  may  en- 
hance the  action  of  hypoglycemic 


agents  by  mechanisms  that  are  not,  at 
present,  fully  clarified.  An  additional 
danger  exists  in  that  the  beta- 
adrenergic  blocking  action  of  prop- 
ranolol may  prevent  the  premonitory 
signs  and  symptoms  (e.g.,  pulse  rate 
and  pressure  changes)  that  are  char- 
acteristic of  acute  hypoglycemia. 

23.  Sulfonylureas-Phenylbuta- 
zone — The  hypoglycemic  action  of 
the  sulfonylureas  may  be  enhanced 
by  the  concurrent  administration  of 
phenylbutazone,  possibly  necessitat- 
ing a decrease  in  dosage  of  the 
former.  Phenylbutazone  interferes 
with  the  renal  excretion  of  hyd- 
roxyhexamide,  the  active  metabolite 
of  acetohexamide  (Dymelor), 
whereas  other  mechanisms — such  as 
inhibition  of  metabolism  (tol- 
butamide) and  displacement  from 
protein-binding  sites — appear  to  be 
responsible  for  the  increased  effect 
seen  with  the  use  of  the  other  sul- 
fonylureas. 

24.  Sympathomimetics-Monoamine 
Oxidase  Inhibitors — Indirectly-acting 
sympathomimetic  agents  (e.g.,  am- 
phetamine, ephedrine)  can  cause  a 
release  of  the  large  stores  of 
catecholamines,  such  as  norepine- 
phrine, that  accumulate  in  the  ad- 
renergic nerve  endings  when  the 
monoamine  oxidase  enzymes  are  in- 
hibited. Serious  reactions — including 
severe  headache,  hypertension  (pos- 
sibly a hypertensive  crisis),  and  car- 
diac arrhythmias — have  occurred. 
Concurrent  therapy  should  be 
avoided.  It  should  be  recognized  that 
most  non-prescription  cold  and  al- 
lergy preparations  contain  agents, 
such  as  ephedrine,  phenylephrine, 
and  phenylpropanolamine,  that  have 
a similar  potential  to  produce  an  in- 
teraction with  monoamine  oxidase 
inhibitors. 

25.  Tyramine-Monoamine  oxidase 

inhibitors — A number  of  dietary 
substances — including  certain 

cheeses  (e.g.,  Cheddar,  Camembert, 
and  Stilton,  but  not  cream  or  cottage 
cheeses),  certain  alcoholic  beverages 
(e.g.,  Chianti  wine),  chocolate,  and 
pickled  herring — contain  large 
amounts  of  pressor  substances,  such 
as  tyramine.  Normally,  the  mono- 
amine oxidase  enzymes  in  the 
intestinal  wall  and  liver  metabolize 
tyramine,  and  prevent  it  from  ac- 
cumulating. However,  when  these 
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enzymes  are  inhibited,  large  quan- 
tities of  tyramine  may  accumulate  and 
stimulate  the  release  of  norepine- 
phrine from  the  adrenergic  nerve  end- 
ings, possibly  resulting  in  hyperten- 
sive reactions.  These  dietary  items 
should  be  avoided  by  patients  treated 


with  a MAO  inhibitor. 

26.  Thyroid-Cholestyramine — Refer 
to  the  discussion  of  anticoagulants 
with  cholestyramine  (Item  no.  6). 

27.  Uricosuric  agents-Salicy- 
lates — Aspirin  and  other  salicy- 
lates can  antagonize  the  uricosuric 


action  of  probenecid  (Benemid)  and 
sulfinpyrazone  (Anturane),  and  con- 
current use  should  be  avoided. 
Acetaminophen  may  be  a suitable  al- 
ternative to  aspirin  in  many  patients 
who  are  being  treated  with 
uricosuric  agent. 


Some  Significant  Drug  Interactions 


Interacting  Drugs* 


Antibiotics 

1 Aminoglycoside  antibiotics 
e.g.,  kanamycin  (Kantrex), 
gentamicin  (Garamycin)  with: 

Rapidly-acting  diuretics,  e.g.,  ethacrynic 
acid  (Edecrin),  furosemide  (Lasix) 

2 Tetracyclines  with: 

Metals  (e.g.,  calcium,  magnesium,  aluminum, 
iron — in  antacids,  etc.) 

Anticoagulants 

Coumarin  anticoagulants, 

e.g.,  warfarin  (Coumadin),  dicumarol  with: 

3 Aspirin 

4 Barbiturates 

5 Chloral  hydrate 

6 Cholestyramine  (Cuemid,  Questran) 

7 Clofibrate  (Atromid-S) 

8 Phenylbutazone  (Butazolidin,  Azolid) 

Anticonvulsants 

9 Phenytoin 
(Dilantin)  with: 

Isoniazid 

Antidepressants 

10  Monoamine  oxidase  inhibitors, 
e.g.,  phenelzine  (Nardil), 
tranylcypromine  (Parnate),  with: 

Tricyclic  antidepressants, 
e.g.,  imipramine  (Tofranil), 
amitriptyline  (Elavil) 

Antihypertensives 

11  Guanethidine  (Ismelin)  with: 

Tricyclic  antidepressants 

Antineoplastics 

12  Mercaptopurine  (Purinethol)  or 
Azathioprine  (Imuran)  with: 

Allopurinol  (Zyloprim) 


Possible  Effect 


Increased  risk  of 
ototoxicity 

Decreased  effect  of 
tetracycline 


Increased  anticoagulant  effect 
Decreased  anticoagulant  effect 
Increased  anticoagulant  effect 
Decreased  anticoagulant  effect 
Increased  anticoagulant  effect 
Increased  anticoagulant  effect 


Increased  effect  of 
Phenytoin 


Atropine-like  reactions, 
tremors, 
convulsions 


Decreased  effect  of  guanethidine 


Increased  effect  of 
mercaptopurine  or  azathioprine 
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Interacting  Drugs* 

Possible  Effect 

13  Methotrexate  with: 
Salicylates 
Sulfonamides 

Increased  effect  of 
methotrexate 

Antiparkinsonism  drugs 

14  Levodopa  (Dopar,  Larodopa)  with: 
Pyridoxine 

Decreased  effect  of 
levodopa 

Antipsychotics 

15  Phenothiazines,  e.g.,  chlorpromazine 
(Thorazine)  with: 

Antacids 

Decreased  effect  of 
phenothiazine 

16  Lithium  carbonate  (Eskalith,  Lithane, 
Lithotabs)  with: 

Diuretics 

Increased  effect  of 
lithium  carbonate 

Central  Nervous  System  Depressants 

17  Sedative-hypnotics,  anti-anxiety  agents, 
antipsychotic  agents  with: 

Alcohol 

Increased  depressant 
effect 

Digitalis  glycosides  with: 

18  Potassium-depleting  diuretics, 
e.g.,  thiazides,  furosemide 
(Lasix) 

Digitoxin  with: 

Increased  effect  of 
digitalis 

19  Phenobarbital 

Decreased  effect  of  digitoxin 

20  Cholestyramine 

Decreased  effect  of  digitoxin 

Hypoglycemic  agents  with: 

21  Alcohol 

22  Propranolol  (Inderal) 

Variable  alterations  in 
hypoglycemic  response 

Increased  hypoglycemic  response 

23  Sulfonylureas,  e.g.,  tolbutamide  (Orinase)  with: 
Phenylbutazone  (Butazolidin,  Azolid) 

Increased  effect  of  sulfonylurea 

Sympathomimetics 

24  Indirectly-acting  sympathomimetics 
(e.g.,  amphetamine,  ephedrine)  with: 
Monoamine  oxidase  inhibitors, 
e.g.,  phenelzine  (Nardil) 
tranylcypromine  (Parnate) 

Increased  risk  of 
hypertensive  reactions 

25  Tyramine-containing  foods  with: 
Monoamine  oxidase  inhibitors 

Risk  of  hypertensive  reactions 

Thyroid  hormone  with: 

26  Cholestyramine  (Cuemid,  Questran) 

Decreased  absorption  of  thyroid 

Uricosuric  agents,  e.g.,  probenecid  (Benemid), 
sulfinpyrazone  (Anturane)  with: 

27  Salicylates 

’ Please  refer  to  the  accompanying  discussion  of  the  individual  interactions 

Decreased  effect  of  uricosuric  agent 
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April-May  1974 


Measles  outbreak- 

ROBERT  E.  LONGENECKER 
Harrisburg 

In  mid  May  1974,  the  State  Health 
Department  was  informed  by  phone 
of  a measles  (rubeola)  outbreak  oc- 
curring in  Monroe  County.  The  out- 
break had  been  going  on  for  some 
time  and  was  generalized  throughout 
the  county.  The  only  area  not  affected 
was  the  southwest  corner  of  the 
county,  which  included  Stroudsburg. 
Concern  was  expressed  by  the  caller 
because  most  of  the  cases  appeared 
to  be  occurring  in  previously  im- 
munized elementary  school  children. 
To  confirm  that  the  cases  being  seen 
were  actually  measles,  the  depart- 
ment suggested  laboratory  studies  be 
done  on  selected  cases.  Because  the 
doctors  who  were  seeing  most  of  the 
cases  were  certain  it  was  measles,  the 
offer  was  declined. 

To  explain  the  apparent  “vaccine 
failures,  ” they  did,  however,  hint  at 
the  possibility  that  the  measles  occur- 
ring was  an  antigenically  changed 
wild  virus  against  which  the  now 
licensed  vaccines  were  not  effective. 
Immediately  after  hearing  of  the  out- 
break the  health  department  took 
steps  to  halt  its  progression  by  offer- 
ing a special  measles  immunization 
program  in  the  only  two  unaffected 
school  districts  in  the  county,  the 
Stroudsburg  and  Pleasant  Valley  dis- 
tricts. 

Stroudsburg,  without  hesitation, 
accepted  our  proposal.  Pleasant  Val- 
ley rejected  it.  A quick  survey  was 
done  in  the  elementary  population  of 
the  Stroudsburg  School  District. 
Measles  protection  levels  appeared 
to  be  at  80  percent.  Nevertheless,  400 
plus  susceptible  pupils  signed  up  for 
the  vaccine.  On  May  23  the  immuniza- 
tion program  was  conducted  by  State 
Health  Department  and  school  dis- 
trict personnel.  Approximately  450 
children  were  immunized. 

Epidemiology  in  retrospect 

Following  the  outbreak  the  de- 


Monroe  County 


partment  attempted  to  reconstruct  it. 
The  names  and  addresses  of  all  sus- 
pect cases  were  obtained  from  school 
health  authorities  and  from  area 
physicians.  These  cases,  with  the  ad- 
ditional onesthat  were  reported  in  the 
usual  manner  to  the  health  depart- 
ment, amounted  to  120.  Each  was 
contacted  by  phone  for  additional  in- 
formation concerning  his  or  her  ill- 
ness. Included  in  the  information  re- 
quested was  date  of  birth,  school  at- 
tended, details  of  immunization  his- 
tory (type  vaccine,  where  adminis- 
tered, by  whom,  and  date  adminis- 
tered), symptoms  (date  of  onset,  type, 
duration,  and  severity,  and  descrip- 
tion and  duration  of  rash),  whether 
the  patient  was  seen  by  a physician, 
and  any  complications  that  resulted. 

The  following  is  a summary  of  the 
data  gathered  on  the  120  original 
cases: 

1. The  youngest  case  was  an  8 
month  old  infant.  The  oldest  case  was 
14  years.  The  median  age  was  10 
years.  Only  7 cases  were  of  preschool 
age.  The  remaining  113  were  of 
school  age,  the  majority  being  fifth 
and  sixth  grade  students.  No  spread 
of  cases  to  the  high  school  students 
was  discovered. 

2.  Immunization  histories  on  111 
children  were  obtained  but  personal 
contact  with  that  number  of  cases 
was  not  possible.  Of  the  total  cases  46 
(38  percent)  were  previously  im- 
munized and  65  (54  percent)  were  not 


Mr.  Longenecker  is  an  employee 
of  the  Public  Health  Service, 
Center  for  Disease  Control,  and  is 
currently  a public  health  advisor  to 
the  Division  of  Communicable 
Diseases  of  the  Pennsylvania  De- 
partment of  Health.  His  function 
with  the  State  is  coordinator  of  the 
Community  Vaccination  Project. 
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immunized.  Immunization  histories  i 

on  the  additional  9 cases  (8  percent)  / 
were  unknown.  Of  the  immunized  c 
children  61  percent  (28  of  46)  were  i 
immunized  at  less  than  1 year  of  age  i 
with  live  measles  vaccine.  The  others  i 

were  immunized  at  12  months  of  age  i 

or  older.  t 

3.  The  date  of  onset  of  the  earliest 

case  recorded  occurred  at  the  end  of  ; 
the  first  week  of  April.  The  majority  of  i 
cases  occurred  during  a three  week 
period  beginning  April  28.  The  out-  ( 
break  peaked  during  the  week  of  May  i 
5 with  50  cases.  The  last  case 
recorded  was  on  May  24.  i i 

4.  The  geographic  distribution  of  ■ 1 

the  cases  was  rather  limited.  All  but  a I | 
small  number  resided  in  what  is  con-  I j 
sidered  the  East  Stroudsburg  Area  I ; 
School  District.  The  immunization  1 i 
program  that  was  conducted  on  May  I f 
23  appeared  to  have  halted  or  effec-  I j 
tively  retarded  the  spread  of  cases  I t 
from  East  Stroudsburg  to  I , 
Stroudsburg.  I 

5.  Many  of  the  cases  were  reported  I 
by  the  school  authorities,  and  in  large 
part  based  on  parents’  suspicions. 
Personal  followup  revealed  that  only 
49  cases  (41  percent  of  the  total)  were 
actually  seen  and  diagnosed  by  a 
physician. 

6.  No  occurrences  of  severe  com- 
plications or  residual  were  found. 

Conclusion 

After  obtaining  as  much  informa- 
tion as  possible  on  each  of  120  possi- 
ble or  suspect  measles  cases,  the 
data  were  thoroughly  analyzed.  As  a 
result,  64  cases  were  deleted. There 
were  3 main  reasons  for  deleting 
these  cases;  (1 ) They  were  reported  by 
the  school  based  on  the  parents’  sus- 
picion, were  notseen  ordiagnosed  by 
a physician,  and  were  unable  to  be 
contacted  for  specific  data  on  the  ill- 
ness. There  were  26  cases  in  this 
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group:  (2)  After  contacting  the  physi- 
cian and/or  the  parent  of  the  case,  we 
found  that  the  diagnosis  of  measles 
was  changed.  There  were  13  cases  in 
this  group;  (The  new  diagnoses  in- 
cluded 3 cases  of  rubella,  1 vaccine 
reaction,  2 drug  reactions,  1 non  spe- 
cific viral  rash,  1 non  specific  recur- 
rent illness,  2 cases  of  scarlet  fever,  1 
non  specific  recurrent  rash,  1 case  of 
no  rash  - not  measles,  and  1 not 
measles.)  and  (3)  The  symptoms  de- 
scribed and  the  severity  of  symptoms 
experienced  were  not  compatable 
with  measles.  Also,  some  parents 
could  not  be  reached  to  confirm 
symptoms.  There  were  25  cases  in 
this  group. 

After  deleting  the  above  64  cases, 
56  confirmed  measles  cases  re- 
mained (See  Figure  1) 

The  following  is  a summary  of  the 
data  gathered  on  the  56  confirmed 
cases; 

I.The  immunization  histories  are: 
unknown  status  (2);  not  previously 
immunized  (32);  and  previously  im- 
munized (22).  Of  the  previously  im- 
munized children,  68  percent  (15  of 
22)  were  immunized  before  age  12 
months:  1 child  was  immunized  as 
early  as  5 months  of  age.  Many  were 
immunized  at  age  9 months.  As  far  as 
the  department  could  determine, 
none  of  these  children  was  reim- 


munized as  is  recommended. 

2.  Half  of  the  56  children  were  seen 
by  and  diagnosed  by  a physician.  The 
diagnoses  of  the  other  half  were  sus- 
pected by  information  provided  by 
parents. 

3.  The  median  age  was  1 0 years,  the 
same  as  for  the  initial  group  of  120 
children.  The  range  of  ages  was  from 
1 year  to  14  years.  Only  one  child  was 
of  preschool  age. 

4.  All  but  10  cases  resided  in  East 
Stroudsburg. 

5.  The  first  case  occurred  during 
the  week  of  April  7.  The  majority  of  the 
cases  occurred  during  the  weeks  of 
April  28,  May  5,  and  May  12.  The  out- 
break peaked  on  May  1 and  2 with  15 
cases  occurring  on  those  two  days 
alone. 

Discussion 

The  resultant  followup  information 
of  the  measles  outbreak  pointed  out 
two  important  aspects  that  warrant 
discussion. 

First,  improperly  immunized  chil- 
dren (children  immunized  before  12 
months  of  age)  played  an  important 
role  in  starting  the  outbreak;  the  first 
case  that  occurred  on  April  10  had 
been  immunized  at  9 months  of  age. 
They  also  played  an  important  role  in 
sustaining  it  through  its  six  week  du- 
ration. The  current  recommendation 


of  the  American  Academy  of  Pediat- 
rics, the  Advisory  Committee  on  Im- 
munization Practices  of  the  Public 
Health  Service,  and  the  vaccine  man- 
ufacturers, isthat  measles  vaccine  (as 
well  as  rubella  and  mumps  vaccine) 
should  be  given  not  earlier  than  12 
months  of  age  as  a routine  immuniza- 
tion. If,  for  some  reason,  a child  is 
immunized  earlier,  it  is  further  rec- 
ommended that  he  or  she  be  reim- 
munized as  soon  after  12  months  of 
age  as  possible.  Any  measles  im- 
munization given  earlier  than  12 
months  of  age  could  be  nullified  by 
interference  with  maternal  an- 
tibodies. 

The  second  aspect  regards  the 
prompt  reporting  of  communicable 
diseases.  When  we  were  first  in- 
formed of  the  outbreak,  two  full 
weeks  had  passed  and  52  cases  con- 
firmed. There  are  proven  and  effec- 
tive actions  that  can  be  taken  to  a- 
bruptly  halt  outbreaks  of  thistype  if  the 
health  authorities  are  informed  early 
enough.  Evidence  of  this  is  that  after 
conducting  the  special  immunization 
program  in  Stroudsburg  on  May  23, 
no  measles  cases  were  diagnosed 
there.  Numerous  similar  examples  of 
effective  outbreak  control  efforts  can 
be  found  in  the  literature.  The  key  to 
stopping  any  outbreak  is  early  dis- 
covery. □ 


FIGURE  1 

Reported  and  Confirmed  Cases 


120  Reported  Cases 


56  Confirmed  Cases 


By  Week  Beginning 


By  Week  Beginning 
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February  26-May  6,  1975 


Measles  outbreak — Hempfield  school  district 

DAVID  A.  HALL 
Harrisburg 


TABLE  I 

Total  Cases  Reported 


Hempfield  School  District 

Junior 

Senior 

Elementary 

Total 

Original  Cases 

59 

24 

162 

245 

Disallowed 

15 

6 

67 

88 

Non-Respondents 

0 

0 

15 

15 

Confirmed  Cases 

44 

18 

80 

142 

Vaccine  Failure 

5 

1 

11 

17 

No  Vaccine 

33 

15 

36 

84 

Killed  Vaccine 

2 

1 

0 

3 

Unknown  Immunization 

0 

0 

1 

1 

Immunized  < 1 Year 

4 

1 

31 

36 

Immunized  with  Excessive  GG 

0 

0 

1 

1 

Male 

24 

11 

41 

76 

Female 

20 

7 

39 

66 

Onset  Period 

2/26-3/22 

2/29-3/29 

2/28-5/6 

2/26-5/6 

On  March  19,  1975,  John  Randall, 
M.D.,  a pediatrician  in  Lancaster 
city,  called  the  Community  Vaccina- 
tion Project  in  Harrisburg  to  report  an 
apparent  outbreak  of  measles  in  East 
Hempfield  Township.  Phone  calls  to  a 
school  nurse  and  G.  S.  Albright,  M.D., 
an  area  physician,  confirmed  the  out- 
break. On  that  date,  56  suspected 
cases  in  the  junior  high  and  17  in  the 
high  school  had  already  occurred.  An 
investigation  of  the  outbreak  was  ini- 
tiated. 

Background 

The  Hempfield  area  school  district 
consists  of  a senior  high  school  with 
an  enrollment  of  1871,  a junior  high 
schoolwith  1021  children,  a parochial 
school  with  250  students,  and  7 sepa- 
rate elementary  schools  with  a total 
enrollment  of  2996.  The  schoolwide 
enrollment  totaled  6138  children. 
(Based  on  1973-74enrollment  figures, 
Pennsylvania  Department  of  Educa- 
tion). The  district  lies  in  rural  Lancas- 
ter County  west  of  the  city  and  re- 
quires busing  of  most  of  its  children. 
In  January  ofthis  year,  the  school  dis- 
trict conducted  a measles  and  rubella 
immunization  program  for  its  new 
school  entrants.  Similar  programs 
have  been  conducted  each  of  the  past 
four  years  and  in  1967  a mass  measles 
immunization  program  was  con- 
ducted in  the  area.  Before  the  out- 
break, the  schoolwide  immunization 
level  for  measles  was  estimated  to  be 
88.9  percent.  No  cases  of  measles  had 
been  reported  in  Lancaster  County 


Mr.  Hall  is  information /education 
advisor  for  the  Community  Vacci- 
nation Project  of  the  Pennsylvania 
Department  of  Health.  The  author 
wishes  to  recognize  the  assistance 
of  the  nurses  and  staff  of  the 
Hempfield  school  district. 


during  the  prior  12  months. 

Investigation 

The  school  district  was  first  visited 
on  March  21 ; a case  list  was  begun  at 
that  time.  The  parents  of  all  children 
absent  for  any  rash  illness  were  con- 
tacted by  phone  or,  after  several  at- 
tempts, by  letter.  All  children  reported 
to  have  measles  and  a history  of  im- 
munization were  reviewed  through 
personal  vaccination  records  or 
school  health  records.  Any  child  with 
symptoms  consistent  with  measles 
and  purported  to  be  immunized  was 
further  evaluated  by  school  health 
record  search  and/or  physician  con- 
tact. Information  sought  was  date  of 
birth,  date  of  immunization,  type  of 
vaccine,  administration  of  gamma 
globulin  or  measles  immune  globulin, 
and  amount.  Survey  forms  were  dis- 
tributed in  the  junior  and  senior  high 
schools  to  determine  immunization 
levels,  vaccine  and  disease  history, 
and  present  illness  in  siblings.  Asam- 
pling  of  health  records  representing 
41  percent  of  the  students  in  three 
elementary  schools  was  made  to 
evaluate  immunizations  and  disease 
histories.  Immunization  levels  for  the 
elementary,  junior,  and  senior  grades 


were  88.7  percent,  88.4  percent,  and 
89.5  percent  respectively.  There  were 
no  known  cases  of  measles  in  the  sur- 
rounding school  districts.  Four  area 
physicians  agreed  to  draw  acute  and 
convalescent  sera  and  to  take  throat 
washings.  An  attempt  was  made  to 
link  the  initial  junior  high  cases  to 
their  secondary  cases;  24  confirmed 
cases  were  secondary  to  two  primary 
cases;  20  shared  2 or  more  common 
classes  with  the  primary  cases;  2 rode 
the  same  school  bus;  none  had  the 
same  homeroom.  No  source  was 
found  for  the  primary  cases. 


Results 

A total  of  245  cases  of  rashlike  ill- 
ness was  reported  in  the  course  and 
duration  of  the  illness  February  26  to 
May  6.  All  were  investigated.  Only  142 
cases  were  consistent  with  a diag- 
nosis of  measles.  The  parents  of  15 
cases  could  not  be  reached  nor  did 
they  respond  to  our  mailed  inquiry; 
these  cases  were  dropped.  In  addi- 
tion, 88  cases  were  disregarded  since 
histories  revealed  symptoms  not 
compatible  with  measles  (Table  I). 

Based  upon  the  confirmed  cases, 
the  attack  rate  among  susceptibles 


44 


Pennsylvania  Medicine,  January  1976 


FIGURE  1 

Suspected  Measles  Cases 
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FIGURE  2 

Confirmed  Measles  Cases 
Hempfield  School  District 
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for  the  elementary  school  was  57  per- 
cent with  rates  of  30  percent  and  13 
percent  for  the  junior  and  senior  high 
schools  respectively.  In  order  to  con- 
firm a case  of  measles,  our  criteria 
were:  children  with  rashes  of  4 days 


TABLE  ii 

Symptoms  of  Confirmed  Cases 

Fever 

- 142 

Rash 

- 142 

Cough  Cold 

- 142 

Symptoms 

Sore  Eyes 

- 76 

Koplic  Spots 

- 40 

Headache 

- 25 

Coryza 

- 29 

Nausea 

- 13 

duration  or  longer  and  a high  fever 
preferably  recorded  at  100°  F ac- 
companied by  coryza  and  cough. 
Frequency  distribution  of  symptoms 
is  presented  in  Table  II. 

No  viruses  were  isolated  by  throat 
culture  despite  several  attempts  to  do 
so.  Sera  on  three  children  did  prove 
the  presence  of  measles.  Therefore 
the  evaluation  and  extent  of  the  out- 
break was  made  by  relying  upon  per- 
sonal histories.  The  88  children  in 
whom  the  diagnosis  of  measles  was 
not  substantiated  are  listed  in  Table 
III. 

A total  of  57  children  at  some  time 
had  been  immunized;  17  were  con- 
sidered as  valid  vaccine  failures  hav- 
ing received  further  attenuated 
measles  vaccine  without  gamma 
globulin  after  their  first  birthdays;  3 
children  received  killed  vaccine  be- 
tween 1962  and  1963;  1 child  re- 
ceived an  excessive  amount  of 
gamma  globulin  for  his  weight.  The 
remaining  children  were  immunized 
before  their  first  birthdays.  Table  IV 
presents  a breakdown  of  the  measles 
cases  with  immunization  histories. 


TABLE  III 

Disallowed  Cases  by  Cause 


Symptoms  Not  Compatible  - 43 

Rash  « 3 Days  - 40 

Diagnosis,  Not  Measles  - 2 

Chicken  pox  - 1 

Scarletina  - 1 

Drug  Reaction  - 

Total  88 


In  determining  vaccine  efficacy 
only  “correctly  " immunized  children 
were  considered.  Vaccine  efficacy  is 
calculated  as: 


Efficacy  = 


ARu  - ARv 
ARu 


X 100 


ARu  - Attack  rate  in  unimmunized 
susceptibles 

ARv  - Attack  rate  in  immunized 
susceptibles 


As  noted  the  overall  efficacy  rate  was 
computed  to  be  96.7  percent.  The 
rates  for  the  elementary,  junior,  and 
senior  high  schools  were  interpolated 
to  be  95.8  percent,  97.2  percent  and 
98.4  percent  respectively. 

Unfortunately,  the  Department  of 
Health  was  notified  late  in  the  course 
of  the  outbreak.  The  majority  of  the 
upper  grade  cases  had  already  oc- 
curred by  March  19.  Within  2 weeks 
21  of  the  38  unimmunized  elementary 
school  children,  siblings  of  junior  or 
senior  high  school  cases,  developed 
their  disease.  Most  secondary  cases 
developed  prodromal  symptoms 
within  8 to  1 0 days  of  exposure.  Addi- 
tional cases  also  occurred  in  these 
same  families  among  unimmunized 
preschool  children.  Despite  expecta- 
tions that  immunization  levels  were 
sufficiently  high  in  the  elementary 
schools,  86.6  to  90.7  percent,  and  that 
the  population  was  sufficiently  dis- 
persed to  limit  the  continuation  of  the 
outbreak,  cases  did  continue  within 
2 elementary  schools.  On  April  24  a 
program  to  immunize  the  remaining 
susceptible  elementary  children  was 
proposed  by  the  Community  Vaccina- 
tion Project;  for  varied  reasons  the 
school  district  and  its  medical  staff 
decided  against  the  plan. 

It  should  be  noted  that  other  out- 
breaks of  measles  developed  during 
the  same  time  period.  School  districts 
in  York,  Wilkes-Barre,  the  Scranton 
area,  Tunkhannock,  Phoenixville, 
and  Harrisburg  reported  measles 
cases.  Several  viral  illnesses  were  in- 
volved in  these  areas,  complicating 
epidemiologic  investigation.  In  most 
cases,  the  Department  of  Health  was 
notified  late. 


Discussion 

For  the  next  few  years  Pennsylvania 
can  be  expected  to  experience  similar 
outbreaks  of  measles  in  its  junior  and 


TABLE  IV 

Measles  Cases  with  History 
of  Immunization 
Vaccine  Failures  - 17 

Type 

Edmonston  B No  GG  - 9 

Edmonston  B with  GG  - 6 

Measles  (type  unknown)  - 2 

(1  Immunized  in  N.  Y.  State) 

(1  Original  Records  Lost) 

Immunized  < 1 Year  of  Age 
By  Month  Given 


6 months  - 2 

7 months  - 0 

8 months  - 7 

9 months  - 13 

10  months  - 9 

11  months  - 5 

36 


Received  Inactivated  Vaccine 

8th  Grade  - 2 

10th  Grade  - 1 

3 


senior  high  schools.  These  outbreaks 
will  continue  to  occur  until  this  vague 
and  undefined  reservoir  is  removed 
through  graduation,  illness,  or  im- 
munization. Unreliable  histories 
combined  with  improper  immuniza- 
tion typify  this  perplexing  group  of 
susceptibles.  Often  they  remain  un- 
recognized until  an  outbreak 
threatens. 

While  the  recent  outbreaks  have 
not  produced  any  deaths  or  severe 
complications,  statistically  we  must 
expect  these  tragic  consequences. 
Therefore,  the  Community  Vaccina- 
tion Project  of  the  Department  of 
Health  will  undertake  to  communi- 
cate our  deep  concern  to  the  454 
school  districts  in  the  project  area 
and  establish  a workable  early  warn- 
ing system.  Hopefully  a telephonic 
system  between  school  nurses  and 
Community  Vaccination  Project  field 
personnel  will  allow  for  early  confir- 
mation of  cases.  Soon  after  the  oc- 
currence of  two  cases  of  rash  illness 
in  the  same  school  investigation  will 
begin.  Control  measures,  immuniza- 
tion programs,  can  be  instituted 
quickly  but  early  reporting  is  essen- 
tial. □ 
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Many  psychiatrists  readily  admit 
that  they  avoid  dealing  with  the 
problem  of  alcoholism  because  of 
their  repeated  inability  to  accomplish 
' any  significant  therapeutic  modifica- 
I tion  of  patients’  drinking  patterns. 

' When  psychotherapy  or  even 
psychoanalysis  is  offered,  it  is  usually 
on  the  premise  that  successful  treat- 
I ment  will  result  in  cessation  of  the 
addiction  to  alcohol.  In  our  experi- 
I ence,  this  simply  is  not  so.  Neither 
psychoanalysis  nor  the  most  widely 
I accepted  methods  of  psychotherapy 
that  are  effective  in  dealing  with  the 
symptom  neuroses  are  of  therapeutic 
value  in  ameliorating  the  problem  of 
alcohol  addiction.  As  a matter  of  fact, 
the  longer  such  ineffective  therapy  is 
maintained  the  more  intractable  the 
patient's  resistance  becomes  and  the 
more  difficult  the  establishment  of  a 
positive  relationship  with  the  thera- 
pist. 

This  communication  describes  a 
“Dual  Therapy  ” approach  to  the 
I treatment  of  alcohol  addiction  which 
shows  promise  of  greater  efficacy 
than  methods  currently  in  use.  This 
approach,  which  has  evolved  over  a 
period  of  twenty  years  at  the  Institute 
of  the  Pennsylvania  Hospital,  utilizes 
two  therapists,  each  of  whom  has  a 
well-defined  function  in  relation  to 
helping  the  patient  cope  with  his 
problem  of  alcohol  addiction.  The 
addiction  therapist  limits  his  atten- 
tion to  the  ubiquitous  role  of  alcohol 
in  the  life  of  the  patient;  the 
psychotherapist  treats  the  patient's 
symptom  neurosis. 

Before  amplifying  further  the  dual 
therapy  approach  to  alcohol  addic- 
tion, let  us  first  consider  the  etiology 
of  the  addiction  process.  Usually  an 
unresolved  impulse  disorder  is  the 
cause  of  chronic  alcohol  addiction. 


Even  though  the  attempt  ends  in  fail- 
ure, the  expression  of  the  addiction  is 
an  attempt  of  the  patient  to  repeat  an 
experience  of  great  satisfaction.  The 
addictive  drinker  is  attempting  to  re- 
experience a state  which  for  him  was 
so  fleeting  and  tenuous  that  his  ego 
development  suffered. 

We  refer  here  to  what  Mahler^  has 
described  as  the  mother-child  sym- 
biosis. During  the  early  months  of  life, 
the  infant  makes  no  distinction  be- 
tween self  and  mother  as  discreet  en- 
tities. Later,  there  develops  an  aware- 
ness of  mother  as  a separate  being 
capable  of  affording  or  withholding 
satisfaction.  At  this  point  in  the  child  's 
development,  the  mother's  own 
needs  and  the  manner  in  which  they 
are  satisfied  become  of  paramount 
importance  for  the  future  develop- 
ment of  the  infant’s  ego. 

Some  mothers  have  strong,  unre- 
quited dependency  needs  which  find 
gratification  in  the  child’s  complete 
dependency  upon  them.  As  the 
child's  independence  grows,  such 
mothers  experience  the  separation 
process  as  a rejection  and  they  re- 
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spond  to  the  threat  by  a subtle  and 
rapid  withdrawal  of  their  previous  a- 
vailability  to  satisfy  the  child’s  needs. 

In  such  a situation,  the  child  may 
respond  to  this  premature  loss  of  the 
mother’s  availability  in  one  of  several 
ways.  Since  he  must  find  ways  and 
means  to  satisfy  his  own  needs,  he 
may  do  this  prematurely  by  develop- 
ing various  kinds  of  wish-fulfilling 
fantasies.  Since  the  original  experi- 
ence of  satisfaction  from  the  mother 
was  intense,  the  fantasies  must  per- 
force be  less  than  satisfying.  As  a re- 
sult, a further  intensification  of  the 
original  need  develops.  In  addition  to 
this,  the  mother’s  desertion  impinges 
on  the  normal  growth  of  the  child’s 
self  esteem.  Once  inhibited  in  this 
manner,  it  then  remains  at  a low  level. 
Since  the  maturing  child  lacks  a satis- 
factory object  for  identification,  his 
later  development  of  good  object  re- 
lationships is  hindered. 

A failure  to  develop  adequate  con- 
trols over  impulses  may  occur  as  part 
of  the  premature  imposition  of  inde- 
pendence and  self  reliance  on  the 
child  encouraged  by  the  mother’s 
neglect.  Instead,  the  impelling  and 
desperate  drive  to  relieve  inner  ten- 
sions leads  to  impulse  driven  be- 
havior, rather  than  to  thought  directed 
behavior,  to  achieve  a state  of 
satisfaction. 

It  is  our  belief  that  the  addictive 
drinker  is  utilizing  alcohol  in  the  vain 
attempt  to  re-experience  the  state  of 
pleasure  and  satisfaction  inherent  in 
the  normal  drinker,  who,  by  contrast, 
has  experienced  such  a state  of  satis- 
faction and  finds  his  needs  neu- 
tralized by  normal  social  intercourse. 
In  this  way,  his  self  esteem  is  rein- 
forced and  he  is  able  to  maintain  a 
level  of  good  object  relations.  The 
addictive  drinker  has  no  such  state  of 
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satisfaction  to  re-experience.  And  the 
continued  ingestion  of  alcohol  stimu- 
lates his  unfilfilled  needs  further. 

In  the  course  of  therapy,  we  speak 
with  patients  frequently  of  the  "im- 
pulse to  drink.  " In  this  paper,  we 
refer  to  the  lack  of  impulse  control 
which  is  characteristic  of  patients 
addicted  to  alcohol.  The  impulse  is 
actually  a vector  towards  the  fulfill- 
ment of  needs  and  the  alleviation  of 
tension.  The  ingestion  of  alcohol 
becomes  connected  with  this  im- 
pulse in  a secondary  manner.  The 
reason  why  alcohol  becomes  associ- 
ated with  the  impulse  fulfillment 
in  specific  individuals  is  not  clear. 
Foods  or  the  use  of  other  drugs  could 
alternately  serve  the  purpose  just  as 
well.  Actually,  the  addictive  drinker, 
at  times,  frequently  demonstrates 
significant  capability  to  delay  grati- 
fication. This  is  attested  to  by  the 
great  number  of  addictive  drinkers 
who  confine  their  drinking  to  eve- 
nings and  weekends.  However,  hav- 
ing denied  themselves  to  this  extent, 
the  impulse  to  have  a drink  takes 
precedence  over  all  other  considera- 
tions when  they  do  begin  to  drink. 

As  a result  of  therapy,  many  pa- 
tients gradually  become  aware  that 
alcohol,  in  their  experience,  was 
never  solely  a social  beverage.  As 
therapy  proceeds  and  this  denial  and 
rationalization  are  overcome,  these 
patients  recognize  the  fact  that  from 
thefirstdrink,  alcohol  seemed  to  hold 
outforthemaspecial  hope  and  prom- 
ise forsomething  not  achieved  before 
by  any  other  means.  It  is  probably  this 
factor  that  causes  certain  individuals 
to  continue  to  drink  even  though  they 
confess  to  an  active  distaste  for  al- 
cohol. Many  patients  have  spoken  of 
forcing  down  the  first  drink  and  then 
finding  the  next  drink  easy  and  even 
necessary.  Such  a patient  clearly 
demonstrates  that  addictive  drinking 
is  not  related  to  reality  problems. 

Once  a patient  has  established  an 
addictive  pattern  to  alcohol,  he  finds 
that  its  use  permeates  his  entire  life 
style  in  an  insidious  and  compelling 
manner.  In  the  instance  of  the  well 
known  “lush,"’  the  takeover  of  alcohol 
is  obvious.  This  is  just  as  true,  howev- 
er, of  the  hundreds  of  thousands  of 
addictive  drinkers  whose  problem 
remains  hidden  from  the  community. 
In  this  category  are  also  those  whose 


drinking  is  sporadic  and  interspersed 
with  periods  of  abstinence,  or,  at 
least,  sobriety.  Unless  this  fact  is  con- 
stantly borne  in  mind  by  the  therapist, 
treatment  will  not  succeed. 

At  this  juncture,  let  us  proceed  fur- 
ther with  a discussion  of  the  dual 
method  of  therapy  of  alcohol  addic- 
tion. Before  conventional  psycho- 
therapy is  possible  to  deal  with  the 
patient  s symptom  neurosis,  it  is 
essential  that  the  alcohol  addic- 
tion be  brought  under  control  by  the 
addiction  therapist.  Unless  this  is 
done,  the  psychotherapist  finds  him- 
self in  the  equivocal  position  of  taking 
a stand  in  opposition  to  the 
symptom — the  use  of  alcohol — or  di- 
minishing the  importance  of  the  ad- 
diction by  elevating  the  understand- 
ing of  it  to  the  more  dominant  role. 
The  problem  with  conventional 
therapies  is  that  if  the  therapist  de- 
votes the  required  attention  to  the  pa- 
tient  s addiction,  he  later  finds  it  im- 
possible to  reverse  the  emphasis  and 
to  focus  on  the  psychodynamic  proc- 
esses involved  in  the  patient's  total 
personality.  Thus  he  is  faced  with  a 
dilemma  somewhat  akin  to  being  di- 
rective and  non-directive  simultane- 
ously. 

In  the  application  of  the  dual 
method  of  therapy,  the  functions  of 
each  therapist  are  clear-cut  and  must 
be  carried  out  scrupulously.  It  has 
been  our  experience  that  early  in 
treatment,  the  main  emphasis  must 
be  on  dealing  with  the  patient's  addic- 
tion, and  that  psychotherapy  in  the 
traditional  sense  is  impossible  at  this 
time.  For  this  reason,  the  patient 
works  almost  exclusively  with  the  ad- 
diction therapist  for  the  first  several 
weeks.  The  psychotherapist  sees  the 
patient  relatively  infrequently  during 
this  period  and  begins  to  play  a 
broader  role  only  as  conflicts  and 
symptoms  not  related  to  alcohol  are 
brought  into  focus. 

The  modus  operand!  of  the  addic- 
tion therapist  is  to  perceive,  to  under- 
stand, and  to  communicate  with  the 
patient  only  in  relation  to  the  part  that 
alcohol  plays  in  the  patient's  life.  The 
addiction  therapist  begins  with  the 
assumption  that  the  patient  recog- 
nizes that  he  has  a problem  with  al- 
cohol which  he  wishes  to  resolve.  At 
the  first  session,  the  therapist  informs 
the  patient  quite  specifically  that  the 


initial  purpose  of  their  meeting  is  to 
determine  if  this  particular  form  of 
therapy  is  the  most  suitable  and 
promising  for  his  particular  needs. 
The  remainder  of  the  initial  interview 
is  concerned  with  taking  the  patient's 
history  in  relation  to  the  course  of 
events  since  he  first  recognized  the 
existence  of  his  problem  with  alcohol. 

In  order  to  develop  a positive  rela- 
tionship with  the  prospective  patient, 
a few  friendly  comments  or  inquiries 
are  considered  entirely  appropriate. 
The  approach  we  utilize  to  deal  with 
the  abnormal  drinker  requires  that 
the  addiction  therapist  enter  into  a 
"real  " relationship  with  the  patient. 
The  therapist  must  adopt  an  attitude 
different  from  that  generally  used  in 
the  traditional  psychotherapies.  He 
has  to  assume  different  roles  for  at 
times  he  has  to  be  directive,  educa- 
tional, exhortative,  reassuring,  sup- 
porting; he  must  also  warn  the  patient 
of  impending  problems  and  pitfalls. 

Family  background  is  ascertained 
only  in  reference  to  the  patient's  ex- 
posure to  alcohol.  Marital  adjustment 
is  questioned  only  in  terms  of  the  de- 
gree of  assistance  or  resistance  that 
can  be  anticipated  during  treatment. 
If  there  are  children,  inquiries  are 
made  specifically  about  the  degree  of 
awareness  they  may  have  with  re- 
spect to  the  patient’s  problem  with 
alcohol.  Drug  usage  as  well  as  the 
existenceof  any  symptomatology  due 
to  the  prolonged  use  of  alcohol  such 
as  blackouts,  delirium  tremors,  etc.,  is 
also  questioned.  It  is  surprising  how 
many  individuals  black  out  frequently 
and  continue  to  be  unaware  of  the 
significance  of  this  phenomenon. 
Mixed  addictions  are  not  unusual  in 
alcoholic  patients.  Because  sedatives 
or  tranquilizers  are  frequently  pre- 
scribed by  physicians  to  alcoholic  pa- 
tients as  stop-gap  methods  of  treat- 
ment, patients  frequently  fail  to  rec- 
ognize that  they  may  be  addicted  to 
these  drugs  also. 

After  this  brief  but  directive  ques- 
tioning, the  patient  is  then  encour- 
aged to  talk  about  his  problem  with 
alcohol.  Some  patients  do  this  wil- 
lingly, even  eagerly,  while  others  dig- 
ress into  a discussion  of  other  prob- 
lems. It  is  at  this  point  that  the  differ- 
ence in  approach  to  the  patient  be- 
tween the  addiction  therapist  and  the 
psychotherapist  becomes  clear.  The 
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addiction  therapist  deals  with  such  a 
digression  by  leading  the  discussion 
gently  and  persistently  back  to  the 
subject  of  alcohol.  Although  it  is  very 
tempting  to  follow  the  lead  of  the  pa- 
tient and  to  use  the  material  offered 
for  a further  understanding  of  the  un- 
derlying dynamics  of  his  problem 
with  alcohol,  this  task  must  be  left  to 
the  psychotherapist. 

Toward  the  end  of  the  first  interview 
the  therapist  gives  the  patient  a 
homework  assignment:  the  reading 
of  a book,  The  Drinker's  Addiction , by 
Francis  T.  Chambers. ^ The  patient  is 
told  that  at  the  next  interview  the 
therapist  will  be  extremely  interested 
in  his  reaction  to  the  book's  contents. 
He  is  encouraged  to  make  notes  on 
his  reaction  to  the  material  and  under- 
line significant  passages.  We  find  that 
the  patient's  response  to  the  book  is 
of  great  importance  in  evaluating  his 
motivation  toward  treatment  and  is  of 
considerable  significance  in  deter- 
mining the  future  course  of  treat- 
ment. 

Most  patients  will  have  read  the 
book  by  the  second  interview  and  will 
have  many  comments  to  offer.  Many 


find  themselves  portrayed  in  the  book 
and  may  suggest  that  portions  of  the 
book  state  the  case  too  strongly.  In 
our  experience,  the  book  offers  many 
patients  their  first  evidence  that 
someone  else  understands  their 
problem  with  alcohol,  knows  what 
they  have  experienced,  and  can  offer 
help  on  this  basis.  The  closer  the 
identity  the  patient  finds  with  the  por- 
trayal of  the  alcoholic's  way  of  life  and 
passages  which  accurately  describe 
his  own  attitudes,  the  more  he  will  be 
stimulated  to  reread  the  book.  On  the 
other  hand,  there  are  those  patients 
who  state  that  they  are  too  busy  to 
read  the  book.  Others  may  read  the 
book  but  find  it  dull  and  not  applica- 
ble to  themselves;  or  they  may  find 
many  passages  with  which  they  dis- 
agree strongly.  Each  of  these  at- 
titudes can  readily  be  seen  as  a man- 
ifestation of  a particular  type  of 
resistance  to  treatment,  and,  of  even 
greater  significance,  a particular  type 
of  avoidance  of  the  problem  itself. 

Only  after  the  book's  contents  are 
thoroughly  discussed  and  the  thera- 
pist is  fully  appraised  of  the  patient's 
response  to  it  is  the  period  of  evalua- 


tion considered  adequate.  It  is  at  this 
time  that  a decision  is  made  regard- 
ing the  suitability  of  the  dual  method 
of  treatment  for  the  individual  patient. 
In  general,  we  have  found  that  this 
method  of  treatment  is  most  effective 
with  the  type  of  patient  who  is  eager 
to  find  a better  life  for  himself.  We  do 
not  look  hopefully  upon  the  individual 
who  presents  himself  as  a candidate 
for  treatment  because  he  is  on  the 
verge  of  a personal  crisis  such  as  loss 
of  his  wife  or  job.  A good  prognosis  is 
also  extremely  doubtful  for  the  indi- 
vidual who  has  been  threatened  into 
treatment  because  of  his  deteriorat- 
ing physical  condition.  Here  we  are 
referring  to  what  has  been  labeled  as 
‘non-sick  regression.”  This  refers  to 
a state  of  mind  in  which  an  individual 
is  spending  time  each  day  for  himself 
by  putting  out  of  his  mind  all  feelings 
of  responsibility. 

Our  approach  requires  the  patient 
to  accept  a considerable  degree  of 
responsibility  for  his  treatment.  Ulti- 
mately, it  is  our  aim  that  the  patient 
eventually  be  able  to  control  his  im- 
pulse to  drink  by  himself  without 
needing  the  constant  reinforcement 
from  the  therapist,  medication,  or 
groups.  However,  we  do  realize  that 
many  patients  can  maintain  sobriety 
by  maintaining  a dependent  relation- 
ship with  an  outside  source. 

Some  of  our  patients  appear  to  be 
very  eager  to  lead  more  fruitful  lives. 
Yet  they  are  at  the  same  time  unable 
to  entertain  the  concept  of  total  abs- 
tinence from  alcohol  as  a necessary 
correlate.  We  tell  these  people  quite 
frankly  that  until  they  are  able  to  ac- 
cept this  concept,  the  dual  method  of 
therapy  cannot  be  utilized  to  help 
them  with  any  degree  of  success.  Be- 
cause the  patient  must  have  the  ca- 
pacity for  introspection,  self  observa- 
tion, self  criticism,  and  the  develop- 
ment of  self  control  over  impulses,  we 
do  not  feel  that  the  sociopath  is  a 
suitable  candidate.  This  type  of  ther- 
apy is  also  not  suitable  for  the  type  of 
individual  who  cannot  tolerate  a one 
to  one  relationship.  For  all  these  pa- 
tients, we  attempt  to  find  another 
method  for  the  treatment  of  his  al- 
cohol addiction  which  is  more  suited 
to  his  needs. 

After  the  decision  has  been  made  to 
initiate  dual  therapy  with  an  individ- 
ual patient,  we  then  introduce  him  to 


Emergency  tips 


Visual  Acuity 

Whenever  the  chief  complaint  refers  to  the  eye,  never  fail  to  record  an  appraisal  of 
visual  acuity  in  each  eye.  Although  values  from  a Snellen  chart  at  6 meters  and  33  cm 
are  the  ideal,  statements  such  as  “able  to  read  newsprint  at  33  cm  with  each  eye”  or 
“with  the  right  eye,  the  patient  is  unable  to  count  fingers  at  1 foot,  but  perceives  the 
direction  of  a light"  are  obviously  far  superior  to  no  record  at  all.  The  acuity  should 
be  evaluated  prior  to  any  manipulation  of  the  eye,  not  only  for  medicolegal  reasons, 
but  also  as  an  aid  in  the  followup  evaluation  of  the  treated  eye. 


Topical  Corticosteroids 

Topical  steroids  to  the  eye  have  no  place  in  the  armamentarium  of  the  emergency 
or  primary  care  physician,  except  at  the  direction  of  an  ophthalmologist,  because  of 
the  risk  of  precipitating  or  exacerbating  glaucoma,  cataracts,  or  corneal  infection  by 
bacteria  or  herpes  simplex.  Combination  medications  which  contain  steroids  should 
be  completely  avoided  and  eliminated  from  the  emergency  department.  Since 
neomycin  is  a common  allergen,  some  practitioners  choose  a neomycin-containing 
antibacterial  combination  which  also  contains  a steroid,  to  minimize  any  sensitivity 
reaction.  The  preferable  alternative  is  to  select  an  antibacterial  of  lesser  allergenic- 
ity. Topical  steroids  are  equally  hazardous  to  all  age  groups,  and  have  even  been 
implicated  in  the  development  of  glaucoma  in  infants. 

Earl  A.  Palmer,  M.D. 

Assistant  Professor  of  Surgery 
Division  of  Ophthalmology 
Assistant  Professor  of  Pediatrics 
Hershey 
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the  fact  that  he  will  be  relating  to  two 
therapists,  each  of  whom  has  a sepa- 
rate function  during  the  course  of 
treatment.  As  treatment  progresses, 
the  modus  operand!  of  the  addiction 
therapist  continues  to  be  to  keep  the 
patient’s  attention  focused  on  his 
misuse  of  alcohol  and  its  effect  on 
every  aspect  of  his  lifestyle.  Problems 
relating  to  authority,  sex,  interper- 
sonal relations,  career,  religion,  or 
physical  welfare  are  perse  referred  to 
the  psychotherapist  for  resolution. 
They  are  only  used  by  the  addiction 
therapist  to  point  out  the  ever 
present,  even  though  possibly  quies- 
cent, impulse  to  drink. 

The  aim  of  the  addiction  therapist  is 
to  be  alerted  constantly  to  the  possi- 
bility and  likelihood  of  his  being 
seized  with  an  impulse  to  have  a 
drink.  In  contrast  with  the  attitude  of 
many  others  who  deal  with  the  prob- 
lem of  alcohol  addiction,  we  do  not 
feel  reassured  when  the  patient  states 
that  he  has  no  desire  whatsoever  to 
have  a drink.  Instead,  it  is  our  strong 
conviction  that  until  the  patient  has 
experienced  the  strong  impulse  to 
have  a drink  under  a wide  variety  of 
circumstances,  he  has  not  yet  had  the 
opportunity  to  learn  how  to  deal  ef- 
fectively with  this  impulse,  to  recog- 
nize its  strength,  and  to  develop  some 
ability  to  refuse  acquiescence. 

In  our  experience,  the  main  work  of 
the  addiction  therapist  continues  for 
a period  of  about  three  to  six  months. 
After  this,  his  contacts  with  the  pa- 
tient become  much  less  frequent.  The 
psychotherapist  enters  the  treatment 
picture  after  the  first  few  weeks  of 
treatment  and  continues  his  relation- 
ship with  the  patient  in  the  more  tradi- 
tional manner  of  formal  insight 
psychotherapy.  He  proceeds  with  the 
treatment  of  the  patient’s  addiction  as 
a symptom  which  can  be  ignored 
while  the  patient’s  dynamics  are  stud- 
ied, his  defenses  mobilized,  and  his 
awareness  to  self  increased.  The 
psychotherapist  follows  the  more 
conventional  dynamic  psychothera- 
peutic model.  The  problems  associ- 
ated with  drinking  are  not  dealt  with 
by  the  psychotherapist.  Whenever 
specific  problems  associated  with 
the  drinking  problem  arise,  the  psy- 
chotherapist refers  them  to  the 
addiction  therapist.  Then  freed 
from  the  practical  aspects  of  attaining 


and  maintaining  sobriety,  the 
psychotherapist  can  be  freed  from 
moralistic  and  negative  judgmental 
attitudes  to  the  patient,  and  can  con- 
centrate on  treating  the  patient’s  per- 
sonal psychopathology  which,  in 
general,  involves  behavior  and 
suggestions  stemming  from  an  im- 
pulse disorder. 

At  this  point,  the  author  is  not 
in  a position  to  offer  a statistical 
evaluation  of  the  efficacy  of  this 
method.  This  results  from  the  fact  that 
we  have  screened  our  patients  very 
carefully  and  accepted  only  those 
whom  we  felt  would  benefit  from  this 
method  of  therapy.  Second,  we  have 
not  established  a control  group.  We 
have  arbitrarily  chosen  five  years’ 
time  as  a span  of  working  with  a pa- 
tient before  we  admit  failure.  By  the 
same  token,  we  have  not  considered 
treatment  to  be  successful  until  a pa- 


tient has  remained  abstinent  for  a 
period  of  five  years. 

Summary 

A unique  method  for  the  treatment 
of  alcohol  addiction  utilizes  two  ther- 
apists: one  of  whom  focuses  solely  on 
the  importance  and  pervasiveness  of 
alcohol  in  the  patient’s  life;  and  a 
second  therapist  who  treats  the  pa- 
tient's symptom  neurosis.  This  dual 
method  of  therapy  was  developed  be- 
cause we  do  not  believe  the  tradi- 
tional method  of  therapy  or 
psychoanalysis  affect  significantly 
the  course  of  alcohol  addiction. 
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Emergency  tips 

Subcutaneous  Emphysema  of  the  Head  and  Neck 

The  presence  of  subcutaneous  emphysema  of  the  head  and 
neck  in  association  with  injury  is  always  indicative  of  a rup- 
ture into  the  respiratory  tract.  When  present,  the  possibility  of 
a laryngeal  fracture  must  be  ruled  out.  However,  subcutane- 
ous emphysema  can  also  occur  with  fractures  about  the  face, 
especially  the  maxilla.  The  latter  may  present  dramatically  as 
a sudden  orbital  proptosis  following  a sneeze  or  blowing  of 
the  nose  in  an  individual  with  recent  head  trauma.  Often 
trauma  to  adjacent  sites  is  so  severe  or  otherwise  dramatic 
that  the  presence  of  the  subcutaneous  emphysema  is  even- 
tually forgotten  and  the  unsuspected  laryngeal  fracture  or 
tracheal  rupture  allowed  to  go  on  to  fibrosis  and  stenosis.  In 
this  stage  the  condition  is  particularly  difficult  to  correct. 

George  H.  Conner,  M.D. 

Professor  of  Surgery 

Chief  of  Otorhinolaryngology 

Hershey 

Topical  Anesthetics 

Use  topical  ocular  anesthetics  for  tonometry,  removal  of 
superficial  corneal  foreign  bodies,  and  as  an  aid  in  examining 
a painful,  blepharospastic  eye.  Topical  anesthetics  for  the  eye 
should  never  be  dispensed  for  patients’  self-administration! 
Repeated  administration  not  only  retards  corneal  epithelial 
healing,  but  may  also  result  in  a severe  keratopathy  which,  if 
bilateral,  might  require  hospitalization  for  treatment.  If  eye 
pain  from  a superficial  corneal  injury  does  not  respond  to 
patching  and  oral  analgesics,  a more  serious  problem  must 
be  suspected. 

Earl  A.  Palmer,  M.D. 

Assistant  Professor  of  Surgery 
Division  of  Ophthalmology 
Assistant  Professor  of  Pediatrics 
Hershey 
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544  Elm  St.,  Reading  19601 
Edmund  L.  Housel,  M.D.,  Secretary 
255  S.  17th  St.,  Philadelphia  19103 
Raymond  C.  Grandon,  M.D. 

131  State  St.,  Harrisburg  17101 
William  J.  Kelly,  M.D. 

721  Jenkins  Bldg.,  Pittsburgh  15222 
William  Y.  Rial,  M.D. 

Ill  Dartmouth  Ave.,  Swarthmore  19081 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 

Delegates  whose  Terms  Expire  1977 

Paul  S.  Friedman,  M.D. 

1422  Chestnut  St.,  Philadelphia  19102 
John  B.  Lovette,  M.D.  Vice  Chairman 
353  Market  St..  Johnstown  15901 
Matthew  Marshall,  Jr.,  M.D. 

570  Medical  Center  E. 

211  N.  Whitfield  St.,  Pittsburgh  15206 
Malcolm  W.  Miller,  M.D.,  Chairman 
230  Lankenau  Medical  Bldg.,  Philadelphia  19151 
Robert  N.  Moyers,  M.D. 

764  Kennedy  St.,  Meadville  16335 


Council  on  Medical  Service 

Ronald  M.  Bachman,  Director  of  Economic  Affairs 

Dale  E.  Yates,  Staff  Assistant 

Council  on  Professional  Relations  and  Services 
L.  Riegel  Haas,  Director  of  Professional  Relations 

Communications  Division 

Robert  L.  Lamb,  Director  of  Communications 

Mary  L.  Uehlein,  Managing  Editor,  PENNSYLVANIA  MEDICINE 

Robert  R.  Weiser,  Staff  Assistant 

Donna  F.  Wenger,  Staff  Assistant 

Educational  and  Scientific  Trust 
Alex  H.  Stewart,  Executive  Director 

Pennsylvania  Medical  Care  Foundation 

Larry  R.  Fosselman,  Executive  Director 

William  F.  S.  Orner,  Jr.,  Coordinator  of  Field  Services 

Rebecca  A.  Dimitroff,  Field  Representative 

Carmine  J.  Striano,  Field  Representative 

Educational  and  Scientific  Trust 

James  Z.  Appel,  M.D.,  Chairman 
305  North  Duke  St.,  Lancaster  17602 
George  E.  Farrar,  Jr.,  M.D., 

Village  2,  Tahoe  18,  New  Hope  18938 
Russell  B.  Roth,  M.D.,  Treasurer 
225  W.  25th  St.,  Erie  16502 
William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 
G.  Winfield  Yarnall,  M.D. 

1192  Lowther  Rd.,  Camp  Hill  17011 
Executive  D/recfor-Alex  H.  Stewart 

American  Medical  Association 

Alternate  Delegates  whose  Terms  Expire  1976 

Harry  V.  Armitage,  M.D. 

225  E.  24th  St.,  Chester  19013 
Robert  J.  Carroll,  M.D. 

3339  McClure  Ave.,  Pittsburgh  15212 
James  B.  Donaldson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 
Loraine  H.  Erhard,  M.D. 

211  N.  2nd  St.,  Clearfield  16830 
Richard  L.  Huber,  M.D. 

1736  Sanderson  Ave.,  Scranton  18509 
R.  Robert  Tyson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 

Alternate  Delegates  whose  Terms  Expire  1977 

Lawrence  D.  Ellis,  M.D. 

3515  5th  Ave.,  Pittsburgh  15213 
Henry  H.  Fetterman,  M.D. 

501  N.  17th  St.,  Allentown  18104 
Wayne  W.  Helmick,  M.D. 

349  New  York  Ave.,  Rochester  15074 
John  Helwig,  Jr.,  M.D. 

E.  Penn  & Wister  Sts.,  Philadelphia  19144 
David  J.  Keck,  M.D. 

210  E.  Main  St.,  Fairview  16415 

Staff  Assignment-dohn  F.  Rineman 
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Standing  Committees  Board  of  Trustees 

} Executive 

k George  A.  Rowland,  M.D.,  Chairman 
I 101  State  St.,  Millville  17846 
John  V.  Blady,  M.D. 

2201  B Franklin  Pkwy,  Philadelphia  19130 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
Leroy  A.  Gehris,  M.D. 

808  N.  3rd  St.,  Reading  19601 
William  J.  Kelly,  M.D. 

721  Jenkins  Bldg.,  Pittsburgh  15222 
David  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 
William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 
Staff  Assignment-John  F.  Rineman 

Finance 

Leroy  A.  Gehris,  M.D.,  Chairman 
808  N.  3rd  St.,  Reading  19601 
Donald  R.  Cooper,  M.D. 

3300  Henry  Ave.,  Philadelphia  19129 
Kenneth  L.  Cooper,  M.D. 

230  Dunbar  Rd.,  Williamsport  17701 
Raymond  C.  Grandon,  M.D. 

131  State  St.,  Harrisburg  17101 
David  J.  Keck,  M.D. 

210  E.  Main  St.,  Fairview  16415 
Staff  Assignment-Dav\6  H.  Small 

Publication 

David  J.  Keck,  M.D.,  Chairman 
210  E.  Main  St.,  Fairview  16415 
David  W.  Clare,  M.D. 

121  University  PI.,  Pittsburgh  15213 
Donald  R.  Cooper,  M.D. 

3300  Henry  Ave.,  Philadelphia  19129 
Orlo  G.  McCoy,  M.D. 

P.O.  Box  195,  Canton  17724 
Joseph  M.  Stowell,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Staff  Assignment-Mary  L.  Uehlein 

Special  Committees  Board  of  Trustees 

Benjamin  Rush  Awards 

Kenneth  L.  Cooper,  M.D.,  Chairman 
230  Dunbar  Rd.,  Williamsport  17701 
Richard  L.  Huber,  M.D. 

1736  Sanderson  Ave.,  Scranton  18509 
Carol  N.  Maurer,  M.D. 

15  Stewart  Rd.,  Oil  City  16301 
Joseph  M.  Stowell,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Staff  Assignment-L.  Riegel  Haas 

Distinguished  Service  Award 
George  P.  Rosemond,  M.D.,  Chairman 
3401  N.  Broad  St.,  Philadelphia  19140 
Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
Staff  Assignment-L.  Riegel  Haas 


Interspecialty  Committee 

Joseph  C.  Donnelly,  Jr.,  M.D.,  Chairman 
Rosario  Maniglia,  M.D.,  Vice  Chairman 

(Following  each  specialty  represented,  the  member  is  listed  first, 
the  alternate  second.) 

A//ergy-Martin  A.  Murcek,  M.D.,  Eastwood  Professional  Ctr., 
Greensburg  15601;  Gilbert  A.  Friday,  M.D.,  1901  Highgate  Rd., 
Pittsburgh  15241. 

Anesthesiology-Lou'is  J.  Hampton,  M.D.,  300  Highland  Ave., 
Hanover  17331;  Richard  S.  Wagner,  Jr.,  M.D.,  1411  Hillcrest  Rd., 
Lancaster  17603. 

Colon,  Rectal  Surgery-Hov/ard  Trimpi,  M.D.,  Liberty  Sq.  Med. 
Ctr.,  Allentown  18104;  Indru  T.  Khubchandani,  M.D.,  Liberty  Sq. 
Med.  Ctr.,  Allentown  18104. 

Derma fo/ogy-Herbert  M.  Parnes,  M.D.,  104  Erford  Rd.,  Camp  Hill 
17011;  Joseph  H.  Gerdes,  Jr.,  M.D.,  402  N.  2nd  St.,  Harrisburg 
17101. 

Family  Physicians-FrankWn  C.  Kelton,  M.D.,  500  Willow  Ave.,  Am- 
bler 19002;  Leroy  A.  Rodgers,  M.D.,  Conemaugh  Vly.  Mem.  Hosp., 
Johnstown  15905. 

Internal  Medici ne-John  L.  Atkins,  M.D.,  625  S.  George  Street, 
York  1 7403;  Donald  J.  Lowry,  M.D.,  425  N.  21  st  St.,  Plaza  21 , Camp 
Hill  17011. 

Neurosurgery-Henry  L.  Hood,  M.D.,  Geisinger  Med.  Ctr.,  Danville 
17821;  James  P.  Argires,  M.D.,  102  Pearl  St.,  Lancaster  17603. 
Obstetrics,  Gyneco/ogy-Leopold  Loewenberg,  M.D.,  2031  Locust 
St.,  Philadelphia  19103;  James  S.  Bates,  M.D.,  Geisinger  Med. 
Ctr.,  Danville  17821. 

Ophthalmology-Pau\  A.  Cox,  M.D.,  313  S.  Hanover  St.,  Carlisle 
17013;  Turgut  N.  Hamdi,  M.D.,  2004  Delancey  Place,  Philadelphia 
19103. 

Orthopaedics-Hobert  H.  Cram,  M.D.,  49  Hampton  Rd.,  Upper 
Darby  19082;  Willard  H.  Love,  Jr.,  M.D.,  2800  Green  St.,  Harris- 
burg 17110. 

Otolaryngology-Eugene  B.  Rex,  M.D.,  214  Lankenau  Med.  Bldg., 
Philadelphia  19151;  James  M.  Cole,  M.D.,  Geisinger  Med.  Ctr., 
Danville  17821. 

Clinical  Pathology-Hosario  Maniglia,  M.D.,  Holy  Spirit  Hosp., 
Camp  Hill  1701 1 ; James  M.  Smith,  M.D.,  Carlisle  Hospital,  Carlisle 
17013. 

Pediatrics-James  E.  Jones,  M.D.,  2645  N.  3rd  St.,  Ste.  150,  Harris- 
burg 17110;  Vacancy. 

Physical  Medicine  Rehabilitation-John  S.  Tennant,  M.D.,  Harris- 
burg Polyclinic  Hosp.,  Harrisburg  17105;  Robert  C.  Steinman, 
M.D.,  555  N.  Duke  St.,  Lancaster  17604. 

Plastic  Surgery-Thomas  J.  Nauss,  M.D.,  8 Church  St.,  Wilkes 
Barre  18702;  Harvey  W.  Austin,  M.D.,  2 Allegheny  Ctr.,  St.  636, 
Pittsburgh  15212. 

Psychiatry-Hex  A.  Pittenger,  M.D.,  369  Sunset  Rd.,  Pittsburgh 
15237;  Edward  C.  Leonard,  Jr.,  M.D.,  Roosevelt  & Adams  Ave., 
Philadelphia  19124. 

Radiology-C.  Jules  Rominger,  M.D.,  Misericordia  Hospital, 
Radiology  Dept.,  Philadelphia  19143;  Ross  H.  Smith,  Jr.,  M.D., 
101  Emerson  Ave.,  Pittsburgh  15215. 

Surgery-Robert  A.  Buyers,  M.D.,  1308  DeKalb  St.,  Norristown 
19401;  Alfred  S.  Frobese,  M.D.,  1245  Highland  Ave.,  Abington 
19001. 

Thoracic  Surgery-Joseph  C.  Donnelly,  Jr.,  M.D.,  315  Cherry  La.. 
Wynnewood  19096;  Robert  G.  Pontius,  M.D.,  135  Wilmar  Dr., 
Pittsburgh  15238. 

Uro/ogy-Robert  H.  Clymer,  M.D.,  301  S.  7th  Ave.,  West  Reading 
19602;  Joseph  T.  Marconis,  M.D.,  413  W.  Market  St.,  Pottsville 
17901. 

Joseph  M.  Stowell,  M.D.,  Board  Representative,  501  Howard  Ave., 
Altoona  16601. 

Staff  Assignment-Dona\d  N.  McCoy 
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Officers’  Conference 

R.  William  Alexander,  M.D.,  Chairman 
544  Elm  St.,  Reading  19601 
J.  Mostyn  Davis,  M.D. 

301  E.  Sunbury  St.,  Shamokin  17872 
William  E.  DeMuth,  M.D. 

Dept,  of  Surgery,  Hershey  Med.  Ctr., 

Hershey  17033 
George  R.  Fisher,  M.D. 

829  Spruce  St.,  St.  308,  Philadelphia  19107 
John  P.  Mraz,  M.D. 

225  W.  25th  St.,  Erie  16502 
Ex  Officio 

Orlo  G.  McCoy,  M.D.,  Board  Representative 
P.O.  Box  195,  Canton  17724 
David  S.  Masland,  M.D.,  President 
313  South  Hanover  St.,  Carlisle  17013 
Staff  Assignment-Robeii  L.  Lamb 

Committee  on  Quackery 

Orlo  G.  McCoy,  M.D.,  Chairman,  Board  Representative 
P.O.  Box  195,  135  N.  Center  St.,  Canton  17724 

Stephen  J.  Barrett,  M.D. 

842  Hamilton  St.,  Allentown  18101 
Thaddeus  Lekawa,  M.D. 

2801  N.  George  St.,  York  17402 

George  P.  Moses,  M.D. 

116  S.  Main  St.,  Towers  Bldg.,  Wilkes-Barre,  18701 

James  A.  Raub,  M.D. 

1099  Ohio  River  Blvd.,  Sewickley  15143 

John  P.  Whiteley,  M.D. 

Dept,  of  Pathology,  York  Hospital,  York  17405 
1 Vacancy 

Staff  Assignment-L.  Riegel  Haas 


Standing  Committees  State  Society 

Advisory  to  the  Auxiliary 
William  A.  Limberger,  M.D.,  Chairman 
Lenape  & Birmingham  Rds.,  West  Chester  19380 
Raiph  S.  Blasiole,  M.D. 

881  E.  Beau  St.,  Washington  15301 


A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
Peter  L.  Saras,  M.D. 

101  S.  Laurel  St.,  Hazleton  18201 
William  J.  West,  M.D. 

850  Walnut  Bottom  Rd.,  Carlisle  17013 
Staff  Assignment-Ar\ene  C.  Oyler 

Aid  to  Education 
Manuel  A.  Bergnes,  M.D.,  Chairman 
1735  W.  Main  St.,  Norristown  19401 
David  W.  Clare,  M.D. 

121  University  PI.,  Pittsburgh  15213 
James  A.  Collins,  Jr.,  M.D. 

Geisinger  Med.  Ctr.,  Danville  17821 
Staff  Assignment-A\ex  H.  Stewart 

Constitution  and  Bylaws 

Betty  L.  Cottle,  M.D.,  Chairman 
25  Sylvan  Drive,  Hollidaysburg  16648 
Leonard  F.  Schickling,  M.D. 

211  North  Second  Street,  Clearfield  16830 
Robert  N.  Moyers,  M.D. 

764  Kennedy  Street,  Meadville  16335 
John  L.  Kelly,  M.D. 

502  West  Front  Street,  Media  19063 
John  P.  Whiteley,  M.D. 

P.O.  Box  1014,  York  17405 
Ex  Officio 

G.  Winfield  Yarnall,  M.D.,  Secretary 
1192  Lowther  Rd.,  Camp  Hill  17011 
John  B.  Lovette,  M.D.,  Speaker 
353  Market  St.,  Johnstown  15901 
D.  Ernest  Witt,  M.D.,  Vice  Speaker 
Fifth  and  Park  Sts.,  Bloomsburg  17815 
Fred  Speaker,  Esq. 

Pepper,  Hamilton  & Scheetz 
10  South  Market  Sq. 

P.O.  Box  1181,  Harrisburg  17108 

John  F.  Rineman,  Executive  Vice  President 

Staff  Assignment-John  C.  Rogalski 

Discipline 

Arthur  C.  Crovatto,  M.D.,  Chairman 
924  Colonial  Ave.,  York  17403 
Eugene  W.  Herron,  M.D. 

5832  Lincoln  Ave.,  Export  15632 
William  J.  Kelly,  M.D. 

509  Liberty  Ave., 

721  Jenkins  Bldg.,  Pittsburgh  15222 
William  A.  Larkin,  M.D. 

30  Delaware  Ave.,  Uniontown  15401 
Theodore  H.  Mendell,  M.D. 

1930  Chestnut  St.,  Philadelphia  19103 
Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 
Staff  Assignment-John  C.  Rogalski 

Medical  Benevolence 

Leroy  A.  Gehris,  M.D. 

808  N.  3rd  St.,  Reading  19601 
Ralph  K.  Shields,  M.D. 

65  East  Elizabeth  Ave.,  Bethlehem  18018 
G.  Winfield  Yarnall,  M.D. 

1192  Lowther  Rd..  Camp  Hill  17011 
Vacancy 

Staff  Assignment-John  C.  Rogalski 


Susquehanna  Valley  Regional  Medical  Program 
Raymond  C.  Grandon,  M.D.,  Chairman 
131  State  St.,  Harrisburg  17101 
Kenneth  L.  Cooper,  M.D. 

230  Dunbar  Rd.,  Williamsport  17701 
Orlo  G.  McCoy,  M.D. 

P.O.  Box  195,  Canton  17724 
Harry  Prystowsky,  M.D. 

Hershey  Med.  Ctr.,  Hershey  17033 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 
Joseph  M.  Stowell,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Ex  Officio 

Leonard  Bachman,  M.D.,  Secretary  of  Health 
802  Health  & Welfare  Bldg.,  Harrisburg  17102 
David  S.  Masland,  M.D.,  President 
313  S.  Hanover  St.,  Carlisle  17013 
Staff  Assignment-John  F.  Rineman 
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Nominate  Delegates  and  Alternates  to  the  AMA 

John  L.  Steigerwalt,  M.D.  (Term  expires  1976),  Chairman 
, 1509  Montgomery  Ave.,  Rosemont  19010 
' Donald  E.  Harrop,  M.D.,  (Term  expires  1977),  Vice  Chairman 
750  S.  Main  St.,  Phoenixville  19460 
John  V.  Blady,  M.D.  (Term  expires  1978) 

! 2201  B Franklin  Pkwy.,  Philadelphia  19130 
John  G.  Hallisey,  M.D.  (Term  expires  1976) 
j 20th  & Davidson  Sts.,  Aliquippa  15001 
S Charles  K.  Zug,  III,  M.D.  (Term  expires  1978) 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment-John  F.  Rineman 

. Objectives 

Gerald  H.  Amsterdam,  M.D.  (Term  expires  1976) 

1 1201  OIney  Ave.,  Philadelphia  19141 
i John  Y.  Templeton  III,  M.D.  (Term  expires  1976) 

I 130  South  9th  St.,  Philadelphia  19107 
•j  Richard  I.  Darnell,  M.D.  (Term  expires  1977) 

I 130  N.  Main  St.,  New  Hope  18938 
I Irving  Williams,  M.D.  (Term  expires  1977) 

!i  College  Park,  Lewisburg  17837 
! Elmo  E.  Erhard,  M.D.  (Term  expires  1978) 

' 211  N.  2nd  St.,  Clearfield  16830 
John  L.  Kelly,  M.D.  (Term  expires  1978) 
j 502  W.  Front  St.,  Media  19063 
! Vacancy  (Term  expires  1979) 

Staff  Ass/gnmenf-Joselyn  A.  Loy 

I Relationships  with  Allied  Professions 

Carmela  F.  deRivas,  M.D.,  Chairman 
] 700  Joseph  Dr.,  Wayne  19087 
I Paul  L.  Shallenberger,  M.D. 

I Guthrie  Clinic,  Sayre,  18840 
John  W.  Tull,  M.D. 

469  W.  Market  St.,  York  17404 
Virginia  E.  Washburn,  M.D. 

I 747  Pine  Tree  Rd.,  Pittsburgh  15243 
Fred  S.  Wilson,  M.D. 

1338  Jericho  Rd.,  Abington  19001 
Staff  Assignment-Kenneth  B.  Jones 


Special  Committees  State  Society 

Medicine,  Religion  and  Bioethics 

Wilbur  E.  Flannery,  M.D.,  Chairman 
24  E.  Grant  St.,  New  Castle  16101 
Sandra  M.  Clark,  M.D. 

137  W.  Main  St.,  Clarion  16214 
Arthur  B.  Davenport,  M.D. 

74  Elm  St.,  Tunkhannock  18657 
David  W.  Doupe,  M.D. 

3906  Cochran  St.,  Erie  16508 
Joseph  G.  English,  M.D. 

324  Tinsman  Ave.,  Williamsport  17701 
Don  C.  Follmer,  M.D. 

1245  Beverly  Ave.,  Bethlehem  18018 
Henry  A.  Greenawald,  M.D. 

4918  Locust  Lane,  Harrisburg  17109 
Gabriel  M.  Lizak,  M.D. 

415  W.  Market  St.,  Pottsville  17901 
Jay  W.  MacMoran,  M.D. 

435  Righter’s  Mill  Rd,,  Narberth  19072 
Mark  S.  Reed,  M.D. 

Reading  Hosp.,  Reading  19603 
Charles  W.  Rohrbeck,  M.D. 

251  Easterly  Pkwy.,  State  College  16801 
Ferdinand  L.  Soisson,  Jr.,  M.D. 

353  Market  St.,  Johnstown  15901 
Vincent  G.  Stenger,  M.D. 

Ob/Gyn  Dept.,  Hershey  Med.  Ctr. 

Hershey  17033 

Consultants 

The  Rev.  Donald  E.  Adams 

P.O.  Box  2557,  Harrisburg  17105 

The  Rev.  Richard  B.  McCune,  Director  of  Pastoral  Care 
Harrisburg  Hospital 
Harrisburg  17101 

The  Rev.  Laurie  Roberts,  Interim  Director 

Pastoral  Care,  Harrisburg  Hospital 

Harrisburg  17101 

Rabbi  Jeffrey  A.  Wohiberg 

Front  and  Wisconisco  Sts.,  Harrisburg  17110 

Staff  Ass/gnmenf-Joselyn  A.  Loy 


Administrative  Councils 


Council  on  Education  and  Science 


James  A.  Raub,  M.D.,  Chairman 
1099  Ohio  River  Blvd.,  Sewickley  15143 
David  W.  Kistler,  M.D.,  Vice  Chairman 
245  E.  South  St.,  Wilkes-Barre  18702 
Gerald  L.  Andriole,  M.D. 

10  W.  Broad  St.,  Hazleton  18201 
Mark  Berger,  M.D. 

4341  Union  Deposit  Rd.,  Harrisburg  17109 
William  E.  DeMuth  Jr.,  M.D. 

Hershey  Med  Ctr.,  Hershey  17033 
Paul  W.  Dishart,  M.D. 

3036  Sturbridge  Ct.,  Allison  Park  15101 
Frederick  D.  Fister,  M.D. 

R.D.  2,  Wescosville  18106 
William  C.  Grasley,  M.D. 

938  S.  Sparks  St.,  State  College  16801 
Arthur  H.  Hayes,  Jr.,  M.D. 

Hershey  Med.  Ctr.,  Hershey  17033 


Abram  M.  Hostetter,  M.D. 

1736  E.  Chocolate  Ave.,  Hershey  17033 
Roland  A.  Loeb,  M.D. 

Box  1724,  Lancaster  17604 
David  G.  Moyer,  III,  M.D. 

701  W.  Main  St.,  Lansdale  19446 
Herbert  C.  Perlman,  M.D. 

1104  Fleetwood  Dr.,  Carlisle  17013 
Jacob  Schut,  M.D. 

173  Edge  Hill  Road,  Bala  Cynwyd  19004 
Nathan  Sussman,  M.D. 

805  N.  2nd  St.,  Harrisburg  17102 
Samuel  G.  Watterson,  M.D. 

430  Stonycreek  St.,  Boswell  15531 
Theodore  L.  Yarboro,  M.D. 

755  Division  St.,  Sharon  16146 
Nikitas  J.  Zervanos,  M.D. 

Lancaster  General  Hosp.,  Lancaster  17602 
1 Vacancy 
Ex  Officio 

Carol  N.  Maurer,  M.D.,  Board  Representative 
15  Stewart  Rd.,  Oil  City  16301 
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Consultants: 

Alcoholism-Abraham  J.  Twerski,  M.D. 

St.  Francis  General  Hosp.,  Pittsburgh  15201 
Pr/sons-James  A.  Collins,  Jr,  M.D. 

Geisinger  Med.  Ctr.,  Danville  17821 
Staff  Assignment-LeRo^  C.  Erickson 

Commission  on  Accreditation 

Frederick  D.  Fister,  M.D.,  Chairman 
R.D.  2,  Wescosville  18106 
David  W.  Kistler,  M.D.,  Vice  Chairman 
245  E.  South  St.,  Wilkes-Barre  18702 
John  H.  Esbenshade,  II,  M.D. 

525  N.  Duke  St.,  Lancaster  17602 
Joseph  E.  Imbriglia,  M.D. 

934  Cedar  Grove  Rd..  Wynnewood  19096 
Thomas  L.  Leaman,  M.D. 

Hershey  Med.  Ctr.,  Hershey  17033 
Rex  A.  Pittenger,  M.D. 

369  Sunset  Rd.,  Pittsburgh  15237 
Herman  W.  Rannels,  M.D. 

777  Rural  Ave.,  Williamsport  17701 
Staff  Assignment-Ve\ma  L.  McMaster 

Commission  on  Education  and  Manpower 

Samuel  G.  Watterson,  M.D.,  Chairman 

430  Stoneycreek  St.,  Boswell  15531 

Abram  M.  Hostetler,  M.D.,  Vice  Chairman 

1736  E.  Chocolate  Ave.,  Hershey  17033 

Thomas  F.  Fletcher,  Jr,  M.D. 

Harrisburg  Hospital,  Harrisburg  17101 
Albert  L.  Lamp,  M.D. 

232  W.  25th  St.,  Erie  16502 
Wilbur  W.  Oaks,  Jr.,  M.D. 

230  N.  Broad  St.,  Philadelphia  19102 
Paul  C.  Royce,  M.D. 

Guthrie  Clinic  Ltd.,  Sayre  18840 
George  B.  Voigt,  M.D. 

Lee  Hospital,  Johnstown  15901 
Staff  Assignment-Kennetb  B.  Jones 


Commission  on  Emergency  Medical  Services 

William  E.  DeMuth,  Jr,  M.D.,  Chairman 
Hershey  Med.  Ctr.,  Hershey  17033 
William  C.  Grasley,  M.D.,  Vice  Chairman 
938  S.  Sparks  St.,  State  College  16801 
H.  Arnold  Muller,  M.D. 

Hershey  Med.  Ctr,,  Hershey  17033 
John  R.  Paluso,  M.D. 

874  N.  Main  St.,  Washington  15301 
Lewis  T.  Patterson,  M.D. 

Polyclinic  Hospital,  Harrisburg  17105 
Charles  C.  Wolferth,  Jr,  M.D. 

2401  Pennsylvania  Ave.,  Suite  2C45,  Philadelphia  19130 
William  B.  Yeagley,  M.D. 

1056  Mansfield  Ave.,  Indiana  15701 

Staff  Assignment-Kennetb  B.  Jones 

Commission  on  Therapeutics 
Arthur  H.  Hayes,  Jr,  M.D.,  Chairman 
Hershey  Med.  Ctr.,  Hershey  17033 
Jacob  Schut,  M.D.,  Vice  Chairman 
173  Edge  Hill  Road,  Bala  Cynwyd  19004 
Robert  J.  Bower,  M.D. 

2052  Waterloo  Rd.,  Berwyn  19312 


Stanley  C.  Glauser,  M.D. 

630  Richards  Rd..  Wayne  19087 

G.  Clayton  Kyle,  M.D. 

Univ.  Pa.,  212  Maloney  Bldg.,  Philadelphia  19104 
Peere  C.  Lund,  M.D. 

1086  Franklin  St.,  Johnstown  15905 

Paul  L.  McLain,  M.D. 

Univ.  Pittsburgh  Sch.  Med.,  Pittsburgh  15213 
Lewis  C.  Mills,  Jr,  M.D. 

230  N.  Broad  St..  Philadelphia  19102 

David  S.  Smith,  M.D. 

2600  N.  Lawrence  St.,  Philadelphia  19133 
Staff  Assignment-ye\ma  L.  McMaster 

Council  on  Governmental  Relations 

Donald  E.  Harrop,  M.D.,  Chairman 
750  S.  Main  St.,  Phoenixville  19460 
Michael  P.  Levis,  M.D.,  Vice  Chairman 
4725  McKnight  Road,  Pittsburgh  15237 
R.  William  Alexander,  M.D. 

544  Elm  St.,  Reading  19601 
Leonard  Bachman,  M.D. 

P.O.  Box  90,  Harrisburg  17120 
Robert  J.  Carroll,  M.D. 

3339  McClure  Ave.,  Pittsburgh  15212 
Paul  A.  Cox,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 
Herbert  Fellerman,  M.D. 

116  S.  Main  St.,  Wilkes-Barre  18701 

H.  Keith  Fischer,  M.D. 

5450  Wissahickon  Ave.,  A110,  Philadelphia  19144 
Charles  A.  Heisterkamp  III,  M.D. 

721  N.  Duke  St.,  Lancaster  17602 
James  Preston  Hoyle,  M.D. 

226  S.  Third  St.,  Lewisburg  17837 
Lawrence  J.  Mellon,  Jr.,  M.D. 

845  Kedron,  Morton  19070 
David  I.  Thompson,  M.D. 

804  Belvedere  St.,  Carlisle  17013 
Bernard  B.  Zamostien,  M.D. 

1335  Tabor  Rd.,  Suite  303,  Philadelphia  19141 
Ex  Officio 

David  W.  Clare,  M.D.,  Board  Representative 
121  University  PI.,  Pittsburgh  15213 
Staff  Assignment-Robert  H.  Craig,  Jr. 


Commission  on  Forensic  Medicine 

Donald  E.  Harrop,  M.D.,  Chairman 
750  S.  Main  St.,  Phoenixville  19460 
Thomas  W.  Bonekemper,  M.D. 

Fifth  & Penn  Sts.,  Pennsburg  18073 
G.  Edwin  Byers,  M.D. 

1001  S.  George  St.,  York  17405 
Alan  L.  Dorian,  M.D. 

1308  DeKalb  St.,  Norristown  19401 
George  E.  Hudock,  Jr.,  M.D. 

51  E.  Valley  View  Dr.,  Courtdale  18704 
Brooke  Roberts,  M.D. 

3400  Spruce  St.,  Philadelphia  19104 
Ralph  J.  Stalter,  M.D. 

St.  Francis  Hosp.,  Ste  2-B,  Pittsburgh  15201 

Jerry  Zaslow,  M.D. 

6735  Harbison  Ave.,  Philadelphia  19149 
Staff  Assignment-Robert  H.  Craig,  Jr. 
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I Council  on  Medical  Service 

1 Henry  H.  Fetterman,  M.D.,  Chairman 
; 501  N.  17th  St.,  Allentown  18104 
I John  J.  Danyo,  M.D.,  Vice  Chairman 
■ 908  S.  George  St.,  York  17403 
Joseph  N.  Demko,  M.D. 

I 300  Meadow  Ave.,  Scranton  18505 
Lester  A.  Dunmire,  M.D. 

4800  Friendship  Ave.,  Pittsburgh  15224 
Wayne  W.  Helmick,  M.D. 

349  New  York  Ave.,  Rochester  15074 
i John  Helwig,  Jr.,  M.D. 
i Germantown  Disp.  and  Hospital, 

J E.  Penn  and  Wister  Sts.,  Philadelphia  19144 
I Webb  S.  Hersperger,  M.D. 

800  Belvedere  St.,  Carlisle  17013 
J.  Scott  Hommer,  M.D. 

2500  Fifth  St.,  Altoona  16601 
John  G.  Pontius,  M.D. 

129-131  E.  Frederick  St.,  Lancaster  17602 
Robert  A.  Schein,  M.D. 

! 5257  Greenridge  Dr.,  Pittsburgh  15236 
John  L.  Steigerwalt,  M.D. 

1509  Montgomery  Ave.,  Rosemont  19010 
I R.  Robert  Tyson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 
Charles  K.  Zug,  III,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Ex  Officio 

Richard  L.  Huber,  M.D.,  Board  Representative 
1736  Sanderson  Ave.,  Scranton  18509 
Staff  Assignment-Ronal6  M.  Bachman 


Commission  on  Health  Planning 
John  L.  Steigerwalt,  M.D.,  Chairman 
1509  Montgomery  Ave.,  Rosemont  19010 
E.  R.  Browneller,  M.D. 

Geisinger  Medical  Center,  Danville  17821 
Matthew  S.  Cappuccio,  M.D. 

1809  S.  12th  St.,  Philadelphia  19148 
Frederick  R.  Franke,  M.D. 

4800  Friendship  Ave.,  Pittsburgh  15224 
James  H.  Hammett,  M.D. 

R.D.  1,  Fairfield  17320 
David  J.  Jones,  M.D. 

1001  S.  George  St.,  York  17405 
Paul  F.  Kase,  M.D. 

1009  Rolleston  St.,  Harrisburg  17104 

I.  K.  Kline,  M.D. 

Lankenau  Medical  Bldg.,  Philadelphia  19151 
Ray  Laverne  Landis,  M.D. 

69  College  Ave.,  Factoryville  18419 
R.  Edward  Steele,  M.D. 

92  Tuscarora  St.,  Harrisburg  17104 
Staff  Assignment-Da\e  E.  Yates 

Commission  on  Professional  Liability  Insurance 
John  J.  Danyo,  M.D.,  Chairman 
908  S.  George  St.,  York  17403 


John  Helwig,  Jr.,  M.D. 

Germantown  Disp.  and  Hospital, 

E.  Penn  and  Wister  Sts.,  Philadelphia  19144 
David  H.  Kohl,  M.D. 

250  N.  Water  St.,  Kittanning  16201 
Robert  L.  Lasher,  M.D. 

1611  Peach  St.,  Suite  225,  Erie  16501 
J.  Campbell  Martin,  M.D. 

Bloomsburg  Hospital,  Bloomsburg  17815 
Walter  W.  Nagle,  M.D. 

1237  Providence  Rd.,  Rosetree,  Media  19063 

John  Pirris,  M.D. 

416  Wilson  Ave.,  Washington  15301 

Paul  L.  Shallenberger,  M.D. 

Guthrie  Clinic,  Sayre  18840 
Ralph  L.  Shields,  M.D. 

880  Laurel  Dr..  Bethlehem  18017 
Ralph  J.  Stalter,  M.D. 

St.  Francis  Hospital,  Suite  2-B,  Forty-fifth  St., 

Pittsburgh  15201 

Paul  H.  Wengrovitz,  M.D. 

251  Easterly  Pkwy.,  State  College  16801 
Irving  Williams,  M.D. 

College  Park,  Lewisburg  17837 
Staff  Ass/grrmerrf-Ronald  M.  Bachman 


Council  on  Professional  Relations 
and  Services 

Robert  Poole,  M.D.,  Chairman 
419  N.  Franklin  St.,  West  Chester  19380 
John  C.  Cwik,  M.D.,  Vice  Chairman 
1086  Franklin  St.,  Johnstown  15905 
All  A.  Alley,  M.D. 

109  Mulberry  St.,  Berwick  18603 
Harry  D.  Bikle,  M.D. 

1080  Beech  Ave.,  Hershey  17033 
Stanley  N.  Cohen,  M.D. 

Suite  1104,  255  S.  17th  St.,  Philadelphia  19103 
Donald  G.  Crawford,  M.D. 

4918  Locust  Lane,  Harrisburg  17109 
James  B.  Donaldson,  M.D. 

3401  N,  Broad  St.,  Philadelphia  19140 
Lawrence  D.  Ellis,  M.D. 

3515  5th  Ave.,  Pittsburgh  15213 
David  F.  Gillum,  M.D. 

114  East  Ave.,  Wellsboro  16901 
Thaddeus  Lekawa,  M.D. 

2801  N.  George  St.,  York  17402 
Regis  M.  Maher,  M.D. 

30  Delaware  Ave.,  Uniontown  15401 
William  A.  Shaver,  M.D. 

618  Cornwall  Rd.,  Lebanon  17042 
Donald  G.  Urban,  M.D. 

100  S.  High  St.,  Newville  17241 
Ex  Officio 

Raymond  C.  Grandon,  M.D.,  Board  Representative 
131  State  St.,  Harrisburg  17101 
Staff  Assignment-L.  Riegel  Haas 
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Pennsylvania  Medical  Care  Foundation 

Board  of  Directors 


Mr.  Robert  A.  Albright,  Secretary 

Vice  President,  U.S.  Steel  and  Carnegie  Pension  Fund. 

Room  2684,  600  Grant  Street, 

Pittsburgh,  Pennsylvania  15230 

J.  Reed  Babcock,  M.D. 

421  North  Allegheny  Street 
Bellefonte,  Pennsylvania  16823 

The  Honorable  Leonard  Bachman,  M.D. 

Secretary,  Pennsylvania  Department  of  Health 
Commonwealth  of  Pennsylvania 
802  Health  & Welfare  Building 
Harrisburg,  Pennsylvania  17120 

Howard  W.  Baker,  M.D. 

Vice  President,  Provider  Relations, 

Philadelphia  Blue  Cross,  1333  Chestnut  Street, 
Philadelphia,  Pennsylvania  19107 

Mr.  Warren  E.  Barnhart 

3511  Tyson  Rd. 

Newton  Square,  Pennsylvania  19073 

Donald  C.  Brown,  M.D. 

Greengate  Professional  Bldg., 

Route  30  West, 

Greensburg,  Pennsylvania  15601 

Joseph  N.  Demko,  M.D.,  Vice  President 
300  Meadow  Avenue, 

Scranton,  Pennsylvania  18505 

Robert  B.  Edmiston,  M.D. 

Executive  Vice  President,  Professional  Affairs 
Pennsylvania  Blue  Shield 
Camp  Hill,  Pennsylvania  17011 

Henry  H.  Fetterman,  M.D. 

501  North  Seventeenth  Street, 

Allentown,  Pennsylvania  18104 

George  R.  Fisher,  III,  M.D. 

Suite  308,  829  Spruce  Street, 

Philadelphia,  Pennsylvania  19107 

James  Harris,  M.D., 

Acting  Deputy  Secretary 

Division  of  Mental  Health  and  Medical  Services, 
Pennsylvania  Department  of  Public  Welfare 
308  Health  and  Welfare  Building 
Harrisburg,  Pennsylvania  17120 

Mrs.  Frankie  M.  Jeter 

Welfare  Rights  Organization,  451  Century  Building, 
Seventh  Street  at  Penn  Avenue, 

Pittsburgh,  Pennsylvania  15222 

F.  Peter  Kohler,  M.D. 

314  Avon  Road 

Bryn  Mawr,  Pennsylvania  19010 

Sidney  O.  Krasnoff,  M.D.,  President 
1351  West  Tabor  Road 
Philadelphia,  Pennsylvania  19141 


Mr.  Vincent  Lechner 

Director,  American  Sterilizer  Company 
P.O.  Box  2026,  Erie,  Pennsylvania  16512 

Matthew  Marshall,  Jr.,  M.D. 

570  Medical  Center  East,  211  North  Whitfield  Street, 
Pittsburgh,  Pennsylvania  15206 

Marvin  Maser,  D.D.S. 

1401  DeKalb  Street 
Norristown,  Pennsylvania  19401 

Mr.  John  E.  McGrady,  Jr. 

Senior  Vice  President  - Administration 
Blue  Cross  of  Western  Pennsylvania. 

1 Smithfield  Street, 

Pittsburgh,  Pennsylvania  15222 

George  R.  Moffitt,  Jr.,  M.D. 

92  Tuscarora  Street, 

Harrisburg,  Pennsylvania  17104 

Joseph  J.  Namey,  D.O. 

3750  West  26th  Street, 

Erie,  Pennsylvania  16506 

Mr.  Edward  H.  Noroian 

President,  Board  of  Trustees, 

Presbyterian-University  Hospital,  230  Lothrop  Street, 
Pittsburgh,  Pennsylvania  15213 

William  G.  Ridgway,  M.D. 

115  North  Ninth  Street, 

Akron,  Pennsylvania  17501 

William  C.  Ryan,  M.D. 

105  W.  Church  St., 

Somerset,  Pennsylvania  15501 

Raymond  J.  Saloom,  D.O. 

301  Prairie  Street, 

Harrisville,  Pennsylvania  16038 

Sydney  E.  Sinclair,  M.D. 

608  Highland  Terrace, 

Williamsport.  Pennsylvania  17701 

Mr.  Albert  W.  Speth 

Administrator,  Lock  Haven  Hospital, 

Lock  Haven,  Pennsylvania  17745 

Robert  B.  Stuart,  M.D. 

1 565  West  38th  Street, 

Erie,  Pennsylvania  16508 

John  H.  Updegrove,  M.D. 

2056  Fairview  Avenue 
Easton,  Pennsylvania  18042 

Virginia  E.  Washburn,  M.D. 

747  Pinetree  Road 
Pittsburgh,  Pennsylvania  15243 

Bernard  B.  Zamostien,  M.D. 

1335  Tabor  Rd.,  Suite  303 
Philadelphia,  Pennsylvania  19141 

Staff  Assignment-Larry  R.  Fosselman 
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Pennsylvania  Medical  Cooperative 
Board  of  Directors 


H.  Robert  Davis,  M.D.,  President 
112  Fourth  Street 

Boiling  Springs,  Pennsylvania  17007 


Kenneth  L.  Cooper,  M.D. 

230  Dunbar  Road 
Williamsport,  Pennsylvania  17701 


David  F.  Gillum,  M.D. 

114  East  Avenue 
Wellsboro,  Pennsylvania  16901 


Robert  N.  Moyers,  M.D.,  Vice  President 
764  Kennedy  Street 
Meadville,  Pennsylvania  16335 


I Robert  Poole,  M.D.,  Secretary 
j 419  North  Franklin  Street 

West  Chester,  Pennsylvania  19380 


John  F.  Rineman,  Treasurer 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 


James  B.  Donaldson,  M.D. 

3401  North  Broad  Street 
Philadelphia,  Pennsylvania  19140 


Leo  C.  Eddinger,  M.D. 

951  North  Fourth  Street 
Allentown,  Pennsylvania  18102 


Lawrence  D.  Ellis,  M.D. 

3515  Fifth  Avenue 
Pittsburgh,  Pennsylvania  15213 

Ulysses  E.  Watson,  M.D. 

Eastern  Pennsylvania 
Psychiatric  Institute 
Henry  Avenue  & Abbottsford  Road 
Philadelphia,  Pennsylvania  19129 


Richard  L.  Huber,  M.D. 

1736  Sanderson  Avenue 
Scranton,  Pennsylvania  18509 


Thaddeus  Lekawa,  M.D. 

2801  North  George  St. 
York,  Pennsylvania  17402 


George  A.  Rowland,  M.D. 

101  State  Street 

Millville,  Pennsylvania  17846 


Staff  Assignment-Jack  R.  Hogan,  General  Manager 


Cooperative  Offices  Located  at;  361 7B  Simpson  Ferry  Road 

Camp  Hill,  Pa.  17011 
Telephone:  (717)  761-8215 
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Pennsylvania  Medical  Society 
1976  Officers  Conference 

Wednesday  April  21,  beginning  at  1 p.m. 
Concluding  Thursday,  April  22  at  noon 
Host  Inn,  Harrisburg,  Pa. 
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When  impotence  due  to 


androgenic  deficiency 


\ 

/ 


is  driving  them  apart 

Android-  5= 
Android  - 10 
Android  - 25 


Methyltestosterone  N.F.  — 5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  17fl-Hydroxy-17- 
Methylandrost-4-en-3-one  ACTIONS:  Methyltestosterone 
is  an  oil  soluble  androgenic  hormone  INDICATIONS:  In  the 
male:  1 . Eunuchoidism  and  eunichism.  2.  Male  climacteric 
symptoms  when  these  are  secondary  to  androgen  defi- 
ciency. 3.  Impotence  due  to  androgenic  deficiency.  4.  Post- 
puberal  cryptorchidism  with  evidence  of  hypogonadism. 
Cholestatic  hepatitis  with  jaundice  and  altered  liver  function 
tests,  such  as  increased  BSP  retention,  and  rises  in  SGOT 
levels,  have  been  reported  after  Methyltestosterone.  These 
changes  appear  to  be  related  to  dosage  of  the  drug.  There- 
fore, in  the  presence  of  any  changes  in  liver  function  tests, 
drug  should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid  retention. 
This  may  present  a problem,  especially  in  patients  with  com- 
promised cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of 
increasing  the  nervous,  mental,  and  physical  activities 
beyond  the  patient's  cardiovascular  capacity. 
CONTRAINDICATIONS:  Contraindicated  in  persons  with 
known  or  suspected  carcinoma  of  the  prostate  and  in  car- 
cinoma of  the  male  breast.  Contraindicated  in  the  presence 
of  severe  liver  damage.  WARNINGS:  If  priapism  or  other 
signs  of  excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or  excessive 
dosage  may  cause  inhibition  of  testicular  function,  with  resul- 
tant oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensitivity 
and  gynecomastia  may  occur  rarely.  PBI  may  be  decreased 
in  patients  taking  androgens.  Hypercalcemia  may  occur, 
particularly  during  therapy  for  metastatic  breast  carcinoma. 
If  this  occurs,  the  drug  should  be  discontinued.  ADVERSE 
REACTIONS:  Cholestatic  jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume  • Hypercalcemia  particularly  in 
patients  with  metastatic  breast  carcinoma.  This  usually  indi- 
cates progression  of  bone  metastases  • Sodium  and  water 
retention  • Priapism  • Virilization  in  female  patients  • Hyper- 
sensitivity  and  gynecomastia.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  strictly  individualized, 
as  patients  va|7  widely  in  requirements.  Daily  requirements 
are  best  administered  in  divided  doses.  The  following  is 
suggested  as  an  average  daily  dosage  guide.  In  the  male: 
Eunuchoidism  and  eunuchism,  10  to  40  mg.;  Male  climac- 
teric symptoms  and  impotence  due  to  androgen  deficiency, 
10  to  40  mg.;  Postpuberal  cryptorchism,  30  mg.  HOW 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 

Write  for  Literature  and  Sampies 

I BKOVJium  the  brown 

PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Anabolic  Stimulant 
Increased  Muscular  Tone 
Osteoporosis 

EACH  ANDROID-G  TABLET  CONTAINS: 


Ethinyl  Estradiol 0.005  mg 

Melhylteslosterone 1 .25  mg 

L-lysine  100  mg 

Nicotinic  Acid 12.5  mg 

Iron  (from  Ferrous  Sulfate) 2.82  mg 

Vitamin  A 2.500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg 

Riboflavin 2.5  mg 

Ascorbic  Acid  25.0  mg 

Folic  Acid 0.1  mg 

Vitamin  B-12  1.5  meg 

Methionine 12  mg 

Choline  Bitartrale 15  mg 

Inositol 10  mg 

Calcium  Pantothenate 2.5  mg 

Pyridoxine  0.25  mg 

Copper  (from  Copper  Sulfate) 0.25  mg 

Zinc  (from  Zinc  Oxide) 0.25  mg 

Iodine  (from  Potassium  Iodide 0.075  mg 

Calcium  (from  Dicalcium  Phosphate 72.5  mg 

Phosphorus  (from  Dicalcium  Phosphate) 55  mg 

Potassium  (from  Potassium  Sulfate) 2.5  mg 

Manganese  (from  Manganese  Sulfate)  0.5  mg 

Magnesium  (from  Magnesium  Sulfate) 0.5  mg 


ACTION  AND  USES  — DOSAGE;  1 tablet  after  breakfast 
and  supper,  or  as  required.  In  females.  3-week  courses  of 
therapy  are  recommended  followed  by  a 1-week  rest  period. 
Withdrawal  bleeding  may  occur  during  the  rest  period. 
PRECAUTIONS:  Administer  cautiously  to  female  patients 
who  tend  to  develop  excessive  hair  growth  or  other  signs  of 
masculinization.  CONTRAINDICATIONS:  Patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as  in 
carcinoma  of  the  breast,  genital  tract,  or  prostate,  and  in 
patients  with  a familial  tendency  to  these  types  of 
malignancy  AVAILABLE;  Bottles  of  100  and  500  tablets. 
Rxonly. 


I Write  for  Literature  and  Samples 

I < jhe  brown 

PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street.  Los  Angeles.  California  90057 


PRE-REGISTER  NOW 
21st  ANNUAL 

MEDICLINICS 

POSTGRADUATE 
MEDICAL  REFRESHER  COURSE 

MARCH  1 - 1 2,  1 976 
Fort  Lauderdale,  Florida 

Headquarters:  Galt  Ocean  Mile  Hotel 

Sponsored  by  Florida  Academy  of  Family  Practice  and  the  Broward 
Medical  Center. 

Accepted  for  50  hours  of  credit  by  the  American  Academy  of  Family 
Practice. 

Registration  information:  MEDICLINICS  All  types  hotels  and  motels  available 

832  Central  Medical  Building  TWO  FULL  WEEKS 

Saint  Paul,  Minnesota  55104 

Registration  Fee:  $300.00 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  . . . 100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg 

l-Glutamic  Acid  ....;.  .50  mg.  • Niacinamide  5 mg 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin 
gling  sensation  after  taking  a higher  potency  nicotinic  acid 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

the  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


PMS-AMA  Membership  Categories,  Dues  at  a Giance 


The  PMS  Benefits  designated  below  as  'all  ' include  participa- 
tion in  or  eligibility  for: 

Appointment  to  commissions,  committees  and  councils;  elec- 
tion to  office;  the  right  to  vote 
Automobile  Leasing  Program 
Discount  magazine  subscription  program 
Group  insurance  programs 

PMS  Professional  Liability  Insurance  Program 
Disability  Income  Plans 
Exceptional  Risk  Disability  Income  Plan 
Executive  Major  Medical  Coverage 
Excess  Major  Medical  Coverage 
Business  Overhead  Expense  Plan 
Accidental  Death  and  Dismemberment  Plan 
Individual  Life  Insurance  Program 
Group  Life  Insurance  for  Professional  Corporations 
Hospital  Indemnity  Program 
Workmen's  Compensation  Dividend  Plan 
Medical  Benevolence  Fund 
Medical  Education  Resource  Center 
Educational  Fund 

Pennsylvania  Medical  Continuing  Education  Institute 
Pennsylvania  Medical  Care  Foundation 
PSRO  Information 

Legal  opinions  on  medico-legal  questions 

Counsel  on  questions  of  medical  ethics 

Peer  review  on  request  in  disputes  involving  third  parties 

Input  on  legislative  matters  through  an  effective  lobby 

Medical  Staff  Bylaws  Information 

Pennsylvania  Medical  Cooperative 

PENNSYLVANIA  MEDICINE 


Physician  Placement  Service 
PaMPAC 

Speech  writing  service 

Public  Relations  Counsel 

Free  Health  Education  pamphlets 

There  are  other  programs  and  services  in  addition  to  those 
listed. 

Membership  Classifications 
PMS  and  AMA  Dues  Purposes 

ACTIVE  MEMBER  - Any  physician  who  is  fully  licensed  to  practice 
medicine  and  surgery  in  the  Commonwealth  of  Pennsylvania 
and  is  a member  of  a component  society.  Also,  any  physician 
who  is  employed  full-time  by  the  federal  government  in  a civil- 
ian or  military  capacity  and  does  not  hold  an  unrestricted 
license  to  practice  medicine  and  surgery  in  the  Commonwealth 


of  Pennsylvania. 

Dues: 

PMS  - 

$150,000 

AMA  - 

$250.00  (AMA  dues  may  be  excused  (1 ) 
by  reason  of  financial  hardship  or  ill- 
ness or,  (2)  over  age  70. 

Benefits: 

PMS  - 

All 

AMA  - 

All  except  publications  for  AMA  dues 
exempt  are  available  only  by  subscrip- 
tion. 

MILITARY  - (ACTIVE  MEMBER)  - Any  active  member  serving 
temporarily  in  the  armed  forces  or  other  federal  government 
service  (before  March  1). 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All 

AMA  - Same  as  AMA  dues  exempt  (1)  above. 
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COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a choice  for 

= or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/lOO  mg. 

LIPO-NICIN/250  mg. 

LIPO-NICIN/300  mg. 

Each  blue  tablet  contains: 

Each  yellow  tablet  conta 

ns: 

Each  timed-release  capsule  con- 

Nicotinic  Acid  

100  mg. 

Nicotinic  Acid  

.250  mg. 

tains: 

Niacinamide  

. 75  mg. 

Niacinamide  

75  mg. 

Nicotinic  Acid  

300  mg. 

Ascorbic  Acid  

150  mg. 

Ascorbic  Acid  

150  mg. 

Ascorbic  Acid  

. . 150  mg. 

Thiamine  HCL  (B-1) 

25  mg. 

Thiamine  HCL  (B-1)  . . 

. 25  mg. 

Thiamine  HCL  (B-1)  . . 

. . 25  mg. 

Riboflavin  (B-2)  

2 mg. 

Riboflavin  (B-2)  

2 mg. 

Riboflavin  (B-2)  

2 mg. 

Pyridoxine  HCL  (B-6)  . 

10  mg. 

Pyridoxine  HCL  (B-6) 

10  mg. 

Pyridoxine  HCL  (B-6) 

10  mg. 

DUSt:  1 to  b taoiets  daily. 

DOSE:  1 to  3 tablets  daily. 

DOSE:  1 to  3 tablets  daily. 

AVAILABLE:  Bottles  of 

100,  500, 

AVAILABLE:  Bottles  of 

100,  500, 

AVAILABLE:  Bottles  of 

100,  500, 

1000 

1000 

1000 

Indications:  For  use  as  a vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO  NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran- 
sient flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes.  Impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 
(■mty.’JJfcTHE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 ITORJ 


DISABILITY  - (ACTIVE  MEMBER)  - Any  Active  Member  who  is 
prevented  from  the  practice  of  medicine  by  reason  of  illness  or 
disability. 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All 

AMA  - Same  as  AMA  dues  exempt  (1)  above. 
INTERN  and  RESIDENT  - Any  Member  serving  a hospital  intern- 


ship,  residency,  or 

other  recognized  full-time  postgraduate 

training. 

Dues: 

PMS  - 

$15.00  (10%  of  regular  assessment) 

AMA  - 

$35.00 

Benefits: 

PMS  - 

All 

AMA  - 

All 

SENIOR  ACTIVE  MEMBER  - Any  member  at  least  65  years  of  age 
on  January  1 with  at  least  30  years  continuous  membership 
(membership  in  other  states  or  AMA  may  be  included). 


Dues: 


Benefits: 


PMS  - 
AMA  - 


PMS  - 
AMA  - 


$75.00  (50%  of  regular  assessment) 
$250.00  (AMA  dues  may  be  excused  (1) 
by  reason  of  financial  hardship  or  ill- 
ness, or  active  practice  or  (2)  over  age 
70). 

All 

Same  as  Active  Member  except  publi- 
cations for  AMA  dues  exempt  are  avail- 
able only  by  subscription. 


AFFILIATE  MEMBER  - Any  member  of  a component  society  not 
engaged  in  active  practice  within  the  jurisdiction  of  the  com- 
ponent society  who  belongs  to  one  of  the  following  classes: 

(a)  members  of  national  medical  societies  or  foreign  coun- 
tries. 

(b)  American  physicians  whether  or  not  licensed  to  prac- 
tice medicine  and  surgery  in  Pennsylvania  engaged  in 
missionary  or  philanthropic  labors 


(c)  full-time  teachers  of  medicine  or  of  the  arts  and  sci- 
ences allied  to  medicine  who  are  not  holders  of  an 
unrestricted  license  to  practice  medicine  and  surgery  in 
the  Commonwealth  of  Pennsylvania. 

(d)  physicians  not  fully  licensed  to  practice  medicine  in 
Pennsylvania  who  are  engaged  in  Pennsylvania  in  re- 
search, public  health  or  administrative  medicine 

(e)  physicians,  whether  or  not  fully  licensed  to  practice 
medicine  in  Pennsylvania,  who  are  retired  from  active 
practice 

(f)  physicians  in  active  practice  who  move  out  of  the 
Commonwealth  of  Pennsylvania  if  they  maintain  active 
membership  in  a county  society  and  the  state  society  in 
their  new  state  of  residence.  Members  in  this  category 
are  not  eligible  for  any  Society-endorsed  insurance 
programs. 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS-  cannot  vote  or  hold  any  office,  serve  as 

a delegate,  member  of  a commission, 
committee,  or  council,  and  is  not  enti- 
tled to  benefits  of  Medical  Benevo- 
lence Fund  or  Educational  Fund 
AMA  - Same  as  Associate  Member 
ASSOCIATE  MEMBER  - Any  Active  or  Senior  Active  Member  who 
is  at  least  70  years  of  age  and  who  has  at  least  30  years  continu- 
ous membership  (membership  in  other  states  or  AMA  may  be 
included). 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All — except  cannot  vote,  hold  any  of- 

fice, serve  as  delegate,  member  of 
commission,  committee,  or  council. 
AMA  - May  not  vote  or  hold  office  and  will  not 
receive  scientific  publications  except 
by  direct  subscription. 
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PHYSICIANS  WANTED 

Excellent  Group  Practice  Opportunities  for  primary 
care  physicians,  medical,  surgical  specialists,  pediatri- 
cians, psychiatrists,  dermatologists  in  beautiful  univer- 
sity community  with  hospital  privileges  available.  Con- 
tact Indiana  Medical  Center,  Heatherbrae  Square,  In- 
diana, PA  15701 : telephone  (412)  465-2056. 

Emergency  Physicians — A multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi- 
tion to  full-time  emergency  physicians,  a physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au- 
tonomy in  its  member  physicians.  Financial  arrange- 
ments are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi- 
cians are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write;  Depart- 
ment 650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Psychiatrists,  Physicians  with  Psychiatric  Experience 

— Mental  hospital  in  metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  resort 
area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Pennsylvania  license  required.  Contact:  Henry 
Buxbaum,  M.D.,  Superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411.  Telephone:  (717) 
586-201 1 . 

Pediatrician — Needed  in  Collegetown  with  drawing  popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80. 
Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
minstrator.  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Camp  Physician — July-August  for  2,  4 or  8 week  period. 
NE  Pennsylvania,  family  accommodations,  private  lake, 
tennis,  et  al.  2 RNs.  Write  Camp  Wayne,  633  Barnard  Ave., 
Woodmere,  NY  11598;  (516)  295-5544. 

Pediatrician,  Internist,  Generalist — For  full  time  staff  posi- 
tion in  Rehabilitative  Facility  for  the  multihandicapped 
including  deaf,  cerebral  palsied  and  exceptional  students. 
A large  residential  and  day  population  involved  in  a wide 
variety  of  therapeutic  and  educational  programs,  includ- 
ing a comprehensive,  multidisciplined  evaluation  of  the 
multihandicapped.  Immediate  opening  Suburban 
Philadelphia  area.  Reply  Department  687,  PENNSYL- 
VANIA MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Radiologist — Board  certified  or  eligible.  Salaried  posi- 


tion. 200  bed  hospital  embarking  on  a multi-million  dollar 
building  program.  University  community  60  miles  NE  of 
Pittsburgh.  Associate  position  with  opportunity  to  assist 
in  planning  new  department  of  radiology.  Contact  Donald 
F.  Smith,  Administrator,  Indiana  Hospital,  Indiana,  PA 
15701;  telephone  (412)  463-0261. 


Board  Certified  General  Surgeon — Needed  in  family 
oriented  community  in  Eastern  Pennsylvania.  Town  6,500; 
rural  drawing  area  25,000  population.  Good  schools  and 
recreational  facilities.  One-half  hour  to  urban  center  of 
300,000.  In  foothills  of  Pocono  Mountains  and  very  near 
State/Federal  recreation  areas,  offering  camping,  hunt- 
ing, fishing,  boating,  and  skiing.  Long-established  accred- 
ited, 80  bed,  open  staff  hospital  in  five  year  new  building 
housing  medical,  surgical,  obstetrical-gynecology,  nur- 
sery, pediatrics,  intensive  care,  and  emergency  room. 
Specialty  services  directed  by  Board  certified  physicians. 
Office  space  in  hospital  if  desired.  Assurance  of  an  income 
during  establishment  of  practice  will  be  considered.  Ad- 
dress inquiries  to  Miss  Barbara  Spadt,  Administrator,  The  | 
Palmerton  Hospital,  135  Lafayette  Ave.,  Palmerton,  PA  i 
18071. 


Physicians  (July  or  August)  for  brother-sister  camp  in 
Pennsylvania  Pocono  Mountains — beautiful  lake.  Write 
qualifications  to  David  Blumstein,  1410  East  24th  St., 
Brooklyn,  NY  11210. 


Physical  Medicine  and  Rehabilitation — Seeking  qualified 
physiatrist  as  Associate  Director  of  active,  comprehensive 
Rehabilitation  Center.  Excellent  facilities  and  equipment. 
Highly  qualified  supportive  staff.  Adjunct  service  of 
ultra-modern  600-bed  hospital.  Great  Lakes  location  with 
extensive  educational  and  recreational  opportunities. 
Contact:  Thelbert  Moyer,  M.D.,  Director,  Saint  Vincent 
Rehabilitation  Center,  232  W.  25th  St.,  Erie,  PA  16512; 
(814)  459-4000. 

Internist — Board  eligible  or  certified,  with  interest  in  car- 
diology or  gastroenterology  for  a community  hospital  in 
Philadelphia.  Good  remuneration  and  fringe  benefits. 
Write  Department  697,  PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

Orthopedic  Resident  finishing  accredited  residency,  or 
certified  orthopedist,  to  join  orthopedic  practice  in  north- 
east Philadelphia  and  adjacent  suburbs.  Write  Depart- 
ment 691,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Child  Psychiatrist — Private  expanding  10  team  facility, 
city,  central  location  to  NY,  Philadelphia,  Poconos.  2-4 
years  experience.  Pa.  license.  Excellent  benefits.  Immedi- 
ate opening.  Salary  negotiable.  Send  curriculum  vitae. 
Reply  Box  3023,  Wescosville,  PA  18090. 
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Anesthesiologist — Needed  in  College  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
minstrator.  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Emergency  Room  Physician — To  complete  group  in  re- 
cently completed  modern  Emergency  Room  Suite  with 
chopper  pad.  Excellent  compensation  includes  malprac- 
tice coverage.  Service  area  of  approx.  50,000  population 
with  excellent  school  system  from  Kindergarten  through  4 
area  colleges.  Cultural  and  recreational  activities  include 
hunting  and  fishing.  Major  metropolitan  areas  including 
New  York,  Philadelphia  and  Pittsburgh  are  within  3 to  5 
hours  commuting  distance.  Contact:  A.  W.  Speth,  Ad- 
ministrator, Lock  Haven  Hospital,  Lock  Haven,  PA;  Call 
Collect  (717)  748-7721. 

Chairman,  Department  of  Medicine — 525  Bed  Community 
Hospital.  Southwestern  Pennsylvania,  approved  resi- 
dency in  internal  medicine.  Salary  and  benefits  negoti- 
able. Contact:  D.  I.  Zubritsky,  M.D.,  Chairman,  Search 
Committee,  McKeesport  Hospital,  1500  Fifth  Avenue, 
McKeesport,  PA  15132. 

Emergency  Room  Physician — For  340  bed  hospital.  St. 
Joseph  Hospital  is  located  in  Lancaster,  Pa.,  a medium 
sized  city  in  the  heart  of  Pennsylvania  Dutch  Country. 
Lancaster  is  a charming  community,  rich  in  history,  in 
close  proximity  to  Philadelphia,  Baltimore,  and  New  York. 
Excellent  school  systems  and  three  colleges — F & M, 
Elizabethtown,  and  Millersville  State  College.  Extremely 
liberal  fringe  benefit  package  including  strong  retirement 
program,  major  medical  to  $1,000,000,  long  term  disabili- 
ty, vacations,  etc.  (most  programs  begin  after  1 year  serv- 
ice). Applicants  must  be  licensed  in  Pennsylvania.  Salary 
negotiable.  42  hour  week.  Please  direct  reply  to  Kenneth 
M.  Carroll,  M.D.,  St.  Joseph  Hospital,  250  College  Ave., 
Lancaster,  PA  17604;  phone  (717)  397-2821. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital.  Affiliated  with  approved  general  hospital  for  all 
medical  and  surgical  treatment  as  required.  $22,351  to 
$29,869  and  liberal  fringes.  Limited  housing  possible. 
Pennsylvania  license  required.  Robert  L.  Gatski,  M.D.,  Di- 
rector, State  Hospital,  Danville,  PA  17821. 

House  Staff  Physician — 280  bed  accredited  hospital 
seeks  Pennsylvania  licensed  physician  for  40  hours  per 
week  plus  two  nights  per  week.  Located  in  the  beautiful 
suburbs  of  Philadelphia.  Paid  malpractice  insurance, 
pension  plan,  hospitalization,  sick  leave,  vacation,  disabil- 
ity insurance  and  other  attractive  benefits.  $28,500  per 
year.  Call  or  write  T.  A.  Harrington,  Administrator,  Holy 
Redeemer  Hospital,  Meadowbrook,  PA  19046;  (215)  947- 
3000. 

Orthopedic  Surgeon — Needed  in  College  town  with  draw- 
ing population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 


Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
ministrator, Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

POSITIONS  WANTED 

Gynecologist — Clinical  gynecology  and  family  planning 
with  all  the  diagnostic  procedures  and  office  treatment 
including  cryo-electro  surgery,  etc.  Write  Department  696, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Ophthalmologist — 29,  University-trained,  desires  practice 
opportunity  in  Philadelphia,  surrounding  area.  Available 
January  1977.  Write  Department  694,  PENNSYLVANIA 
MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Cardiologist — 33,  ABIM,  university  trained  in  all  invasive 
and  non  invasive  techniques,  desires  position  in  Philadel- 
phia area.  Available  July  1976.  Write  Department  692, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Ophthalmologist — University  of  Pennsylvania,  Scheie  Eye 
Institute,  completed  military  service,  seeking  to  purchase 
office  of  retiring  ophthalmologist  or  seriously  interested 
in  association  with  ophthalmologist  or  multi-specialty 
group.  Write  Department  693,  PENNSYLVANIA  MEDI- 
CINE, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Board  Eligible  General  Surgeon — F.M.G.  Looking  for 
partnership/associate  or  solo  practice.  Will  consider  gen- 
eral practice  to  some  extent.  Write  Department  695, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

FOR  SALE 

Pennsylvania  Ophthalmologist’s  office  building,  Swedish 
modern,  and  equipment.  Retiring.  Available  July  1,  1976. 
Write  Department  684,  PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

FOR  RENT 

Suite  of  Offices — 3 examining  rooms,  large  waiting  room 
and  rest  room.  Family  practice  physician  retiring  from 
large  general  practice  in  clean  pleasant  industrial  town  30 
miles  north  of  Pittsburgh.  Fine  hospitals  10-12  miles  in  4 
directions.  Contact  T.  W.  Wilson,  M.D.,  100  S.  Division  St., 
Zelienople,  PA  16063;  (412)  452-7028. 

Medical  Office  Suite — 776  square  feet  located  in  Parkway 
Medical  Center,  State  College.  Lease  includes  all  utilities. 
Adjacent  to  Clinical  Lab  and  other  specialists.  Inquire:  J. 
Alvin  Hawbaker,  Inc.,  1840  N.  Atherton  St.,  State  College, 
PA  16801;  (814)  237-0311. 

MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  EEG,  EKG, 
x-ray,  and  other  electronic  equipment.  Will  install  and 
remove  x-ray  equipment.  Walker  Electronics,  117  Sylvan 
Terrace,  Harrisburg,  PA  17104;  telephone  (717)  238-1369. 


Pennsylvania  Medicine,  January  1976 


65 


obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Joseph  R.  Blair,  Pittsburgh;  Georgetown  University 
School  of  Medicine,  1940;  died  November  9,  1975.  His 
wife,  four  sons,  and  two  daughters  survive  him. 

• Lewis  W.  Davison,  Paoli;  University  of  Pennsylvania 
School  of  Medicine,  1936;  age  65;  died  October  25,  1975. 
His  wife,  his  mother,  a daughter,  three  sons,  one  sister, 
and  two  brothers  survive  him. 

• Charles  L.  DePriest,  Mt.  Pleasant;  University  of  Penn- 
sylvania School  of  Medicine,  1 930;  age  73;  died  November 
7, 1975.  He  served  on  the  board  of  censors  and  the  griev- 
ance committee  of  the  Westmoreland  County  Medical  So- 
ciety. He  is  survived  by  a daughter,  a son,  and  a sister. 

• Francis  C.  Hartung,  Philadelphia;  Jefferson  Medical 
College,  1919;  age  88;  died  June  30,  1975.  Information 
regarding  survivors  is  unavailable. 

• Michael  X.JanJanin,  Erie;  University  of  St.  Louis  Med- 
ical School,  1953;  age  51;  died  November  17,  1975.  He  is 
survived  by  his  wife. 

• Edward  S.  Kronenberg,  Jr.,  Carlisle;  University  of 
Pennsylvania  School  of  Medicine,  1934;  age  67;  died 
November  15,  1975.  He  is  survived  by  his  wife,  two  sons, 
and  two  daughters. 

• Howard  C.  Leopold,  Elkins  Park;  Jefferson  Medical 
College,  1932;  age  66;  died  November  13, 1975.  He  was  an 
assistant  professor  of  clinical  medicine  at  Jefferson  Medi- 
cal College  and  chief  of  the  division  of  allergy  at  Thomas 
Jefferson  University  Hospital.  He  was  a past  president  of 


the  Philadelphia  Allergy  Society,  a fellow  of  the  American 
Academy  of  Allergy  and  the  American  College  of  Aller- 
gists, and  a member  of  the  Philadelphia  College  of 
Physicians.  His  wife,  a daughter,  two  sons,  and  a 
brother,  Irving  H.  Leopold,  M.D.,  survive  him. 

• Michael  J.  Penta,  Reading;  Jefferson  Medical  Col- 
lege, 1 922;  age  78;  died  Cctober  28,  1 975.  He  was  chief  of 
the  otorhinolaryngology  department  at  St.  Joseph  Hospi- 
tal from  1935  to  1965  and  later  became  staff  consultant 
emeritus  of  that  department.  He  is  survived  by  his  wife  and 
a son. 

• Morris  Schwartz,  Philadelphia;  Medico-Chirurgical 
College  of  Philadelphia,  1913;  age  85;  died  December 

1974.  Information  regarding  survivors  is  unavailable. 

• Dorothy  L.  Shindel,  Philadelphia;  Temple  University 
School  of  Medicine,  1939;  age  59;  died  Cctober  29,  1975. 
She  was  a member  of  the  American  Academy  of  Pediatrics 
and  the  Philadelphia  Pediatric  Society.  Her  husband, 
Alfred  C.  La  Boccetta,  M.D.,  two  daughters,  her  mother, 
and  a brother,  James  Shindel,  M.D.,  survive  her. 

Harold  A.  Desmond,  Allentown;  Georgetown  Univer- 
sity School  of  Medicine,  1928;  age  73;  died  November  3, 

1975.  Two  daughters,  a son,  two  sisters,  and  a brother 
survive  him. 

Andrew  J.  Griest,  Harrisburg;  Jefferson  Medical  Col- 
lege, 1916;  age  82;  died  November  11,  1975.  His  wife,  two 
sons,  two  daughters,  and  a brother  survive  him. 
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Pennsyluania  Guide 
to  Continuing 
Medical  Education 


prepared  by:  PENNSYLVANIA  MEDICAL 
Continuing  Education  Institute 

20  Erford  Road  Lemoyne,  Pennsylvania  17043 

(717)  238-1635 


This  list  of  continuing  medical  education  announce- 
ments is  published  as  a supplement  to  the  September  and 
January  issues  of  PENNSYLVANIA  MEDICINE.  It  includes 
all  intermittent  programs,  courses,  seminars,  lectures, 
1 and  other  continuing  medical  education  activities  that 
X were  reported  prior  to  the  deadline.  Items  received  after 
the  deadline  will  be  published  (if  presentation  date  has  not 
passed)  in  the  next  supplement.  For  a reprint  of  this  sup- 
plement or  for  submitting  additional  announcements, 
contact  the  Council  on  Education  and  Science  at  the  ad- 
dress shown  above. 

In  most  cases,  each  of  the  continuing  medical  educa- 
tion activities  listed  in  this  supplement  has  been  granted 
\ AAFP  and  ACGP  (osteopathic)  credit.  Contact  those  of- 
; fices  for  details. 
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National 
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Exec 
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REFERENCE  CODE  FOR  ACCREDITED  PENNSYLVANIA  INSTITUTIONS 

(Each  of  the  following  institutions  has  continuing  medical  education  accreditation  to 

grant  Category  One  Credit.) 


Note:  When  any  of  these  names  appear  in  individual  announcements,  the  code  name 
(rather  than  full  name)  is  printed.  Refer  to  this  section  for  address. 

ACP — Amer.  Coii.  of  Phys.,  4200  Pine  St.,  Phiiadeiphia  19104 
ACS — Amer.  Coll,  of  Surgs.,  55  E.  Erie  St.,  Chicago.  III.  60610 
AHA — Amer.  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box  2435,  Harrisburg  17105 
Allegheny — Allegheny  Gen.  Hosp.,  320  E.  North  Ave.,  Pittsburgh  15212 
Allergy — Pa.  Allergy  Assoc..  240  N.  36th  St.,  Camp  Hill  17011 
AMA — Amer.  Med.  Assn.,  535  N.  Dearborn  St.,  Chicago.  III.  60610 
Anesthesiologists-Pa.  Soc.  of  Anesthesiologists,  20  Erford  Rd  . Lemoyne.  17043 
Chester — Chester  Co.  Hosp..  602  E.  Marshall  St.,  West  Chester  19380  (%  Joseph  L. 
Abbott.  M.D.) 

Clin.  Path. — Pa.  Assn,  of  Clin.  Path.,  1735  W.  Main  St.,  Norristown  19401 

Clin.  Sch. — Clin.  Sch.  of  the  Family  Inst.,  Wurzel  Bldg.,  Philadelphia  Psychiatric  Cntr.. 

Ford  Rd.  and  Monument  Ave.,  Philadelphia  19131 
Coatesville  VA — Coatesville  Vet.  Admin.  Hosp..  Coatesville  19320 
Coll.  Phys./Phila.— Coll,  of  Phys.  of  Philadelphia.  19  S.  22nd  St..  Philadelphia  19103 
Colon  and  Rectal — Pa.  Soc.  of  Colon  and  Rectal  Surg.,  Liberty  Sq.  Med.  Cntr.,  1 7th  and 
Liberty  Sts.,  Allentown  18104 

Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St..  Johnstown  15905 
Delaware  Co. — Delaware  Co.  Mem.  Hosp..  Lansdowne  Ave.,  Drexel  Hill  19026 
Dermatology — Pa.  Acad,  of  Dermatology.  8220  Castor  Ave.,  Philadelphia  19152  (% 
Charles  H.  Greenbaum,  M.D.) 

Elwyn — Elwyn  Institute.  Ill  Elwyn  Rd..  Elwyn  19063 

EPPI — Eastern  Pa.  Psychiatric  Institute,  Henry  Ave.  and  Abbottsford  Rd..  Philadelphia 
19129 

Erie  PG— Erie  Postgraduate  Med.  Inst.,  Gannon  Coll.,  Erie  16501 

Frankford — Frankford  Hosp..  Frankford  Ave.  and  Wakeling  St..  Philadelphia  19124 

Geisinger — Geisinger  Med.  Cntr.,  Danville  17821 

Hahnemann — Hahnemann  Med.  Coll.,  230  N.  Broad  St..  Philadelphia  19102 
Hamot — Hamot  Med.  Cntr.,  Erie  16512 
Harrisburg — Harrisburg  Hosp..  Harrisburg  17101 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med..  M.  S.  Hershey  Med.  Cntr..  Univ.  Dr., 
Hershey  17033 

Institute — Institute  of  the  Pa.  Hosp..  Ill  N.  49th  St..  Philadelphia  19139 
Jeanes — Jeanes  Hosp.  of  Fox  Chase  Center  for  Cancer  and  Med.  Sciences,  7600 
Central  Ave.,  Philadelphia  19111 

Jefferson — Jefferson  Med.  Coll.  1025  Walnut  St.,  Philadelphia  19107 
Lackawanna  Co. — Lackawanna  Co.  Med.  Soc.,  Med.  Arts  Bldg.,  327  N.  Washington 
Ave.,  Scranton  18503 

Lebanon  VA — Lebanon  Vet.  Admin.  Hosp..  Lebanon  17042 

Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed.  Cntr  335  N.  Eighth  St..  Allentown  18102 
MCP — Med.  Coll,  of  Pa..  3300  Henry  Ave.,  Philadelphia  19129 
Mercy/Pgh. — Mercy  Hosp.,  Pride  & Locust  Sts.,  Pittsburgh  15219 
Norristown  State — Norristown  State  Hosp..  Stanbridge  & Sterigere  Sts..  Norristown 
19141 

Packer — Robert  Packer  Hosp.,  Sayre  18840 

PAFP — Pa.  Acad,  of  Family  Phys.,  5600  Derry  St.,  Harrisburg  17111 
Paoli — Paoll  Mem.  Hosp..  Paoli  19301 

PAO&O — Pa.  Acad,  of  Oph.  & Otol.,  1248  Hamilton  St.,  Allentown  18102 

PMS — Pa.  Med.  Society.  20  Erford  Rd.,  Lemoyne  17043 

Phoenixville — Phoenixville  Hosp..  140  Nutt  Rd..  Phoenixville  19460 

Polyclinic — Harrisburg  Polyclinic  Hosp  , Third  St.  and  Polyclinic  Ave.,  Harrisburg  17105 

Psychiatry — Pa.  Psychiatric  Soc.  20  Erford  Rd..  Lemoyne  17043 

Radiology — Pa.  Radiological  Soc..  20  Erford  Rd.,  Lemoyne  17043 

Reading — Reading  Hosp..  6th  Ave.  & Spruce  St.,  Reading  19602 

St.  Francis — St.  Francis  Gen.  Hosp.,  Penn  Ave.  and  45th  St..  Pittsburgh  15201 

St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201 

St.  Vincent — St.  Vincent  Hosp..  Erie  16512 

Temple — Temple  Univ.  Health  Sciences  Cntr..  3400  N.  Broad  St..  Philadelphia  19140 
U.  of  Pa. — Univ.  of  Pa.  Sch.  of  Med.,  288  Med  Labs.  Bldg..  Philadelphia  19174 
Pitt — Univ.  of  Pittsburgh  Sch.  of  Med.,  1022-H  Scaife  Hall.  Pittsburgh  15261 
Roentgen  Ray — Phila,  Roentgen  Ray  Soc..  Temple  U.  Health  Sciences  Cntr.,  Philadel- 
phia 19140 

Warren  State — Warren  St..  Hosp.,  Box  249.  Warren  16365 
Washington — Washington  Hosp..  155  Wilson  Ave..  Washington  15301 
West  Penn — Western  Pa.  Hosp.,  4800  Friendship  Ave..  Pittsburgh  15224 
York — York  Hosp..  George  St.  & Rathton  Rd..  York  17405 
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ANNOUNCEMENTS 


Contact:  Thomas  E.  Park,  M.D..  Pres.,  Med.  Staff.  Brownsville  Gen.  Hosp..  125  Simpson 
Rd..  Brownsville  15417 


For  more  information,  such  as:  frequency  of  sessions, 
fees,  maximum  registration,  faculty,  etc.,  contact  the  di- 
rector at  the  address  given  in  the  announcement  or  in  the 
REFERENCE  CODE  box  on  the  cover. 

Abington;  Abington  Mem.  Hosp:  '75-76  Academic  Year 

(1 ) Grand  Rounds:  by  Temple:  second  and  fourth  T uesdays:  Sept  9-May  25  (76-1-32) 
Contact:  George  R.  Green.  M.D.,  Chrm.,  Med.  Educ.  and  Prgm.  Comm.,  Abington  Mem. 
Hosp.,  Abington  19001 


Aliquippa:  Aliquippa  Hosp.:  1976 

(1)  Continuing  Education  for  Physicians:  by  Pitt:  third  Wednesday  each  month 
(76-1-33) 

Contact:  Edward  W.  Heinie,  Jr.,  M.D.,  Beaver  Co.  Med.  Soc.,  350  Adams  St..  Rochester 
15074 


Allentown  and  Sacred  Heart  Hosp.:  75-'76  Academic  Year 
(1)  Cont.  Educ.  in  Anesthesiology:  by  Anesthesiologists:  Wednesdays.  Sept.  3. 
1975-Aug.  25.  1976  (76-1-22) 

Contact:  Samuel  M.  Lerner,  M.D.,  Chief  of  Anesthesiology,  ASHH.  1200  S.  Cedar  Crest 
Blvd.  Allentown  18105 


Allentown-Sacred  Heart  Hosp.:  75-'76  Academic  Year 
(1)  Continuing  Medical  Education  Program:  by  U.  of  Pa.:  second  and  fourth  Wed., 
Sept.  10-June  9 (76-1-34) 

Contact:  Fred  Fister,  M.D..  Allentown-Sacred  Heart  Hosp.,  Fourth  and  Chew  Sts.. 
Allentown  18102 


Altoona:  Altoona  Hosp.:  1976 

(1)  Postgraduate  Seminars:  by  M.  S.  Hershey:  first  and  third  Thursdays  each  month. 
Sept.  4,  1975-May  20,  1976  (76-1-301) 

Contact:  Robert  L.  Barenberg,  M.D..  Altoona  Hosp.,  Howard  Ave.  and  7th  St.,  Altoona 
16603 


Bryn  Mawr:  Bryn  Mawr  Hosp.:  '75-'76  Academic  Year 
(1)  Tumor  Board:  by  Jefferson;  Fridays.  Sept.  1-Aug.  31  (76-1-35) 

(1)  Correlated  Clinical  Science  Course-Pediatric:  by  Jefferson;  monthly.  Oct.  21-May 
18  (76-1-36) 

(1)  Correlated  Clinical  Science  Course-Medicine;  by  Jefferson;  monthly.  Sept. 
18-May  20  (76-1-39) 

(1)  Correlated  Clinical  Science  Course-Psychiatry;  by  Jefferson;  monthly.  Oct.-June 
(76-1-37) 

(1)  Correlated  Clinical  Science  Course-Surgery;  by  Jefferson;  monthly.  Sept.  19- 
June  18  (76-1-38) 

Contact;  Theo  J.  Berry,  M.D..  DME.  Bryn  Mawr  Hosp.,  Bryn  Mawr  19010 
(1)  Interdepartmental  Clinical  Conference;  by  Jefferson;  monthly.  Sept.-June  (76-1- 
290) 

Contact:  Dieter  E.  Peltz,  M.D.,  Bryn  Mawr  Hosp.,  Bryn  Mawr  19010 


Bryn  Mawr;  Bryn  Mawr  Hosp.;  May  8 

(1)  Current  Concepts  in  Medicine  for  the  Practicing  Physician;  by  Jefferson  (76-1- 
433) 

Contact;  Harold  J.  Robinson,  M.D.,  Dir..  Main  Line  Med.  Conf.,  Bryn  Mawr  Hosp..  Bryn 
Mawr  19010 


Butler;  Butler  Co.  Med.  Soc.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly.  Sept.-April  (76-1-40) 
Contact:  S.  A.  Nallathambi.  M.D.,  Butler  16001 


Camp  Hill:  Radiology;  1976 

(1)  Continuing  Education  Programs;  Jan.  8-June  3 (76-1-487) 

Contact:  Wallace  T.  Miller,  M.D.,  Hosp.  of  the  Univ.  of  Pa..  Dept,  of  Radiology,  Philadel- 
phia 19104 


Canonsburg;  Canonsburg  Gen.  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly,  Oct.  7-May  4;  (76-1-41) 
Contact:  Louis  Signorella.  M.D..  Canonsburg  Gen.  Hosp..  Canonsburg  15317 


Carbon-Monroe-Pike  Counties  MH/MR  Center;  1976 
(1)  Continuing  Education  for  Psychiatrists:  by  Institute;  third  Fri..  Sept..  Dec.,  Mar. 
and  June  (76-1-492) 

Contact:  Peter  B.  Bloom,  M.D.,  Dir.  of  Cont.  Educ.  in  Psychiatry.  Institute 


Beaver;  Beaver  Co.  Med.  Soc.;  1976 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  at  Dav-Rell  Med.  Bldg..  255  Third 
St..  Beaver:  third  Wednesday  each  month  (76-1-33) 

Contact:  Edward  W.  Heinie.  Jr..  M.D..  Beaver  Co.  Med.  Soc..  350  Adams  St.,  Rochester 
15074 


Bedford  Springs:  PAO&O;  Annual  Meeting 
(1)  Scientific  Program;  May  20-22-  at  Bedford  Springs  Hotel  (76-1-417) 
Contact:  Robert  E.  Shoemaker,  M.D..  Chrm..  Scientific  Work,  PAO&O 


Bethlehem;  St.  Luke's  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Medical  Education  at  Community  Hospitals;  by  MCP;  monthly.  July- 
June  (76-1-298) 

Contact:  Gerald  H.  Escovitz.  M.D..  Associate  Dean.  MCP 


Bradford;  McKean  Co.  Med.  Soc.;  1976 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  at  Penn  Hills  Country  Club;  monthly, 
third  Tuesday,  Sept.  1975-May  1976  (76-1-416) 

Contact:  Thomas  Logio,  M.D..  Chrm.,  Program  Comm..  McKean  Co.  Med.  Soc..  2 
Thompson  Park.  Kane  16735 


Bridgeviile;  Mayview  State  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  second  Tues.  Sept.  9-Jan.  13  (76-1- 
12) 

Contact:  Robert  Trivus.  M.D.,  Superintendent.  Mayview  St.  Hosp..  Bridgeviile  15017 

Brownsville:  Brownsville  Gen.  Hosp.;  1976 
(1)  Continuing  Education  for  Physicians;  second  and  third  Thursdays  (76-1-482) 

Key  to  symbols: 

( ) Numbers  in  parentheses  at  the  beginning  of  an  announcement  indicate  the  PRA 
Category  number  in  which  attendance  at  this  program  should  be  reported.  You  may 
report  each  hour  of  attendance. 

(75-1-XX)  Numbers  in  parentheses  at  the  end  of  an  announcement  are  code  numbers 
which  will  be  helpful  as  a cross  reference  from  the  Subject  Index  section  of  this 
supplement. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I accreditation.  This  name 
MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are  to  receive  Category  I 
credit,  (see  page  1 for  mailing  address  of  contact.) 


Carnegie;  Woodville  State  Hosp;  1976 

(1)  Continuing  Education  Seminars;  by  Pitt;  Oct.  14.  1975-June  1976  (76-1-488) 
Contact:  Maurice  S.  Cerul.  M.D..  DME,  Woodville  State  Hosp..  P.  O.  Box  456,  Carnegie 
15106 


Chambersburg;  Chambersburg  Hosp.;  '75-'76  Academic  Year 
(1)  Medical  Seminar:  by  M.S.  Hershey;  dates  to  be  announced  (76-1-303) 
Contact:  Ray  Snyder.  Dir.  Cont.  Med.  Educ.,  M.S.  Hershey 


Charleroi;  Monongahela  Valley  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  alternately  at  Charleroi  and  Monon- 
gahela: monthly.  Sept.  16-Mar.  16  (76-1-42) 

Contact:  U.  A.  DeRienzo.  M.D.,  Charleroi  Div..  Monongahela  Valley  Hosp..  Inc.,  Char- 
leroi 15022 


Chester;  Crozer-Chester  Med.  Cntr.;  ’75-'76  Academic  Year 
(1)  Continuing  Education  Program;  by  Hahnemann;  weekly.  Sept.  9- May  25(76-1-43) 
Contact:  Robert  J.  Schaefer,  Ex.  Dir.,  Cont.  Educ..  Hahnemann 


Clearfield-Jefferson  Co.  Med.  Soc.;  1976 

(1)  Continuing  Education  for  Physicians:  by  Pitt;  weekly  beginning  Feb.  1976;  loca- 
tion to  be  determined  (76-1-458) 

Contact:  Clifford  B.  Lull,  M.D.,  Maple  Avenue  Hosp.,  DuBois  15801 


Danville;  Danville  St.  Hosp.;  1976 

(1)  Continuing  Education  for  Psychiatrists;  by  Institute;  fourth  Thurs.  and  Fri.  of  Oct., 
Jan.,  Mar.,  and  Apr,  (76-1-490) 

Contact;  Peter  B.  Bloom.  M.D.,  Dir.  of  Cont.  Educ.  in  Psychiatry,  Institute 


Danville;  Geisinger;  75-'76  Academic  Year 
(1)  Advances  in  Clinical  Practice — 1976;  Feb.  14-15;  at  Sheraton  Inn  (76-1-15) 
(1)  Management  of  Diabetic  Complications;  Mar.  17  (76-1-16) 

(1)  Allergy  Immunology  for  the  Practitioner;  Mar.  31  (76-1-17) 

(1)  Practical  Dermatology  and  New  Problems  in  Dermatology:  Apr.  7 (76-1-18) 
(1)  8th  Annual  Conference  Devoted  to  the  Special  Child;  May  1 (76-1-19) 

(1)  Diagnosis  and  Treatment  of  Thyrotoxicosis:  May  5 (76-1-20) 

(1)  Syncope  and  Pacemaker;  May  19  (76-1-21) 

Contact  Mildred  K.  Fleetwood.  Ph.D.,  Chairperson,  Educ.  Comm.,  Geisinger 


Drexel  Hill;  Delaware  Co.;  '75-'76  Academic  Year 
(1)  Monthly  Medical  Symposium;  monthly.  Oct.  7.  1975-Oct.  5.  1976  (76-2-35) 
Contact:  D.  V.  Powers.  M.D..  D.M.E.,  Delaware  Co. 


E.  Stroudsburg;  Monroe  County  Gen.  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  MCP;  monthly.  Sept.  1975-May  1976 
(76-1-418) 

Contact:  Gerald  H.  Escovitz.  M.D.,  Associate  Dean.  MCP 


Easton:  Easton  Hosp.:  '75-'76  Academic  Year 
(1)  Continuing  Education  Program;  by  Hahnemann;  monthly-Oct.,  Dec..  April,  and 
June;  (76-1-65) 

Contact:  Robert  J.  Schaefer.  Ex.  Dir..  Cont.  Educ..  Hahnemann 


Ephrata:  Ephrata  Community  Hosp.:  '75-'76  Academic  Year 
(1)  Staff  Conferences;  by  Temple;  monthly.  Sept.  19-June  18  (76-1-66) 

Contact:  Paul  Shantz.  M.D..  Chrm.,  Med.  and  Dental  Staff.  Ephrata  Community  Hosp.. 
Ephrata  17522 


Erie:  Hamot  Med.  Cntr.;  ’75-76  Academic  Year 
(1)  Cardiac  Conference;  weekly.  Aug.  3,  1975-Aug.  31.  1976  (76-1-419) 

(1)  Chest  Conference;  weekly.  Aug.  3.  1975-Aug.  31.  1976  (76-1-420) 

(1)  Medical  Conference;  weekly.  Sept.  4.  1975-Aug.  31.  1976  (76-1-421) 

(1)  Biomechanics:  weekly.  Sept.  8.  1975-Aug.  31,  1976  (76-1-422) 

(1)  Grand  Rounds:  weekly.  Sept.  8-1975-Aug.  31,  1976  (76-1-423) 

(1)  Pathology;  weekly.  Sept.  8,  1975-Aug.  31.  1976  (76-1-424) 

(1)  Surgical  Conference;  weekly.  Sept.  6,  1975-Aug.  31,  1976  (76-1-425) 

(1)  Surgical  Grand  Rounds;  weekly.  Sept.  6,  1975-Aug.  31.  1976  (76-1-426) 
Contact:  Chm.  Med.  Educ.  Comm.,  Hamot  Med.  Cntr.,  4 E.  2nd  Street,  Erie  16507 


Franklin;  Franklin  Hosp.;  '75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  alternately  at  Franklin,  Oil  City,  and 
Titusville;  monthly.  Oct.-June  (76-1-67) 

Contact:  Robert  M.  Pilewski,  M.D.,  Oil  City  Hosp.,  Oil  City  16301 


Gettysburg;  Annie  Warner  Hosp.;  1976 
(1)  Current  Medical  Concepts:  by  Polyclinic  (76-2-68) 

Contact:  Harrison  F.  Harbach.  M.D.,  525  W.  Middle  St.,  Gettysburg  17325 


Greensburg;  Centralized  Hosp.  Service  of  Westmoreland  Co.;  '75-'76  Academic  Year 
I (1)  Continuing  Education  lor  Physicians;  by  Pitt;  monthly,  Sept.-spring  1976  (76-1- 

! 68) 

; Contact:  Mr.  Ira  Schugar,  Dir.  of  Educ.  and  Training.  Centralized  Hosp.  Service- 
j Westmoreland  Co..  Greensburg  15601 

I Grove  City;  Bashline  Mem.  Hosp.;  1976 

(2)  Emergency  Medicine;  Apr,  3 (76-1-461) 

1 (2)  Office  Procedures:  Feb.  14  (76-1-460) 

! Contact:  Vincent  F.  D'Angelo.  D.O..  DME.  Bashline  Mem.  Hosp.,  Grove  City  16127 


I Hanover;  Hanover  General  Hosp.;  1976 

I (1)  Continuing  Education  Seminars;  by  Harrisburg;  monthly.  Jan.  15-June  16  (76-1- 
; 437) 

: Contact:  Gabriel  Zelesnick.  M.D.,  Chrm.,  Cont.  Educ.  Comm.,  Hanover  Gen.  Hosp..  300 

; Highland  Ave  . Hanover  17331 


I Harrisburg:  Harrisburg;  '75-’76  Academic  Year 

] (1)  Cont.  Educ.  Seminars;  alternately  at  Harrisburg  and  Polyclinic;  monthly  (except 

^ Dec.,  Jan.  and  March);  Sept.  18-Apr.  22  (76-1-2) 
t Contact:  Thomas  F.  Fletcher,  M.D.,  Dir.  of  Med.  Affairs.  Harrisburg 


I Harrisburg;  PMS;  75-  76  Academic  Year 

^ (1)  Doctor-Patient  Communications;  by  Comm,  on  Quackery;  dale  to  be  announced 

(76-1-291) 

(1)  Principles  of  Medical  Practice  Management;  April  30-May  1;  location  to  be  an- 
I nounced  (76-1-292) 

(1)  Medical  Arts  '76:  at  Hershey  Motor  Lodge;  Nov.  3-5  (76-1-494) 

Contact:  LeRoy  C.  Erickson,  Dir.  of  Educ.  Activities.  Cncl.  on  Educ.  and  Science,  PMS 


Harrisburg;  Polyclinic;  '75-'76  Academic  Year 
(1)  Cont.  Educ.  Seminars:  alternately  at  Harrisburg  and  Polyclinic;  monthly  (except 
Dec..  Jan.  and  March);  Sept.  18-Apr.  22  (76-1-2) 

Contact:  David  A.  Smith,  M.D.,  Med.  Dir.,  Polyclinic 


Hazleton:  Hazleton  St.  Gen.  Hosp.;  '75-’76  Academic  Year 
(1)  Seminars  in  Continuing  Medical  Education;  by  U.  of  Pa.,  St.  Joseph  Hosp.  and 
Hazleton  Branch  of  Luzerne  Co.  Med.  Soc.;  Thursdays.  Sept.  18-May  30  (76-1-4) 
Contact:  Robert  Gunderson.  M.D..  Hazleton  St.  Gen.  Hosp..  Suite  412-Northeastern 
Bldg..  Hazleton  18201 


Hershey:  M.  S.  Hershey;  '75-'76  Academic  Year 
(1)  Anesthesia  Visiting  Professor  Series;  monthly  (76-1-304) 

(1)  Anesthesiology:  Case  Discussion:  Tuesdays  (76-1-305) 

(1)  Anesthesia  Seminar;  Wednesdays  (76-1-306) 

(1)  Current  Concepts  in  Family  Medicine;  Tuesdays  (76-1-310) 

(1)  Clinical  Pharmacology  Grand  Rounds:  First  and  Third  Mondays  (76-1-313) 
(1)  Emergency  Medicine  Symposium;  monthly  (76-1-315) 

(1)  Endocrinology  and  Reproductive  Biology;  Wednesdays  (76-1-314) 


(1)  Medicine  Grand  Rounds;  Thursdays  (76-1-316) 

(1)  Nervous  System  Seminar;  monthly  (76-1-317) 

(1)  Evenings  in  Cardiology:  First  Wednesdays  each  month  (76-1-318) 

(1)  Multidisciplinary  Tumor  Conference;  Second  and  Fourth  Wednesdays  (76-1-319) 
(1)OB/GYN  Grand  Rounds;  Fridays  (76-1-321) 

(1)  Tri-County  Pathology  Soc.;  monthly  (76-1-322) 

(1)  Pediatric  Grand  Rounds;  Thursdays  (76-1-323) 

(1)  Psychiatry  Grand  Rounds;  First  and  Third  Thursdays  (76-1-324) 

(1)  Psychosomatic-Consultation  Conference:  Thursdays  (76-1-325) 

(1)  Child  Psychiatry  Conference;  Fridays  (76-1-326) 

(1)  Orthopaedic  Surgery  Grand  Rounds;  First  Thursdays  (76-1-327) 

(1)  Uroradiology  Grand  Rounds;  Thursdays  (76-1-329) 

(1)  Radiology  Grand  Rounds;  First  and  Third  Thursdays  (76-1-330) 

(1)  Surgical  Grand  Rounds;  Thursdays  (76-1-328) 

(1)  Urology.  Nephrology.  Radiology  Conference;  First  Wednesdays  (76-1-320) 

(1)  Infertility:  Practical  Aspects  of  Diagnosis  and  Treament;  at  Hershey  Motor  Lodge; 

Feb.  4-5  (76-1-459) 

Contact:  Ray  Snyder.  Dir..  Cont.  Med.  Educ..  M.  S.  Hershey 


Hershey;  Radiology;  1976 

(1)  Diagnostic  Radiology;  at  Hershey  Motor  Lodge,  May  14-15  (76-1-463) 

Contact:  Wallace  T.  Miller,  M.D..  Hosp.  of  the  Univ.  of  Pa..  Dept,  of  Radiology,  Philadel- 
phia 19104 


Hunlock  Creek;  Retreat  St,  Hosp.;  1976 

(1 ) Continuing  Education  for  Psychiatrists:  by  Institute;  monthly.  Jan.-May  (76-1-491 ) 
Contact:  Peter  B.  Bloom.  M.D..  Dir.  of  Cont.  Educ.  in  Psychiatry,  Institute 


Huntingdon;  J.  C.  Blair  Mem.  Hosp.;  1976 
(1)  Medical  and  Surgical  Concepts;  by  Polyclinic  (76-1-489) 

Contact:  H.  W.  Stewart.  M.D..  J.  C.  Blair  Mem.  Hosp.,  Warm  Springs  Ave.  and  Bryan  St., 
Huntingdon  16652 


Johnstown;  Lee  Hosp.;  ’75-’76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  Sept.  16,  Jan.  20  and  March  16 
(76-1-70) 

Contact:  Stephen  T.  Bush,  M.D..  Lee  Hosp..  Johnstown  15901 


King  of  Prussia;  ACS,  Eastern  Chapt.;  May  16-18 
(1)  Annual  Meeting;  at  Sheraton  Valley  Forge  (76-1-497) 
Contact:  Donald  N.  McCoy,  20  Erford  Road.  Lemoyne  17043 


King  of  Prussia:  Sheraton-Valley  Forge  Hotel;  May  6-7 
(1)  Current  Concepts  in  Medicine  for  the  Practicing  Physician;  by  Jefferson  (76-1- 
433) 

Contact:  Harold  J.  Robinson,  M.D..  Dir..  Main  Line  Med.  Conf.,  Bryn  Mawr  Hosp.,  Bryn 
Mawr  19010 


Kingston:  Nesbitt  Mem.  Hosp.;  '75-’76  Academic  Year 

(1)  Continuing  Medical  Education  Program:  by  Gelsinger;  second  Thurs.  Sept. 
11-May  13  (76-1-71) 

Contact:  George  B.  Davis.  M.D..  Nesbitt  Mem.  Hosp..  Wyoming  Ave.,  Kingston  18704 


Kittanning;  Armstrong  Co.  Med.  Soc.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly,  Sept.-May  (76-1-72) 
Contact:  Roderick  R.  McLeod.  M.D..  Box  150,  Kittanning  16201 


Kittanning;  Armstrong  Co.  Mem.  Hosp.;  '75-’76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt.;  bi-monthly,  Oct.-June  (76-1-73) 
Contact:  Roderick  R.  McLeod.  M.D..  Box  150.  Kittanning,  16201 


Lancaster;  Lancaster  Gen.  Hosp.;  '75-'76  Academic  Year 
(1)  Medical  Grand  Rounds:  by  Temple;  weekly.  July  11-June  (76-1-74) 

(1)  Clinical  Correlation  in  Family  Med.;  by  Temple;  bi-weekly.  July  3-June  (76-1-75) 
(1)  Program  in  Continuing  Med.  Educ.;  by  Temple;  weekly.  July  8-June  (76-1-76) 
(1)  Scientific  Program-Monthly  Staff  Meeting;  by  Temple;  monthly.  Sept.  17-June 
(76-1-77) 

Contact:  John  H.  Esbenshade.  Jr..  M.D.,  DME,  Lancaster  Gen.  Hosp..  555  N.  Duke  St., 
Lancaster  17604 


Lancaster;  Lancaster  Osteopathic  Hosp.;  ’75-'76  Academic  Year 
(1)  Continuing  Education  Program;  by  Hahnemann;  weekly.  Oct.  2-Feb.  5 (76-1-78) 
Contact:  Robert  J.  Schaefer.  Ex.  Dir.  Cont.  Educ..  Hahnemann 


Lancaster;  St.  Joseph  Hosp.;  '75-'76  Academic  Year 
(1)  Postgraduate  Seminars  for  Physicians;  by  Jefferson;  bi-monthly.  Sept.  24. 1975- 
May  19.  1976  (76-1-429) 

Contact:  John  H.  Killough.  M.D..  Associate  Dean.  Jefferson 


Lansdale;  North  Penn  Hosp.;  ’75-'76  Academic  Year 
(1)  Continuing  Education  Program;  by  U.  of  Pa.;  monthly.  Sept.  24-June  23  (76-1-79) 
Contact:  Martha  E.  Ross,  M.D.,  North  Penn  Hosp..  7th  and  Broad  Streets,  Lansdale 
19446 


Lansdale;  PAO&O;  1976 

(1)  Ophthalmology  Conferences:  at  Inter-County  Oph.  Soc,.  1000  N.  Broad  St.. 
Lansdale;  monthly,  dales  to  be  announced  (76-1-455) 

Contact:  Robert  E.  Shoemaker.  M.D..  Chrm.,  Scientific  Work.  PAO&O 


Latrobe;  Latrobe  Area  Hosp.;  '75-  76  Academic  Year 
(1)  Postgraduate  Seminars  for  Physicians;  by  Jefferson;  first  Wednesdays.  Sept  - 
Aug.  (76-1-297) 

Contact:  John  R.  Mazero.  M.D.,  DME,  Latrobe  Area  Hosp..  Latrobe  15650 


Lock  Haven;  Lock  Haven  Hosp.;  1976 

(1)  Medical  and  Surgical  Concepts  by  Polyclinic;  second  and  third  Wednesdays.  Oct. 
1975-April  1976  (76-1-432) 

Contact:  William  C.  Long,  Jr..  M.D.,  53  W Main  St..  Lock  Haven  17745 


McKeesport;  McKeesport  Hosp.;  1976 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  weekly,  Jan.  7-Feb.  25  (76-1-456) 
Contact:  Rudolph  L Buck,  M.D..  Chrm..  Med.  Educ.,  McKeesport  Hosp..  McKeesport 
15132 


Meadowbrook;  Holy  Redeemer  Hosp.;  75-  76  Academic  Year 
(1)  Continuing  Educ.  Prgm.;  by  Hahnemann  and  Jefferson;  Sept.  24-May  27  (76-1-14) 
Contact:  W.  F Warrender.  M D , Chrm..  Educ.  Comm..  Holy  Redeemer  Hosp..  1648 
Huntingdon  Pike,  Meadowbrook.  19116 


Monongahela;  Monongahela  Valley  Hosp.;  '75- 76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt  ; alternately  at  Monongahela  and 
Charleroi;  monthly,  Sept.  16-Mar.  16  (76-1-42) 

Contact:  H.  J.  Levin.  M.O  . Monongahela  Div.,  Monongahela  Valley  Hosp.  Inc.,  Monon- 
gahela 15063 

Natrona  Heights;  Tri-Co.  Branch  Med.  Soc.;  1976 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly.  Dec.  1975-May  5.  1976 
(76-2-70) 

Contact:  William  R Balash,  M D.,  Prgm.  Chrm  , Tri-Co.  Branch  Med  Soc.,  c/o  Allegheny 
Valley  Hosp.,  Natrona  Heights  15065 


New  Castle;  Jameson  Mem.  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  alternately  at  Jameson  and  St. 
Francis;  monthly.  Sept.  9-Apr.  13  (76-1-80) 

Contact:  Frank  J.  Altomare,  M D.,  St.  Francis  Hosp  of  New  Castle  16101 


New  Castle;  Lawrence  Co.  Med.  Soc.;  '75-76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly.  Sept.  2-May  4 (76-1-82) 
Contact:  James  N Bower,  M D..  Chrm..  Comm,  on  Cont.  Med  Educ..  103  S Mercer  St.. 
New  Castle  16101 


New  Castle;  St.  Francis  Hosp  ; 75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  alternately  at  St.  Francis  and  Jame- 
son; monthly,  Sept.  9-April  13  (76-1-80) 

Contact;  Frank  J.  Altomare,  M.D.,  St.  Francis  Hosp.  of  New  Castle  16101 
(1)  Continuing  Education  for  Physicians— Chemotherapy  Program;  by  Pitt;  monthly. 
Sept.  30-Feb.  17  (76-1-81) 

Contact:  William  G.  Gillespy.  M D..  St.  Francis  Hosp  of  New  Castle.  New  Castle  16101 


New  Stanton;  Centralized  Hosp  Service  of  Westmoreland  Co.;  1976 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  second  Tuesday  each  month.  Oct. 

14.  1975-June  8,  1976  (76-1-436) 

Contact:  IraSchugar,  Dir.,  Educ.  and  Trng.,  Westmoreland  Co.  Centralized  Hosp.  Serv.. 

Greensburg  15601 

Norristown;  Norristown  State;  75-  76  Academic  Year 
(1)  Clinical  Medicine  for  Psychiatrists:  10  sessions.  Sept.  24-Apr.  21  (76-1-411) 

(1)  Geriatric  Medicine  and  Psychiatry;  weekly.  Jan.  9-Feb.  20  (76-1-412) 

(1)  Intensive  Review  of  Neurology:  weekly.  Sept  8-Apr.  12  (76-1-413) 

(1)  Occupational  Therapy  in  Psychiatry;  weekly.  Mar.  3-31  (76-1-414) 

(1)  Psychopharmacology  Workshops,  monthly.  Sept.  5-May  7 (76-1-415) 

Contact:  John  D.  Pruitt.  M.D..  Dir . Cont.  Med  Educ  . Norristown  State 


Norristown;  Sacred  Heart  Hosp.;  75-  76  Academic  Year 
(1)  Continuing  Education  Program;  by  Hahnemann;  monthly.  Sept.  12-May  28  (76-1- 
83) 

Contact:  Robert  J.  Schaefer,  Ex.  Dir.  Cont.  Educ.,  Hahnemann 


Oil  City;  Oil  City  Hosp.;  75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  alternately  at  Oil  City.  Titusville,  and 
Franklin;  monthly,  Oct.-June  (76-1-67) 

Contact:  Robert  M Pilewski,  M.D.,  Oil  City  Hosp..  Oil  City  16301 


Paoli;  Paoll;  '75-  76  Academic  Year 

(1)  General  Medical  Topics;  (each  Wed.  except  first  of  month).  Sept.  10.  1975-June, 
1976  (76-1-428) 

Contact:  Peter  N Hillyer,  M.D.,  Chrm.,  Research  and  Education  Comm..  Paoll 


Philadelphia;  ACP;  75-  76  Academic  Year 


(1)  Update  in  Infectious  Diseases:  by  MCP;  at  Sheraton  Valley  Forge  Hotel;  Jan.  20-30 
(76-1-337) 

(1)  Auscultation  in  Its  Clinical  Setting;  by  U.  of  Pa.;  at  Holiday  Inn — University  City; 
Apr.  26-28  (76-1-339) 

Contact.  M.  H.  Jackson.  Registrar,  ACP 


Philadelphia:  Albert  Einstein  Med.  Cntr..  Northern  Div.;  '75-'76  Academic  Year 
(1)  Anesthesia  Seminar:  by  Temple;  three  times  a week.  Oct  6-May  27  (76-1-86) 

(1)  Basic  Rheumatology  Course;  by  Temple;  alternate  weeks.  July  1 1-June  25  (76-1- 
87) 

(1)  Cardiac  Teaching  Conference:  by  Temple;  weekly.  Sept.-June  20  (76-1-88) 

(1)  Cardiovascular-Pulmonary  Renal  Research  Seminar;  by  Temple;  bi-weekly. 
Jan.-June  20  (76-1-89) 

(1)  Pulmonary  Lecture  Series;  by  Temple;  weekly.  Sept.  1-June  30  (76-1-90) 

(1)  G.l.  Weekly  Conference  Series;  by  Temple;  weekly,  Sept.  1-May  31  (76-1-91) 

(1)  Kidney  Transplant  Conference;  by  Temple;  weekly.  July  1-June  30  (76-1-92) 

(1)  Renal  Conference;  by  Temple;  weekly,  July  1-June  30  (76-1-93) 

(1)  Hematology  Conference;  by  Temple;  weekly,  Sept.  1-June  30  (76-1-94) 

(1)  Infectious  Disease:  by  Temple;  weekly.  Sept  -May  (76-1-95) 

(1)  Medical  Grand  Rounds;  by  Temple;  weekly.  Sept.  9-June  15  (76-1-96) 

(1)  Basic  Pathophysiology  in  Internal  Medicine;  by  Temple;  weekly.  Sept.  8-June  14 
(76-1-97) 

(1)  Neuroradiology  Conference;  by  Temple;  weekly,  July  11-June  25  (76-1-98) 

(1)  Neurology  Grand  Rounds;  by  Temple;  weekly,  all  year  long  (76-2-2) 

(1)  Reproductive  Endocrinology  and  Infertility;  by  Temple;  24  times.  Sept.  9-May  5 
(76-1-99) 

(1)  Obstetrics  & Gynecology  Grand  Rounds;  by  Temple;  three  times  a month.  July 
1-June  30  (76-1-100) 

(1)  Orthopedic  Conference;  by  Temple;  weekly,  all  year  long  (76-2-3) 

(1)  Autopsy  Review  Conference;  by  Temple;  weekly.  July  10-June  26  (76-1-101) 

(1)  Clinical  Neuro-Pathological  Correlation  Conference;  by  Temple;  bi-weekly,  July 
1-June  30  (76-1-102) 

(1)  Pediatric  Grand  Rounds;  by  Temple;  weekly,  July-June  (76-1-103) 

(1)  Essentials  in  Pediatric  Psychiatry;  by  Temple;  at  home  of  Leonardo  Magran,  M.D.; 
first  and  third  Tuesdays.  Sept  -May  (76-1-104) 

(1)  Basic  Science  and  Clinical  Concept  Review;  by  Temple  and  Moss  Rehabilitation 
Hosp.;  weekly,  July  1-May  31  (76-1-105) 

(1)  Prosthetics/Oiihotics  Conference;  by  Temple  and  Moss  Rehabilitation  Hosp.; 
weekly.  July  1-June  30  (76-1-106) 

(1)  Grand  Rounds  in  Rehabilitation;  by  Temple  and  Moss  Rehabilitation  Hosp.; 
weekly,  July  1-May  31  (76-1-107) 

(1)  Radiology  Grand  Rounds:  by  Temple;  weekly,  Sept.-May  (76-1-108) 

(1)  Nuclear  Medicine-Introductory  Physics  and  Clinical  Aspects;  by  Temple;  weekly, 
April-July  (76-1-109) 

(1)  Radiation  Therapy-Introductory  Physics  and  Clinical  Aspects:  by  Temple;  two  < 
days  a week.  Dec,  1-March  31  (76-1-110) 

(1)  General  Surgery  Conference;  by  Temple;  weekly.  Sept.  13-June  19  (76-1-111)  i 
(1)  Surgical  Departmental  Conference;  by  Temple;  weekly.  Sept.  4-June  17(76-1-112)  I 
Contact;  Morion  S.  Mandell,  M.D.,  Chrm.,  Cont.  Educ.  Subcomm.,  Albert  Einstein  Med.  ♦* 
Cntr.,  York  and  Tabor  Rds..  Philadelphia  19141 


Philadelphia;  American  Oncologic  Hosp.;  '75-'76  Academic  Year 
(1)  Cancer  Detection  in  Office  Practice;  by  Jeanes  and  American  Cancer  Soc.;  one 
day  a week  for  seven  weeks;  repeated  Sept.  3-May  26  (76-1-404) 

(1)  Tumor  Board;  by  Jeanes;  weekly,  Sept.  8-Aug.  28  (76-1-406) 

(1)  Tumor  Conference;  by  Jeanes;  weekly.  Sept.  8-July  26  (76-1-407) 

Contact:  Paul  F.  Engstrom.  M.D..  Chief,  Dept,  of  Med..  Amer.  Oncologic  Hosp..  Central 
and  Shelmire  Ave.,  Philadelphia  19111 


Philadelphia:  Anesthesiologists;  '75-'76  Academic  Year 
(1)  Phila.  Anesthesia  Study  Commissions  and  Guest  Lectures;  by  Philadelphia  Soc. 
of  Anesthesiologists;  at  Philadelphia  Co.  Med.  Soc.;  first  Thursdays,  Oct.  2-May  6 
(76-1-24) 

Contact;  James  C.  Erickson.  III.  M.D..  Dept,  of  Anesthesiology,  Jefferson 


Philadelphia;  Anesthesiologists;  75-'76  Academic  Year 
(1)  Anesthesia  for  Emergency  Surgery;  Annual  Meeting  at  Marriott  Motor  Hotel;  May 
14-16  (76-1-26) 

Contact:  James  C.  Erickson,  III.  M.D..  Chrm.,  Cmte.  on  Cont.  Educ.,  Anesthesiologists 


Philadelphia;  Anesthesiologists;  May  14-16 
(1)  Annual  Meeting;  at  Marriott  Motor  Hotel  (76-1-495) 
Contact:  Donald  N.  McCoy,  Exec.  Sec.,  Anesthesiologists 


Philadelphia:  Children's  Hosp.;  Oct.  16,  1975 
(1)  Anesthesia  Case  Conference;  by  U.  of  Pa,;  intermittent  during  year  (76-1-348) 
Contact:  William  Schwartz,  M.D.,  Chrm.,  Postgraduate  Educ.  Comm.,  Children's  Hosp. 
of  Phila.,  34th  and  Civic  Cntr.  Blvd.,  Phila.  19104 


Philadelphia;  Coll.  Phys./Phlla.;  75-'76  Academic  Year 
(1)  Second  Career  Training  Program  for  Emergency  Physicians;  by  Hahnemann, 
Jefferson,  MCP,  Temple,  and  U.  of  Pa.;  15  days.  Apr.  26-May  14  (76-1-113) 

(1)  Biology  and  Therapeutic  Management  of  Human  Cutaneous  Malignant 


Melanomas:  by  Temple;  Apr.  1-2  (76-1-191) 

(1)  8lh  Annual  Pediatric  Ophthalmology  Symposium;  by  Temple,  St.  Christopher's 
Hosp.  and  Wills  Eye  Hosp.;  May  15-16  (76-1-167) 

Contact:  Albert  J.  Finestone.  M.D..  Assistant  Dean,  Temple 


Philadelphia:  Colon  and  Rectal;  '75-'76  Academic  Year 
(1)  Scientific  Prgms.:  at  Union  League:  Sept.  19.  Jan.  16.  Mar.  12  and  May  21  (76-1-3) 
Contact:  Indru  T.  Khubchandani.  M.D..  Secy..  Colon  and  Rectal 


Philadelphia:  Dermatology;  1976 

(1)  Advances  in  Dermatology,  1976:  Sept.  16-19;  at  Univ.  of  Pa.  Hosp.  (76-2-69) 
Contact:  Joseph  Witkowski,  M.D..  Sec.-Treas..  Dermatology 


Philadelphia:  Episcopal  Hosp.;  '75-  76  Academic  Year 
(1)  Metabolic/Endocrine  Problems  for  Practicing  Physician:  by  Temple;  biweekly 
beginning  July  11,  1975  (76-1-121) 

(1)  Phonocardiography/Vectorcardiography  for  the  Practicing  Physician;  by  Temple; 
weekly,  Feb.  5-Mar.  11  (76-1-116) 

(1)  Electrocardiography  for  the  Practicing  Physician;  by  Temple;  weekly,  beginning 
Nov.  13  (12  weeks)  (76-1-117) 

(1)  Clinical  Cardiology;  by  Temple;  weekly.  Sept.  10-June  (76-1-287) 

(1)  Mortality  Conference;  by  Temple;  Monthly,  July  17-June  18  (76-1-288) 

(1)  Gastroenterologic  Problems  for  Practicing  Physician;  by  Temple;  biweekly 
beginning  July  11.  1975  (76-1-118) 

(1)  General  Medicine;  by  Temple;  weekly  beginning  Oct.  11  (76-1-119) 

(1)  Hematology  for  Practicing  Physician;  by  Temple;  weekly  Sept.  30-June  30  (76-1- 
120) 

(1)  Neurology  Grand  Rounds;  by  Temple;  fourth  Tues..  Jan.-Dee.  (76-2-8) 

(1)  Neurosurgical  Seminar;  by  Temple;  every  Tues.,  Jan.  6-Dec.  28  (76-2-9) 

(1)  General  Histopathology;  by  Temple;  daily  Mon.-Fri..  Jan.  2-Dec.  31  (76-2-4) 

(1)  Combined  Surgery.  Radiology,  Pathology  Conference;  by  Temple;  Thurs.,  Jan. 
6-Dec.  28  (76-2-5) 

(1)  OB-GYN  Pathology;  by  Temple;  Tuesdays,  Jan.  6-Dec.  28  (76-2-11) 

(1)  Genito-urinary  Pathology;  by  Temple;  Wednesdays,  Nov.  3-Dec.  29  (76-2-12) 
Contact:  Jacob  Zatuchni,  M D..  Dept,  of  Med.,  Episcopal  Hosp.,  Front  St.  and  Lehigh 
Ave.,  Philadelphia  19125 

(1)  Introductory  Diagnostic  Ultrasound;  by  Temple;  Sept.  22-26  (repeat  Dec.  15-19, 
Mar  8-12,  and  June  14-18)  (76-1-122) 

(1)  Diagnostic  Ultrasound — Abdominal  Scanning;  by  Temple;  Oct.  20-24  (repeat  Jan. 
12-16,  and  Apr.  5-9)  (76-1-123) 

(1)  Diagnostic  Ultrasound — Echocardiography;  by  Temple;  Nov.  17-21  (repeat  Feb. 
9-13  and  May  10-14)  (76-1-124) 

(1)  Neuroradiology-Pathology;  by  Temple;  Tuesdays.  Jan.  27-Dec.  28  (76-2-10) 

(1)  Radiology  Conference;  by  Temple;  weekly  (76-2-13) 

(1)  Surgery  Rounds;  by  Temple;  Tuesdays,  Jan.  6-Dec.  28  (76-2-6) 

(1)  Uroradiology  Conference;  by  Temple;  weekly  (76-2-30) 

Contact:  LeRoy  H.  Stahlgren,  M.D.,  Episcopal  Hosp.,  Front  St.  and  Lehigh  Ave.. 
Philadelphia  19125 


Philadelphia:  EPPI;  75-'76  Academic  Year 
(1)  Biofeedback — What  is  It?  What  is  It  For?  How  is  It  Done?;  Thurs.  in  Apr.  (76-1-114) 
(1)  Legal  and  Political  Issues  Relevant  to  the  Practice  of  Psychiatry:  date  to  be 
determined  (76-1-115) 

Contact:  Geraldine  DePaula.  M.D.,  Acting  Dir.  of  CME,  EPPI. 

(1)  Seminar  in  Clinical  Behavior  Therapy;  by  Temple;  weekly.  Sept.  10-Dec.  3,  1975 
(repeat  Jan.  7-Mar.  31,  1976)  (76-1-205) 

(1)  Training  Program  in  Behavior  Therapy;  by  Temple;  20  days.  June  7-July  2,  1976 
(76-1-206) 

Contact:  Albert  J.  Finestone,  M.D.,  Assistant  Dean.  Temple 


Philadelphia;  Pels  Research  Institute;  75-'76  Academic  Year 
(1)  Basic  Science  Seminar;  by  Temple;  one  day  per  week.  Sept. -June  (76-1-125) 
Contact;  Albert  J.  Finestone,  M.D.,  Assistant  Dean  for  Cont.  Med.  Educ..  Temple 


Philadelphia;  Frankford;  75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  weekly.  Sept.  5-June  25  (76-1-299) 
Contact:  Ronald  E.  Cohn.  M.D..  Med.  Dir.,  Frankford 


Philadelphia;  Germantown  Dispensary  and  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  in  Diagnostic  Radiology;  by  Temple;  Mondays.  Sept.-June 
(76-1-126) 

(1)  Continuing  Medical  Education  Conference;  by  Temple;  Fridays.  Sept.  12-June4 
(76-1-127) 

Contact:  William  H.  Strimel,  M.D.,  Chrm..  Med.  Educ.  Comm.,  Germantown  Dispensary 
and  Hosp.,  Penn  and  Wister  Sts.,  Philadelphia  19144 


Philadelphia;  Hahnemann:  75-'76  Academic  Year 
(1)  Clinical  Immunology  Tutorial  Course:  40  days/repealed  Sept.  1 -June  25  (76-1-1 32) 
(1)  Rheumatology  Tutorial  Course;  two  days  per  week,  four  weeks/repeated  Sept. 
1-July  1 (76-1-131) 

(1)  Noninvasive  Cardiac  Techniques  Tutorial;  15  days/repeated  Oct.  6-June  4 (76-1- 
134) 

(1)  Vector-Electrocardiography  and  Cardiovascular  Pharmacology  Tutorial:  15 


days/repeated  Oct.  6-June  4 (76-1-135) 

(1 ) Bedside  Diagnosis  of  Heart  Disease;  at  Marriott  Motor  Hotel ; July  1 2-24  (76-1-136) 
(1)  Electrocardiology  for  the  Internist;  at  Valley  Forge  Sheraton  Hotel;  Apr  7-9(76-1- 
137) 

(1)  Cardiology;  at  Marriott  Motor  Hotel;  May  24-28  (76-1-138) 

(1)  Clinical  Cardiology  and  Cardiovascular  Surgery  Tutorial:  15  days/repeated  Oct. 
6-June  4 (76-1-139) 

(1)  Cardiac  Radiology  and  Angiography  Tutorial;  15  days/repealed  Oct.  6-June  4 
(76-1-140) 

(1)  Cardiac  Care  Unit  Tutorial:  15  days/repeated  Oct.  6-June  4 (76-1-141) 

(1)  Hypertension.  Clinical  and  Laboratory  Tutorial;  10  days/repeated  Sept.  1-June  18 
(76-1-142) 

(1)  Fluid  and  Electrolyte  Metabolism  Tutorial;  10  days/repeated  Sept.  1-June  18 
(76-1-143) 

(1)  Dialysis  Tutorial  Course;  10  days/repeated  Sept.  1-June  18  (76-1-144) 

(1)  Respiratory  Intensive  Care  Tutorial;  20  days/repeated  Sept.  1-July  2 (76-1-133) 
(1)  Workshops  in  Respiratory  Intensive  Care;  Oct.  20-31  (repeated  Apr.  12-23)  (76-1- 

145) 

(1)  Respiratory  (inhalation)  Therapy  Tutorial;  20  days/repeated  Sept.  1-July  2 (76-1- 

146) 

(1)  Clinical  Pulmonary  Disease  Tutorial;  20  days/repeated  Sept.  1-July  2 (76-1-148) 
(1)  Critical  Care  Tutorial  Course;  40  days/repeated  Nov.  3-June  25  (76-1-149) 

(1)  Infectious  Diseases/Hospital  Infections;  at  Bellevue  Stratford;  Apr.  21-23  (76-1-27) 
(1)  Endocrinology  and  Diabetes:  at  Bellevue  Stratford  Hotel;  Feb.  2-4  (76-1-150) 

(1)  Controversies  in  Family  Medicine:  at  Bellevue  Stratford  Hotel;  June  7-9  (76-1-1 51 ) 
(1)  Current  Concepts  in  Medicine:  Wednesdays.  Oct.  1-May  26  (76-1-296) 

(1)  Review  Seminar  for  Foreign  Medical  Graduates;  Nov.  10-Dec.  19:  (repeated  May 
10-June  25,  1976;  Nov.  8-Dec.  17,  1976)  (76-2-1) 

(1)  Clinical  Gastroenterology  Tutorial;  weekly.  Sept.  16-Oct.  23  (repealed  Mar.  18- 
Apr.  22)  (76-1-152) 

(1)  Gastrointestinal  Endoscopy  Tutorial;  5 days/repeated  monthly  Sept.-June  (76-1- 
153) 

(1)  Basic  Medicine  Tutorial  Course;  60  days/repeated  Sept.  8-June  26  (76-1-154) 

(1)  Chairman's  Medical  Grand  Rounds;  every  Thursday.  Oct.  9-May  27  (76-1-155) 
(1)  Role  of  Computerized  Transaxial  Tomography  on  Diagnosis  on  Organic  Brain 
Disease:  four  times  yearly,  Sept.-May  (76-1-28) 

(1)  Internal  Medicine  Reviews;  every  Wednesday,  Oct.  1-May  26  (76-1-156) 

(1)  Adult  Neurology  Tutorial:  60  days/repeated  Oct.  6-June  25  (76-1-157) 

(1)  Pediatric  Neurology  Tutorial;  60  days/repeated  Oct.  6-June  25  (76-1-158) 

(1)  Neuropathology  Tutorial;  60  days/repealed  Oct.  6-June  25  (76-1-159) 

(1)  Pulmonary  Physiology  Tutorial:  20  days/repeated  Sept.  1-July  2 (76-1-147) 

(1)  Gastrointestinal  Radiology  Conference;  first  and  third  Fridays.  Sept.-June  (76-1- 
128) 

(1)  Radiology  - Renal  Conference:  second  and  fourth  Wednesdays.  Sept  -June  (76- 
1-129) 

(1)  Radiology  - Pulmonary  Conference;  first  and  third  Wednesdays.  Sept.-June  (76- 
1-130) 

Contact:  Robert  J.  Schaefer.  Exec.  Dir.,  Cont.  Educ.  Prgm.  Coordinator.  Hahnemann 


Philadelphia;  Institute;  1976 

(1)  Advanced  Seminar  on  Practical  Issues  in  the  Law  for  Psychiatrists  and  Attorneys; 
weekly,  Tuesday,  beginning  Apr.  6 (76-1-462) 

(1)  Advances  in  Psychiatry  and  the  Behavioral  Sciences;  Tuesdays.  Sept.  2-June  2 
(76-1-463) 

(1)  Child  and  Family  Therapy:  Mondays.  Jan.  5-Feb.  23  (76-1-464) 

(1)  Review  of  Basic  Neurology:  Wednesdays.  Jan.  7-Mar.  10  (76-1-465) 

(1)  Advanced  Public  Speaking  Workshop:  Apr.  2-3  (76-1-466) 

(1)  Workshop  (or  Planning  Physician  Education  Programs  on  Alcoholism;  at  Sugar- 
loaf  Conference  Center;  Jan.  25-27  (repeated  Feb.  27  and  March  26)  (76-1-431) 
Contact:  Peter  B.  Bloom.  M.D.,  Dir.  of  Cont.  Educ.  in  Psychiatry,  Institute 


Philadelphia;  Institute  for  Cancer  Research;  Mar.  31.  1976 
(1)  Cancer  Medicine  for  the  Practicing  Physician;  by  Jeanes  and  Fox  Chase  Cancer 
Cntr.;  (76-1-405) 

Contact:  Paul  F.  Engstrom.  M.D.,  Chief,  Dept,  of  Med.,  Amer.  Oncologic  Hosp..  Central 
and  Shelmire  Ave..  Philadelphia  19111 


Philadelphia;  Jeanes;  75-'76  Academic  Year 
(1)  Diagnosis  and  Treatment  of  Cardiac  Arrhythmia;  weekly.  Feb.  25-Mar.  31  (76-1- 
385) 

(1)  Pulmonary  Diseases  for  Practicing  Physicians;  weekly.  Apr  7-May  12  (76-1-386) 
(1)  Dermatology  for  Family  Physicians;  weekly,  Jan.  14-Feb.  18  (76-1-387) 

(1)  Clinical  Rounds  (Medical  Dept.);  weekly.  Sept.  10-June  2 (76-1-401) 

(1)  Weekly  Scientific  Conference;  1 day  every  other  week;  Sept.  17-June  30  (76-1-402) 
(1)  Medical  Dept.  Meeting — Scientific;  monthly.  Sept.  24-June  23  (76-1-403) 

(1)  Pathology  Slide  Conference;  weekly,  Sept.  2-Aug.  29  (76-1-408) 

(1)  Radiology  Conference;  Tuesdays  and  Fridays.  Sept.2-August  29  (76-1-409) 

(1)  Surgical  Department  Meeting — Scientific:  monthly.  Oct.  1-Aug.  4 (76-1-410) 
Contact:  Joseph  M.  Winston.  M.D..  Dir..  Dept,  of  Med.  Educ..  Jeanes 


Philadelphia;  Jefferson;  '75-'76  Academic  Year 
(1)  Modern  Therapeutics  II;  Feb.  25-27  (76-1-293) 

Contact:  John  H.  Killough.  M.D.,  Associate  Dean.  Jefferson 
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Philadelphia,  MCP;  '75-76  Academic  Year 
(1)  Preceptorships  for  Practicing  Physicians  (in  all  subspecialties);  scheduled  as 
convenient  (76-1-31) 

Contact;  Gerald  H.  Escovitz.  M.D..  Associate  Dean,  MCP 
(1)  Retraining  Program;  six  week  review  of  physical  diagnosis  skills.  (76-2-32) 
Contact:  Ethel  Weinberg,  M.D„  Associate  Dean,  MCP 


Philadelphia;  Moss  Rehab.,  Albert  Einstein  Med.  Cntr.;  '75-'76  Academic  Year 
(1)  Rheumatology  Teaching  Conference;  by  Temple:  weekly,  Sept.-May  (76-1-85) 
Contact:  Morton  S.  Mandell,  M.D.,  Chrm.,  Cont.  Educ.  Subcomm.,  Albert  Einstein  Med 
Cntr.,  York  and  Tabor  Road,  Philadelphia  19141 


Philadelphia:  PAO&O;  June  11-13 

(1)  Annual  Course  on  Oculo-Plastic  Surgery;  at  Buckhill  Falls  Hotel  (76-1-451) 
Contact.  Robert  E.  Shoemaker,  M.D,,  Chrm.,  Scientific  Work,  PAO&O 


Philadelphia:  PAO&O;  1976 

(1)  Diagnosis  and  Management  of  the  Glaucoma  Patient:  at  Wills  Eye  Hosp.;  Apr.  2-3 
(76-1-452) 

(1)  Annual  Pediatric  Ophthalmology  Course;  at  Children's  Hosp.  of  Phila.;  Apr.  28-30 
(76-1-453) 

Contact:  Robert  E.  Shoemaker,  M.D.,  Chrm.,  Scientific  Work,  PAO&O 


Philadelphia:  Pennsylvania  Hosp.;  Mar  1-5,  1976 
(1)  Specifically  Treatable  Diseases:  by  ACP  (76-1-338) 
Contact:  M.  H.  Jackson,  Registrar,  ACP 


Philadelphia;  Philadelphia  State  Hosp.;  75-  76  Academic  Year 
(1)  Continuing  Medical  Education  for  Physicians;  by  Temple;  weekly.  Sept.  5-Jan.  23 
(76-1-160) 

(1 ) Seminars  for  Psychiatrists;  by  Institute;  every  other  week.  Apr.  9-May  28  (76-1-285) 
(1)  Seminars  for  Psychiatrists:  by  Jefferson;  every  other  week,  Jan.  30-Mar.  26(76-1- 
161) 

Contact:  Donald  Daiter,  M.D.,  Prgm.  Dir.,  Philadelphia  State  Hosp.,  14000  Roosevelt 
Blvd.,  Philadelphia  19131 

Philadelphia;  PMS;  1976 

(1)  Establishing  Yourself  in  Medical  Practice;  Jan.  6-7;  at  Philadelphia  Co.  Med.  Soc. 
Headquarters  (76-1-294) 

Contact:  LeRoy  C.  Erickson,  Dir.  of  Educ.  Activities.  Cncl.  on  Educ.  and  Science.  PMS 


Philadelphia:  Radiology;  1976 

(1)  Blue  Ribbon  Course  for  Academic  Year  1975-76:  at  Phila.  Gen.  Hosp..  X-Ray 
Auditorium  (76-1-484) 

(1)  Scientific  Seminars;  at  Phila.  College  of  Physicians  (76-1-485) 

Contact:  Wallace  T.  Miller.  M.D..  Hosp.  of  the  Univ.  of  Pa..  Dept,  of  Radiology.  Philadel- 
phia 19104 


Philadelphia;  Skin  and  Cancer  Hosp.;  '75-'76  Academic  Year 
(1)  Clinical  Dermatology  Conference;  by  Temple;  weekly,  Sept.-June  (76-1-162) 

(1)  18th  Annual  Postgraduate  Course  in  Dermal  Pathology;  by  Temple;  Aug.  22-27. 
1976  (76-1-163) 

(1)  Third  Postgraduate  Course  in  Medical  Mycology;  by  Temple;  June  21-25  (76-1- 
194) 

Contact:  Albert  J.  Finestone,  M.D.,  Assistant  Dean.  Temple. 


Philadelphia:  St.  Christopher  s Hosp.  for  Children:  75-'76  Academic  Year 
(1)  Pediatric  Grand  Rounds;  by  Temple;  Tuesdays  and  Fridays,  Sept.-June  (76-1 -164) 
(1)  Pediatric  Conference;  by  Temple;  weekly.  Sept.-June  (76-1-165) 

(1)  Pediatric  Cardiology  Conference;  by  Temple;  weekly,  Sept.-June  (76-1-166) 
Contact:  Alan  Gruskin,  M.D.,  Associate  Professor  in  Pediatrics.  Temple 
(1)  25th  Annual  Pediatric  Seminar;  by  Temple;  at  Benjamin  Franklin  Hotel;  June  1-4, 
1976  (76-1-168) 

Contact:  Angelo  M.  DiGeorge,  M.D  . Prof.  Pediatrics.  St  Christopher  s Hosp.  for  Chil- 
dren, 2600  North  Lawrence  Street.  Philadelphia  19133 


Philadelphia;  Temple;  '75-'76  Academic  Year 
(1)  Anesthesiology  Basic  Science  Lecture;  weekly.  Sept.-June  (76-1-171) 
(1)  Anesthesiology  Case  Conference;  weekly.  Sept.-June  (76-1-172) 

(1)  Anesthesiology  Seminar;  weekly.  Sept.-June  (76-1-173) 

(1)  Anatomy  Conference  and  Class;  weekly.  Sept.-June  (76-1-170) 

(1)  Basic  Science  (Surgery)  Review;  weekly.  Sept.-June  (76-1-174) 

(1)  Angiography;  weekly.  Sept.-June  (76-1-175) 

(1)  Cardiac  Arrhythmia  Conference;  weekly,  Sept.-June  (76-1-176) 

(1)  Cardiac  Catheterization  Conference:  weekly.  Sept.-June  (76-1-177) 

(1)  Thrombohemorrhagic  Conference;  weekly.  Sept.-June  (76-1-178) 

(1)  Chest  Conference;  weekly.  Sept.-June  (76-1-179) 

(1)  Pulmonary  Grand  Rounds;  weekly.  Sept.-June  (76-1-180) 

(1)  Electrodiagnostic  Rounds:  weekly,  Sept.-June  (76-1-181) 

(1)  Endocrine-Metabolic  Conference;  weekly,  Sept.-June  (76-1-182) 

(1)  G.  I.  Conference;  weekly.  Sept.-June  (76-1-183) 

(1)  Cardiology  in  Office  Practice;  Apr.  28.  1976  (76-1-184) 

(1)  Stauffer  Memorial  Lecture;  Apr.  28.  1976  (76-1-217) 

(1)  Socratic  Seminars;  arranged  on  request  of  applicant  (76-2-14) 


(1)  Infectious  Disease  in  Office  Practice;  May  5.  1976  (76-1-185) 

(1)  Diabetes  Mellitus  in  Office  Practice;  Apr.  14.  1976  (76-1-186) 

(1)  Medical  Grand  Rounds;  weekly.  Sept.-June  (76-1-192) 

(1)  CPC/Medicine;  weekly.  Sept.-June  (76-1-193) 

(1)  Fracture  Conference;  weekly.  Sept.-June  (76-1-187) 

(1)  Rheumatology  Conference;  weekly.  Sept.-June  (76-1-216) 

(1)  Hepatology  Conference:  weekly,  Sept.-June  (76-1-188) 

(1)  A Day  in  Hematology:  Mar.  24.  1976  (76-1-190) 

(1)  Infectious  Disease  Clinical  Microbiology  Conference;  weekly.  Sept.-June  (76-1- 
189) 

(1)  Neurology  Conference;  weekly,  Sept.-June  (76-1-195) 

(1)  Grand  Rounds  in  Neurosurgery;  weekly.  Sept.-June  (76-1-196) 

(1)  Ob/Gyn  Grand  Rounds:  weekly.  Sept.-June  (76-1-197) 

(1)  Ob/Gyn  Postgraduate  Program;  Wednesdays.  Sept.-June  (76-1-198) 

(1)  Hematology-Oncology  Conference;  weekly,  Sept.-June  (76-1-199) 

(1)  Tumor  Conference;  weekly,  Sept.-June  (76-1-219) 

(1)  Orthopedic  Surgery  Basic  Science  Conference;  weekly.  Sept.-June  (76-1-169) 
(1)  Orthopedic  Surgery  Grand  Rounds;  weekly.  Sept-June  (76-1-200) 

(1)  Mini  Fellowships  in  Sports  Medicine;  by  arrangement  (76-2-15) 

(1)  Patient  Care  Mortality  & Morbidity  Conference  (ORS);  weekly.  Sept.-June  (76-1- 
201) 

(1)  Orthotic  Rounds;  weekly.  Sept.-June  (76-1-202) 

(1)  Chevalier  Jackson  Basic  Course  in  Bronchoesophagology;  Nov.  10-21  (repeated 
Feb.  2-13)  (76-1-203) 

(1)  ENT  Workshop;  in  varying  locations;  varying  days;  2 hours  (76-2-16) 

(1)  Grand  Rounds  in  Psychiatry;  weekly.  Sept.-June  (76-1-204) 

(1)  Frontiers  of  Psychotherapy;  with  Albert  Einstein  Med.  Center,  Northern  Div.,  at 
Holiday  Inn;  Mar.  18-19,  1976  (76-1-207) 

(1)  Rehabilitation  Chairman's  Rounds;  weekly.  Sept.-June  (76-1-215) 

(1)  Clinical  Pathology  Radiology  Conference;  weekly,  Sept.-June  (76-1-208) 

(1)  Neuroradiology;  weekly,  Sept.-June  (76-1-209) 

(1)  Neuroradiology  Conference;  weekly,  Sept.-June  (76-1-210) 

(1)  Orthopedic  Radiology;  weekly,  Sept.-June  (76-1-211) 

(1)  Pediatric  Radiology:  weekly,  Sept  -June  (76-1-212) 

(1)  Urologic  Radiology;  alternate  Thursdays,  Sept.-June  (76-1-213) 

(1)  Urologic  Radiology  Conference:  weekly.  Sept.-June  (76-1-214) 

(1)  Surgical  Morbidity  Conference;  weekly,  Sept.-June  (76-1-218) 

Contact:  Albert  J.  Finestone,  M.D..  Assistant  Dean.  Cont.  Med.  Educ.,  Temple 


Philadelphia;  U.  of  Pa.;  '75-'76  Academic  Year 
(1)  Allergy-Immunology  Clinical  Conference:  weekly  (76-1-380) 

(1)  Allergy-Immunology  Journal  Club/Research  Conference;  weekly  (76-1-381) 

(1)  Anesthesia  Case  Conference;  intermittent  during  year  (76-1-341) 

(1)  Clinical  Cardiovascular  Conference;  intermittent  during  year  (76-1-342) 

(1)  Cardiovascular  Hypertension  Clinical  and  Research  Rounds;  weekly  (76-1-369) 
(1)  Cardiovascular  Hypertension  Conference:  weekly  (76-1-370) 

(1)  Cardiology  Clinical  Conference;  weekly  (76-1-382) 

(1)  Congenital  Heart  Disease  Conference;  weekly  (76-1-384) 

(1)  Dermatology  Conference  and  Rounds:  intermittent  during  year  (76-1-343) 

(1)  Infectious  Disease  Conference;  weekly  (76-1-363) 

(1)  Renal-Electrolyte  Section  Conference:  weekly  (76-1-364) 

(1)  Diabetes  and  Endocrine  Conference;  weekly  (76-1-365) 

(1)  Workshops  in  Physiology,  Diagnosis  and  Treatment  of  Electrolyte  and  Acid-Base 
Disorders:  by  ACP;  Jan.  5-9  (76-1-336) 

(1)  Gastroenterology  Interdisciplinary  Conference;  weekly  (76-1-366) 

(1)  Gastroenterology  Research  Seminar;  weekly  (76-1-367) 

(1)  Gastroenterology  Clinical  Conference;  weekly  (76-1-368) 

(1)  Hematology-Oncology  Conference;  weekly  (76-1-371) 

(1)  Hematology  Clinical  Conference;  weekly  (76-1-373) 

(1)  Pathology  Soc.  of  Philadelphia;  intermittent  during  year  (76-1-345) 

(1)  Suburban  Pathology  Conference:  intermittent  during  year  (76-1-361) 

(1)  Clinical  Pathology  Conference;  intermittent  during  year  (76-1-350) 

(1)  Dermato-Pathology  Conference;  intermittent  during  year  (76-1-351) 

(1)  Neuropathology  Brain-Cutting  Conference:  intermittent  during  year  (76-1-352) 
(1)  Oncology  Clinical  Conference;  weekly  (76-1-372) 

(1)  Pediatric  Surgical  Grand  Rounds;  intermittent  during  year  (76-1-349) 

(1)  PM  and  R Teaching  Conference;  intermittent  during  year  (76-1-354) 

(1)  PM  and  R Psychiatric  Conference:  intermittent  during  year  (76-1-355) 

(1)  PM  and  R Prosthetic-Orthotic  Conference;  intermittent  during  year  (76-1-356) 
(1)  Electrophysiology  Conference;  weekly  (76-1-383) 

(1)  Psychiatry  Academic  Seminar;  intermittent  during  year  (76-1-346) 

(1)  Medical-Surgical  Chest  Conference;  weekly  (76-1-375) 

(1)  Clinical  Pulmonary  Management  Conference;  weekly  (76-1-376) 

(1)  Pulmonary  Research  Conference;  weekly  (76-1-377) 

(1)  Pulmonary  Function  Conference;  weekly  (76-1-378) 

(1)  Chest  X-Ray  Conference;  weekly  (76-1-379) 

(1)  Pulmonary  Grand  Rounds;  weekly  (76-1-374) 

(1)  Pulmonary/Medical/Surgical  Conference:  intermittent  during  year  (76-1-359) 

(1)  Philadelphia  Angiography  Club:  intermittent  during  year  (76-1-340) 

(1)  Neuroradiology  Clinical  Correlation  Conference;  intermittent  during  year  (76-1- 
353) 

(1)  Neuroradiology  Conference;  intermittent  during  year  (76-1-344) 

(1)  Tumor  Conference;  intermittent  during  year  (76-1-357) 

(1)  Rheumatology  Conference;  weekly  (76-1-362) 


(1)  Surgical  Conference;  intermittent  during  year  (76-1-360) 

(1)  Surgical  Grand  Rounds;  intermittent  during  year  (76-1-347) 

(1)  Mortality/Morbidity  Conference;  intermittent  during  year  (76-1-358) 
Contact:  Henry  G.  Sparks.  Coordinator,  Cent.  Educ.  Program.  U.  of  Pa. 


Philadelphia;  Wills  Eye  Hosp.;  '75-  76  Academic  Year 
(1)  Vascular  Diseases  of  the  Ocular  Fundus;  by  Jefferson;  Mar.  6-7,  1976  (76-1-289) 
Contact:  Richard  E.  Goldberg,  M.D..  Retina  Service.  Wills  Eye  Hosp..  1601  Spring 
Garden  St..  Philadelphia  19130 


Pittsburgh;  Eye  and  Ear  Hosp.;  75-'76  Academic  Year 
(1)  Anatomy  and  Surgery  of  the  Nose;  by  Pitt.;  Feb.  8-14  (76-1-239) 

Contact:  Kenneth  H.  Hinderer,  M.D..  Course  Dir.,  Eye  and  Ear  Hosp..  230  Lothrop  St.. 
Pittsburgh  15213 

(1)  Phaco-Emulsification:  Surgical  Techniques:  by  Pitt.;  Jan.  22-24  (76-1-238) 

(1)  Phaco-Emulsification:  Surgical  Techniques;  by  Pitt.;  Mar.  11-13  (76-1-240) 

(1)  Phaco-Emulsification:  Surgical  Techniques;  by  Pttt.;  May  13-15  (76-1-246) 
Contact:  Francis  Hurite.  M.D..  Course  Dir.,  Eye  and  Ear  Hosp..  230  Lothrop  St.. 
Pittsburgh  15213 


Pittsburgh:  Magee  Womens  Hosp.;  '75-'76  Academic  Year 
(1)  Mortality  and  Morbidity  Study  and  Guest  Lecturer;  by  Anesthesiologists  and 
Western  Pa.  Soc.  of  Anesthesiologists:  third  Thurs..  Sept.  18-May  20  (76-1-23) 
Contact:  R.  Brian  Smith.  M.D..  Dept,  of  Anesthesiology,  Eye  and  Ear  Hosp..  Pittsburgh 
15213 


Pittsburgh;  Mercy;  '75-'76  Academic  Year 
(1)  Anesthesiology  Basic  Science  Lectures:  weekly.  Aug.  20-June  23  (76-1-220) 

(1)  Anesthesiology  Resident  Seminar;  weekly.  Sept.  4-June  24  (76-1-221) 

(1)  Cardiology  Conferences;  weekly.  Sept.  3-June  23  (76-1-222) 

(1)  Medical  Quarterly  Conference;  Sept.  10,  Dec.  10.  March  10,  June  9 (76-1-223) 
(1)  Medical  Resident  Seminars;  weekly.  Sept.  6-June  26  (76-1-229) 

(1)  Medical  Grand  Rounds;  weekly,  continual  (76-2-17) 

(1)  Medical  Mortality  Session;  weekly,  continual  (76-2-18) 

(1)  Neurology  and  Neurosurgery  Conference;  weekly,  continual  (76-2-19) 

(1)  Otolaryngology  Clinical  Pathology  Conference;  monthly,  continual  (76-2-20) 

(1)  Plastic  Reconstructive  Surgery  Conference;  30  times  between  Sept.  4-June  17 
(76-1-224) 

(1)  Otolaryngology  and  Maxillofacial  Conference;  weekly.  Sept.  6-June  26  (76-1-226) 
(1)  Concepts  in  Soft  Tissue  Surgery:  Jan.  26-30  (76-1-227) 

(1)  Otology  Conference;  weekly.  Sept.  25-June  24  (76-1-228) 

(1)  Joint  Orthopedic  Conference;  every  other  week.  Sept.  9-May  25  (76-1-225) 

(1)  Tumor  Board;  weekly,  continual  (76-2-21) 

(1)  Pediatric  Grand  Rounds;  weekly,  continual  (76-2-22) 

(1)  Pediatric  Conference;  weekly,  continual  (76-2-23) 

(1)  Radiology-ENT  Conference;  monthly.  Sept.  5-May  7 (76-1-230) 

(1)  Radiology-Gastroenterology  Correlative  Conference;  monthly.  Sept.  19-May  21 
(76-1-231) 

(1)  Radiobiology  Conference;  monthly.  Sept.  26-May  28  (76-1-232) 

(1)  Surgical  Mortality  Session;  weekly,  continual  (76-2-24) 

(1)  General  Surgical  Conference;  weekly,  continual  (76-2-25) 

(1)  Obstetric/Gynecology  Grand  Rounds;  weekly.  Sept.  4-May  29  (76-1-443) 

I (1)  Gynecologic  Endocrinology  Lecture;  every  other  week.  Sept.  9-May  25  (76-1-444) 

I (1)  Combined  Gastrosurgical  Conference:  every  other  week.  Sept.  10-May  26  (76-1- 
i 445) 

(1)  Medical  Resident  Seminars:  weekly.  Sept.  6-June  26  (76-1-446) 

(1)  Gynecology-Pathology  Conference:  weekly.  Sept.  6-May  25  (76-1-447) 

(1)  Human  Genetics;  every  other  week.  Sept.  13-May  18  (76-1-448) 

Contact:  John  J.  Kenny.  M.D..  Chrm..  Cont.  Med.  Educ..  Mercy/Pgh. 


Pittsburgh;  Montefiore  Hosp.;  '75-'76  Academic  Year 
(1)  Contemporary  Problems  in  Surgery;  by  Pitt.;  June.  1976  (76-1-249) 

Contact:  Felicien  M.  Steichen,  M.D.,  Dir..  Montefiore  Hosp..  3459  Fifth  Ave..  Pittsburgh 
15213 


Pittsburgh;  North  Hills  Passavant  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  monthly.  Sept.  24,  1975-May  27, 
1976  (76-1-233) 

Contact:  Herbert  Anderson.  M.D.,  North  Hills  Passavant  Hosp.,  Pittsburgh  15237 


Pittsburgh;  PAO&O;  1976 

(1)  Otolaryngology  Conferences;  at  Allegheny  Co.  Med.  Soc..  713  Ridge  Ave.. 
Pittsburgh;  monthly.  Sept. -Mar.  (76-1-454) 

Contact:  Robert  E.  Shoemaker,  M.D.,  Chrm..  Scientific  Work.  PAO&O 


Pittsburgh:  Pitt;  75-'76  Academic  Year 
(1)  Biochemical  Mechanisms  of  Disease:  monthly,  Jan.  13-April  6 (76-1-237) 

(1)  Seminars  in  Clinical  Cardiology:  2nd  Wednesday  ea.  month,  Sept.-May  (except 
December)  (76-1-284) 

(1)  1 976  International  Congress  on  Emergency  and  Critical  Care  Medicine;  May  4-8  at 
William  Penn  Hotel  (76-1-245) 

(1)  Hematology  Review:  Sept.  13-17,  1976  (76-2-26) 

(1)  Internal  Medicine  Board  Review  Course;  April-May  (76-1-244) 

(1)  Multiple  Sclerosis  Symposium;  May  26  (76-1-248) 


(1)  Moving  Points  in  Rheumatology  and  Clinical  Immunology;  by  ACP;  May  12-15 
(76-1-247) 

(1)  Clinical  Neuro-Otolaryngology:  Mar.  25-27  (76-1-241) 

(1)  American  Psychosomatic  Society:  Mar.  26-28  (76-1-242) 

(1)  Continuing  Education  in  Otolaryngology,  each  Wednesday.  Sept.  3.  1975-May  5. 
1976  (76-1-480) 

(1)  Case  Centered  Seminars  in  Psychotherapy  for  Psychiatrists;  time  and  place  to  be 
announced  (76-1-467) 

(1)  Seminar  for  Leaders  in  Group  Process  of  Consultation;  Thursdays,  at  Staunton 
Clinic  (76-1-468) 

(1)  19th  Annual  Series  of  Seminars  in  Patient  Care;  Wednesdays  10a.m.-12  noon  or 
1:15  p.m.-3:15  p.m.;  other  times  and  locations  arranged  upon  request;  at  Staunton 
Clinic  (76-1-469) 

(1)  Dento-Facial  Abnormalities:  Jan.  1976  (76-1-481) 

(1)  Strabismus;  spring  1976:  at  Eye  and  Ear  Hospital  (76-1-471) 

(1)  Fifth  Annual  Symposium  on  Sports  Medicine;  Apr.  3.  1976  (76-1-472) 

(1)  Selected  Subjects  in  Nutrition;  Tuesdays.  Apr.  30-June  22,  1976  (76-1-473) 

(1)  Research  Society  of  Neurological  Surgeons;  Apr.  28-May  1. 1976;  at  Univ.  Health 
Cntr.  of  Pittsburgh  (76-1-474) 

(1)  Moving  Points  in  Rheumatology  and  Clinical  Immunology;  May  12-15.  1976. 
location  to  be  announced  (76-1-475) 

(1)  Nuclear  Medicine  Update;  May  17-18.  1976  (76-1-476) 

(1)  Ophthalmic  Microsurgery;  May  19-21, 1976  (section  I)  or  May  24-26. 1976  (section 
II)  at  Eye  and  Ear  Hospital  (76-1-477) 

(1)  Pediatric  Otolaryngology;  June  11-12.  1976;  at  Univ.  Health  Cntr.  of  Pittsburgh 
(76-1-478) 

(1)  Contemporary  Problems  in  Surgery:  The  Management  of  Various  Aspects  of 
Trauma;  June  1976:  at  Montefiore  Hosp.  (76-1-479) 

(1)  Selected  Seminars  in  Nutrition;  monthly.  Apr.  20-June  22.  1976  (76-1-243) 
Contact:  William  M.  Cooper,  M.D.,  Dir..  Div.  of  Cont.  Educ.,  Pitt. 


Pittsburgh:  PMS;  1976 

(1)  Establishing  Yourself  in  Medical  Practice:  Jan.  13-14;  at  Allegheny  Co.  Med.  Soc. 
Headquarters  (76-1-295) 

Contact:  LeRoy  C.  Erickson.  Dir.  of  Educ.  Activities.  Cncl.  on  Educ.  and  Science.  PMS 


Pittsburgh:  Psychiatry;  Apr.  23-25 
(1)  Annual  Meeting;  at  Marriott  Inn  (76-1-496) 
Contact:  Donald  N.  McCoy,  Exec.  Sec..  Psychiatry 


Pittsburgh:  Radiology;  1976 

(1)  Continuing  Education  Program;  location  to  be  announced.  Sept.  10, 1975-May  12, 
1976 

Contact:  Wallace  T.  Miller.  M.D..  Hosp.  of  the  Univ.  of  Pa.,  Dept,  of  Radiology,  Philadel- 
phia 19104 


Pittsburgh;  St.  Francis;  1976 
(1)  24th  Medical  Horizons  Program;  Apr.  23  (76-1-442) 

Contact:  Earl  B.  Smith.  M.D.,  Dir.,  Surgical  Educ.  and  Research.  St.  Francis 


Pittsburgh:  St.  Johns  Gen.  Hosp.;  75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  monthly.  Sept.  17-June  16  (Feb  - 
June  sessions  at  Suburban  Gen.  Hosp.)  (76-1-251) 

Contact:  R.  J.  Wojciak,  D O..  St.  Johns  Gen.  Hosp.,  3339  McClure  Ave..  Pittsburgh  15212 


Pittsburgh;  St.  Margaret;  75-'76  Academic  Year 
(1)  Cardiology  Conferences:  Every  other  Friday.  Sept.  1-Aug.  31  (76-1-252) 

(1)  Community  and  Family  Practice  Seminars:  Every  other  Monday.  Sept.  1-Aug.  31 
(76-1-253) 

(1)  Continuing  Medical  Education  Postgraduate  Lectures:  Thursdays.  Sept. 1-Aug.  31 
(76-1-254) 

(1)  Family  Practice  Medical  Conferences:  Saturdays  except  last  Saturday  of  month 
(76-1-255) 

(1)  Seminars  for  the  Family  Physician;  Oct.  2.  Jan.  15,  and  Apr.  7 (76-1-256) 

(1)  Rehabilitation  Team  in  Action;  weekly.  Sept.  1-Aug.  31  (76-1-257) 

(1)  Grand  Medical  Rounds:  weekly.  Sept.  1-Aug.  31  (76-1-258) 

(1)  Selected  Topics  in  Rheumatology;  weekly.  Sept.  1-Aug.  31  (76-1-259) 

(1)  Rheumatology-Radiology  Review;  weekly.  Sept.  1-Aug.  31  (76-1-260) 

(1)  Rheumatology-Pathology  Review;  weekly.  Sept.  1-Aug.  31  (76-1-261) 

(1)  Rheumatology  Grand  Rounds;  monthly.  Sept.  1-Aug.  31  (76-1-262) 

(1)  Arthritis  and  the  Rehabilitation  Team;  weekly.  Sept.  1-Aug.  31  (76-1-263) 

(1)  Neurology  Conferences;  second  and  fourth  Fridays  of  each  month.  Sept.  1-Aug. 
31  (76-1-264) 

(1)  OB/GYN  Conferences;  every  other  Tuesday,  Sept.  1-Aug.  31  (76-1-265) 

(1)  Workshop  in  Rheumatology  and  Orthopedics;  6 days  a month  for  12  months. 
Sept.  1-Aug.  31  (76-1-266) 

(1)  Rheumatology  for  the  Orthopedic  Surgeon;  weekly.  Sept.  1-Aug.  31  (76-1-267) 
(1)  Pediatric  Conference;  every  other  Tuesday.  Sept.  1-Aug.  31  (76-1-268) 

(1)  Psychiatry  Seminars  in  Family  Practice:  every  Thursday.  Sept.  1-Aug.  31  (76-1- 
269) 

(1)  Radiology  Conferences;  every  other  Friday.  Sept.  1-Aug.  31  (76-1-270) 

Contact:  Paul  W.  Dishart,  M.D..  D.M.E..  St.  Margaret 


Pittsburgh:  Staunton  Clinic:  '75-'76  Academic  Year 
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(1)  19th  Annual  Series  of  Seminars  in  Patient  Care:  by  Pitt.;  Wednesdays.  Sept. 
17-Jan.  7 (76-1-234) 

(1)  Case  Centered  Seminars  in  Psychotherapy:  10  sessions:  to  be  arranged:  by  Pitt 
(76-1-235) 

(1)  Seminar  for  Leaders  in  Group  Process  of  Consultation:  by  Pitt.;  Thursdays  by 
arrangement  (76-1-236) 

Contact:  Rex  A Pitlenger,  M D . Dir..  Staunton  Clinic.  3601  Fifth  Ave..  Pittsburgh  15213 


Pittsburgh;  Suburban  Gen.  Hosp.;  75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  monthly.  Sept.  17-June  16;  (Sept.- 
Jan.  sessions  at  St.  John's  Gen.  Hosp.)  (76-1-251) 

Contact:  Donald  D.  Davis.  M.D..  Suburban  Gen.  Hosp..  S.  Jackson  Ave..  Pittsburgh 
15202 


Pittsburgh.  West  Penn;  1976 

(1)  Anesthesiology  Conference:  every  Tuesday  and  Thursday  (76-2-36) 

(1)  Cardiology  1976;  two  days.  Feb.  29-March  7.  1976  (76-1-430) 

(1)  Clinical  Cardiology  Conference;  every  Friday  (76-2-37) 

(1)  Hemodynamic  Interpretation  Conference;  first  and  third  Tuesdays  of  each  month 
(76-2-38) 

(1)  Pulmonary  Conference;  first,  third,  and  fifth  Tuesdays  of  each  month  (76-2-39) 
(1)  Dermatology  Clinical  Teaching;  every  Tuesday  (76-2-40) 

(1)  Dermatology  Conference:  second  and  fourth  Tuesday  (76-2-41) 

(1)  Metabolic/Endocrine/Renal  Conference:  second  and  fourth  Monday  of  each 
month  (76-2-42) 

(1)  Gastroenterology  Conference:  first  Monday  of  each  month  (76-2-43) 

(1)  Hematology/Oncology  Conference;  second  and  fourth  Wednesday  of  each  month 
(76-2-44) 

(1)  Rheumatology  Conference:  third  Monday  of  each  month  (76-2-45) 

(1)  Medical  Mortality;  fourth  Thursday  of  each  month  (76-2-46) 

(1)  Medical  Grand  Rounds:  first,  second,  third,  and  fifth  Thursday  of  each  month 
(76-2-47) 

(1)  Oncology  Conference:  first  Friday  of  each  month  (76-2-48) 

(1)  Fracture  and  Trauma  Conference;  first  Tuesday  of  every  month  (76-2-49) 

(1)  Pathology/Plastic  Surgery  Conference:  every  Thursday  (76-2-50) 

(1)  Gross  Autopsy  Conference:  every  Wednesday  and  Friday  (76-2-51) 

(1)  Microscopic  Slide  Seminar;  every  Tuesday  (76-2-52) 

(1)  Kodachrome  Conference;  every  Tuesday  (76-2-53) 

(1)  Pediatric  Visiting  Professor  Rounds:  every  Tuesday  (76-2-54) 

(1)  Pediatric  Conference:  every  Monday.  Wednesday,  and  Friday  (76-2-55) 

(1)  Neuroradiology  Conference;  every  Tuesday  (76-2-56) 

(1)  Radiologic  Physics;  every  Thursday  (76-2-57) 

(1)  Surgery-Radiology-Pathology  Conference;  fourth  Tuesday  of  each  month  (76-2- 
58) 

(1)  Head  and  Neck  Conference:  every  Friday  (76-2-59) 

(1)  Surgical  Mortality  Conference;  fourth  Friday  of  each  month  (76-2-60) 

(1)  Surgical  Grand  Rounds:  second,  third,  and  fifth  Friday  of  each  month  (76-2-61) 
(1)  Pediatric  Surgery  Conference:  third  Tuesday  of  each  month  (76-2-62) 

(1)  Plastic  Surgery  Grand  Rounds:  every  Friday  (76-2-63) 

(1)  Chest  and  Vascular  Conference;  every  Thursday  (76-2-64) 

(1)  General  Plastic  Surgery  Lecture:  every  Wednesday  (76-2-65) 

(1)  Plastic  Surgery  Complications  Conference;  second  Monday  of  each  month  (76- 
2-66) 

(1)  Surgical  Conference;  fourth  Monday  of  each  month  (76-2-67) 

Contact;  James  B.  Hanrahan.  M.D..  Chrm..  Postgraduate  Educ.  Comm..  West  Penn 


Pottsville:  Good  Samaritan  Hosp.;  '75-'76  Academic  Year 
(1)  Cont.  Educ.  for  Physicians;  by  U.  of  Pa.;  monthly.  Sept.  25-May  27  (76-1-5) 
Contact:  Norman  W.  Wall.  M.D..  DME.  Good  Samaritan  Hosp..  Norwegian  and  Tremont 
Sts..  Pottsville  17901 


Pottsville:  Pottsville  Hosp.;  75-'76  Academic  Year 
(1)  Postgraduate  Seminars  for  Physicians:  by  Jefferson;  monthly.  Sept.  4-June  3 
(76-1-6) 

Contact:  Edward  Cubler.  M.D..  DME.  Pottsville  Hosp.  and  Warne  Clinic.  420  S.  Jackson 
St..  Pottsville  17901 


Reading:  PAO&O;  1976 

(1)  Eye.  Ear.  Nose  and  Throat  Conferences:  at  Wyomissing  Club.  Reading;  monthly. 
Sept.-Apr.  (76-1-450) 

Contact:  Robert  E.  Shoemaker.  M.D..  Chrm..  Scientific  Work.  PA040 


Reading:  Radiology;  1976 

(1)  Continuing  Education  Program:  March  24:  at  Berkshire  Sheraton  (76-1-486) 
Contact:  Wallace  T.  Miller.  M.D..  Hosp.  of  the  Univ.  of  Pa..  Dept,  of  Radiology.  Philadel- 
phia 19104 


Reading;  St.  Joseph  Hosp.:  '75-'76  Academic  Year 
(1)  Medical  Seminars;  by  M.S.  Hershey;  dates  to  be  announced  (76-1-302) 
Contact;  Ray  Snyder.  Dir.  Cont.  Med.  Educ..  M.S.  Hershey 


Roaring  Spring;  Nason  Hosp.:  75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly.  Sept.  2. 1975-June  1. 1976 
(76-1-271) 


Contact:  Marion  A.  Morelli.  M.D.,  Nason  Hosp..  Roaring  Spring  16673 


Sayre:  Packer;  '75-'76  Academic  Year 

(1)The  Pulmonary  Patient:  Anesthetic  and  Surgical  Considerations;  by  Anes- 
thesiologists; Jan.  24.  1976  (76-1-25) 

Contact:  E.  A.  Talmage.  M.D.,  Dept,  of  Anesthesiology.  Packer 
(1)  Anesthesia  Conference;  every  Monday  (76-1-272) 

(1)  Mammography.  Angiography.  Tomography  for  Radiologists  (76-2-29) 

(1)  Endotracheal  Intubation  (76-2-28) 

(1)  Anesthesiology  in  Cardiac  Patients  (76-2-27) 

(1)  Clinical  Pathological  Conference;  third  Wednesday  each  month  (76-1-273) 

(1)  Medical  Grand  Rounds;  every  Friday  (76-1-274) 

(1)  The  Pulmonary  Patient  Undergoing  Anesthesia  and  Surgery;  Jan.  24. 1 976  (76-1- 
25) 

(1)  Tumor  Conference;  second  and  fourth  Thursdays  each  month  (76-1-277) 

(1)  Surgical  Grand  Rounds;  Saturdays  (76-1-275) 

(1)  Surgical  Postgraduate  Day:  March  13.  1976  (76-1-276) 

Contact:  Paul  C.  Royce.  M.D..  Ph  D.,  DME.  Packer 


Sharon:  Sharon  Gen.  Hosp.;  75-  76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  monthly.  Sept.-Mar.  (76-1-280) 
Contact:  Allen  H.  Holt,  M.D..  Sharon  Gen.  Hosp.,  Sharon  16147 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  monthly.  Oct.-June  (76-1-279) 
Contact:  Thomas  V.  Murray.  M.D.,  Sharon  Gen.  Hosp..  Sharon  16147 


Sunbury:  Sunbury  Community  Hosp.:  '75-'76  Academic  Year 
(1)  Postgraduate  Medical  Seminars:  by  Hahnemann;  2nd  and  4th  Wednesdays.  Sept.. 
Oct..  Nov.,  Feb.,  March,  and  Apr.  (76-1-7) 

Contact:  Willard  W.  Christman,  M.D.,  DME,  Sunbury  Community  Hosp  , Sunbury  17801 


Titusville:  Titusville  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pitt;  alternately  at  Titusville.  Oil  City,  and 
Franklin:  monthly.  Oct.-June  (76-1-67) 

Contact:  Robert  M.  Pilewski.  M.D..  Oil  City  Hosp..  Oil  City  16301 


Uniontown:  Fayette  Co.  Med.  Soc.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians;  by  Pttt;  monthly.  Sept.-Mar.  (76-1-286) 
Contact:  Walter  Lion,  Exec.  Sec.,  Fayette  Co.  Med.  Soc..  Uniontown  15401 


Uniontown;  Uniontown  Hosp.;  '75-'76  Academic  Year 
(1)  Continuing  Education  for  Physicians:  by  Pitt;  fourth  Wed.  of  each  month.  Oct. 
1975-June  1976  (76-1-286) 

Contact:  Mr.  Walter  Lion.  Exec.  Sec..  Fayette  County  Med.  Soc..  30  Delaware  Ave., 
Uniontown  15401 


University  Park;  Ritenour  Health  Center.  Penn  State  Univ.  1976 
(1)  Chairman  s Medical  Grand  Rounds:  by  Hahnemann;  every  Thursday  noon. 
Sept.-June  (76-1-449) 

Contact:  J.  Robert  Wirag,  H.S.D..  Dir.,  Health  Educ.,  Penn  State  Univ..  Ritenour  Health 
Cent..  University  Park  16802 


Warren:  Warren  State;  75-'76  Academic  Year 
(1)  Guest  Lecturer  Program;  by  Western  Psychiatric  Inst.;  monthly,  July  1-June  30. 
1976  Fridays  and  Saturdays  (76-1-30) 

(1)  Psychiatric  Film  Seminar:  Mondays.  July  7-June  30  (except  holidays)  (76-1-10) 
(1)  Literature  Seminar;  Thursdays  (except  holidays)  July  3-June  25  (76-1-11) 
Contact:  Leonard  H.  Brennan.  M.D.,  DME,  Warren  State 


Wellsboro;  Soldiers  and  Sailors  Mem.  Hosp.;  '75-'76  Academic  Year 
(1)  Postgraduate  Seminars  for  Physicians:  by  Jefferson;  Oct.  15-June  16,  third 
Wednesdays  (except  December)  (76-1-8) 

Contact:  James  L.  Wilson,  M.D.,  Chrm..  Cont.  Educ.  Comm.,  Soldiers  and  Sailors  Mem. 
Hosp.,  Wellsboro.  16901 


Wernersville:  Wernersville  St.  Hosp.;  75-'76  Academic  Year 
(1)  Continuing  Education  for  Psychiatrists;  by  Institute;  weekly,  Oct.,  Jan..  Mar.,  and 
Apr.  (76-1-282) 

Contact:  Ronald  A.  Ivison.  Ed.D.,  Ass  t.  Dir..  Clin.  Educ.,  Wernersville  State  Hosp., 
Wernersville  19565 


Wilkes-Barre:  Luzerne  Co.  Med.  Soc.;  '76-'77  Academic  Year 
(1)  Continuing  Medical  Education  for  Physicians:  by  Jefferson;  monthly  (except 
summer).  Jan.  1976-Jan.  1977  (76-2-34) 

Contact:  Richard  Alley.  M.D.,  Luzerne  Co.  Med.  Soc..  130  S.  Franklin  St..  Wilkes-Barre 
18701 


Wilkes-Barre:  Mercy  Hosp.;  1976 

(1)  Rape — Medical  and  Legal  Problems:  by  Gelsinger;  Jan.  29;  at  Mercy  Hosp.  Medi- 
cal Arts  Bldg..  196  Hanover  St..  Wilkes-Barre  (76-1-438) 

(1)  Goiter — Diagnoses  and  Treatment:  by  Gelsinger;  Mar.  25;  at  Mercy  Hosp.  Medical 
Arts  Bldg..  196  Hanover  St.,  Wilkes-Barre  (76-1-439) 

(1)  Anemia — Office  Evaluation;  by  Gelsinger;  Apr.  22;  at  Mercy  Hosp.  Medical  Arts 
Bldg..  196  Hanover  St..  Wilkes-Barre  (76-1-440) 
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(1)  Stress  Testing  and  Prescription  Exercise  Programs:  by  Gelainger;  May  20;  at 
Mercy  Hosp.  Medical  Arts  Bldg..  196  Hanover  St..  Wilkes-Barre  (76-1-441) 

Contact:  J.  P.  Brennan.  M.D..  DME.  50  W.  Ridge  St..  Nanticoke  18634 


Wilkes-Barre:  Wilkes-Barre  Gen.  Hosp.:  '75-'76  Academic  Year 
(1)  Medical  Department  Audiovisual  Presentations:  by  Hahnemann;  first  Thursday 
each  month  except  July  (76-1-29) 

Contact:  Lester  M.  Saidman.  M.D..  DME.  Wilkes-Barre  Gen.  Hosp.,  River  and  Auburn 
Sts..  Wilkes-Barre  18702 


Wilkes-Barre:  Wyoming  Valley  Hosp.:  '75-'76  Academic  Year 


(1)  Continuing  Education  Program:  by  Hahnemann;  Wednesdays,  Sept.  10-May  19 
(76-1-283) 

Contact:  Robert  J.  Schaefer.  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 


Williamsport;  Williamsport  Hosp.;  '75-76  Academic  Year 
(1)  Williamsport  Seminars:  by  U.  of  Pa.;  second  Friday.  Sept.  12-June  11  (76-1-9) 
Contact:  Herman  W.  Rannels,  M.D..  Vice  President  and  Med.  Dir.,  Williamsport  Hosp  , 
777  Rural  Ave.,  Williamsport  17701 


York:  York  Hosp.;  75-'76  Academic  Year 
(1)  Continuing  Education  Program;  weekly.  Sept.  4-Apr.  29  (76-1-300) 
Contact:  David  M.  Shearer.  M.D.,  Coordinator.  Dept,  of  Med..  York 


CALENDAR 


A quick  reference  to  Category  I continuing  medical  edu- 
cation opportunities  in  Pennsylvania  by  date. 


JANUARY 


5 Hypertension  Management;  at  Warren  State,  Warren  (76-1-10) 

5-9  Workshops  in  Physiology,  Diagnosis  and  Treatment  of  Electrolyte  and 

Acid-Base  Disorders:  at  U.  of  Pa  . Philadelphia  (76-1-336) 

6 Blood  and  Its  Derivatives:  by  Lawrence  Co.  Med.  Soc..  New  Castle 

(76-1-82) 

6 Drug  Interaction;  at  Canonsburg  Gen.  Hosp.,  Canonsburg  (76-1-41) 

6 Epilepsy  and  Mental  Retardation:  at  Woodville  State  Hosp..  Carnegie 

(76-1-488) 

6 Newborn  and  Infant  Feeding  Problems;  at  Nason  Hosp..  Roaring  Spring 

(76-1-271) 

7 Collagen  Disorders;  at  Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

7 More  Common  Disturbances  of  Electrolyte  Balance;  at  Latrobe  Area 

Hosp.  (76-1-297) 

7 Pacemakers:  location  to  be  announced  (76-1-493) 

8 Acute  Respiratory  Failure:  Diagnosis  and  Treatment;  at  Nesbitt  Mem. 

Hosp.,  Kingston  (76-1-71) 

8 Case  Presentations:  Complex  Biliary  Surgery — Surgery  After  Previous 

Removal  of  Gallbladder;  at  Brownsville  Gen.  Hosp.  (76-1-482) 

8 Concept  of  Pre-Diabetes:  at  Lancaster  Osteopathic  Hosp.  (76-1-78) 

8 Double  Contrast  Examination  of  the  Stomach;  at  Penn  Harris  Motor  Inn 

(76-1-487) 

8 Literature  Seminar — The  Madness  Establishment;  Warren  State,  War- 

ren (76-1-11) 

8 Neurological  Diagnostic  Tests:  at  Altoona  Hosp.  (76-1-301) 

8 Pancreatic  Diseases;  at  Pottsville  Hosp.  (76-1-6) 

8 Pheochromocytoma;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

8 Trauma:  at  Phila.  College  of  Physicians  (76-1-485) 

9 An  Approach  to  Anticoagulating  Your  Patient — Hospital  and  Office;  at 

Frankford.  Philadelphia  (76-1-299) 

9 Drug  Abuse;  at  Williamsport  Hosp.  (76-1-9) 

9 Hodgkins  Disease;  at  Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

9 New  Diagnostic  Techniques  in  Radiology — Part  II;  Philadelphia  St. 

Hosp.  (76-1-160) 

9 Practical  Issues  in  Law  for  Psychiatrists;  at  Wernersville  St.  Hosp.  (76- 

1-282) 

11  Hepatitis;  at  Allentown-Sacred  Heart  Hosps.  (76-1-34) 

12  The  Story  of  Sarah  and  Paul:  Marital  Therapy  Techniques:  at  Warren 

State,  Warren  (76-1-10) 

12-16  Diagnostic  Ultrasound — Abdominal  Scanning:  Episcopal  Hosp., 

Philadelphia  (76-1-123) 

13  Anxiety  and  Conversion  Reactions;  at  Woodville  State  Hosp..  Carnegie 

(76-1-488) 

13  Basic  Concepts  in  Immunology;  Butler  Co.  Med.  Soc.,  Butler  (76-1-40) 

13  Cardiac  Rehabilitation  Programs;  at  Inn  America.  New  Stanton  (76-1- 

436) 

13  Disorders  of  the  Adrenals — Diagnostic  Approaches:  at  Jameson  Mem. 

Hosp..  New  Castle  (76-1-80) 

13  Evaluation  of  the  Patient  with  Chest  Pain;  at  Mayview  St.  Hosp.. 

Bridgeville  (76-1-12) 

14  Clinical  Implications  of  New  Discovered  Hormonal  Agents;  at  Holy  Re- 

deemer Hosp.,  Meadowbrook  (76-1-14) 

14  Hepatitis:  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

14  Renal  Failure;  Diagnosis  and  Management;  at  Lock  Haven  Hosp.  (76-1- 

432) 

15  Antibiotics — Uses  and  Abuses;  at  Brownsville  Gen.  Hosp.  (76-1-482) 

15  Cancer  of  the  Rectum  and  Anus:  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 


1 5 Evaluation  of  Patients  with  Heart  Disease  by  Non-Invasion  Technique;  at 

Lancaster  Osteopathic  Hosp.  (76-1-78) 

15  Literature  Seminar  - Models  of  Group  Therapy  and  Sensitivity  Training: 

Warren  State.  Warren  (76-1-11) 

IS  Radiology  of  the  Ureters;  at  Phila.  Gen.  Hosp.  (76-1-484) 

15  Status  Asthmaticus;  at  Hanover  Gen.  Hosp.  (76-1-437) 

15-16  Review  of  Basic  Psychiatry;  at  Retreat  St.  Hosp.  (76-1-491) 

16  Pathophysiologic  Changes  with  Pancreatic  Disease;  at  Bryn  Mawr 

Hosp.  (76-1-38) 

16  Practical  Issues  in  Law  for  Psychiatrists;  at  Wernersville  St.  Hosp.  (76- 

1-282) 

16*  Scientific  Meeting;  at  Colon  & Rectal,  Philadelphia  (76-1-3) 

16  The  Solution  is  Problem — What  Intravenous  Solution  to  Use;  at 

Frankford.  Philadelphia  (76-1-299) 

17  Pediatric  Surgical  Emergencies;  at  Armstrong  Co.  Mem.  Hosp.,  Kittan- 

ning (76-1-73) 

19  Low  Back  Pain;  at  Titusville  Hosp.  (76-1-67) 

19  The  Story  of  Sarah  and  Paul:  Marital  Therapy  Techniques:  The  Treat- 

ment Process;  at  Warren  State.  Warren  (76-1-10) 

20  Dissociative  Reaction  and  Phobic  Reaction;  at  Woodville  State  Hosp.. 

Carnegie  (76-1-488) 

20  Hyperalimentation;  at  Lee  Hosp.,  Johnstown  (76-1-70) 

20  Leukemias;  at  St.  Francis  Hosp..  New  Castle  (76-1-81) 

20  Management  of  Head  and  Neck  Cancer:  at  Monongahela  Valley  Hosp.. 

Monongahela  (76-1-42) 

20  Pacemakers:  Indications  for  Use.  Types  and  Follow-Up;  by  McKean  Co. 

Med.  Soc.,  Bradford  (76-1-416) 

20  Psychic  Drugs;  at  Bryn  Mawr  Hosp.  (76-1-36) 

21  Diagnosis  and  Management  of  Anemias;  at  Soldiers  and  Sailors  Mem. 

Hosp.,  Wellsboro  (76-1-8) 

21  Hypertension  Overview:  at  Dav-Rell  Med.  Bldg.,  Beaver  (76-1-33) 

21  Management  of  Rheumatoid  Arthritis;  at  St.  John’s  Gen.  Hosp.. 

Pittsburgh  (76-1-251) 

21  Progress  in  Gastroenterology:  at  Lock  Haven  Hosp.  (76-1-432) 

21  Untoward  Reactions  of  Drugs:  at  Sharon  Gen.  Hosp.,  Sharon  (76-1-279) 

22  Diagnosis  and  Management  of  Neuroses;  at  Good  Samaritan  Hosp.. 

Pottsville  (76-1-5) 

22  Enzyme  Changes  in  Malignant  Tissues;  at  Lancaster  Osteopathic  Hosp. 

(76-1-78) 

22  Headache:  Causes  and  Treatment;  at  Altoona  Hosp.  (76-1-301) 

22  Literature  Seminar — Ego  Psychology:  Theory  and  Practice;  Warren 

State,  Warren  (76-1-11) 

22  New  Theories  in  Immunology;  at  North  Hills  Passavant  Hosp.. 

Pittsburgh  (76-1-233) 

22  Radioisotopes  in  Clinical  Hematology:  at  Holy  Redeemer  Hosp., 

Meadowbrook  (76-1-14) 

22  Treatment  of  Chronic  Rheumatic  Heart  Disease;  at  Hazleton  St.  Gen. 

Hosp.  (76-1-4) 

22-23  Clinical  Views:  Sullivan.  Jung.  Szasz.  Bowlby;  at  Danville  St.  Hosp. 

(76-1-490) 

22-24  Phaco-Emulsification:  Surgical  Techniques;  Eye  and  Ear  Hosp.. 

Pittsburgh  (76-1-238) 

23  Management  of  Gout;  Philadelphia  St.  Hosp.  (76-1-160) 

23  Practical  Issues  in  Law  for  Psychiatrists;  at  Wernersville  St.  Hosp.  (76- 

1-282) 

23  Pulmonary  Emboli — 1975:  at  Frankford.  Philadelphia  (76-1-299) 

• Irifjicates  session  will  be  presented  at  a specialty  level. 
(75-1-XX)  Numbers  in  parentheses  at  the  end  of  the  item 
are  code  numbers  which  will  be  helpful  as  a reference  to 
find  a contact  for  more  information.  See:  town,  institution 
and  code  numbered  item  in  "Announcements”  section  for 
complete  details. 
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24  • The  Pulmonary  Patient  Undergoing  Anesthesia  and  Surgery;  at  Packer, 

Sayre  (76-1-25) 

25- 27  Workshop  for  Planning  Physician  Education  Programs  on  Alcoholism; 

at  Sugarloaf  Conference  Center,  Philadelphia  (76-1-431) 

26  School  and  the  Family;  at  Warren  State,  Warren  (76-1-10) 

26- 30  Concepts  in  Soft  Tissue  Surgery;  at  Pittsburgh  Mercy  (76-1-227) 

27  Obsessive-Compulsive  Reaction  and  Neurotic  Depressive  Reactions;  at 

Woodville  State  Hosp.,  Carnegie  (76-1-488) 

28  Approach  to  Treatment  of  Cancer;  at  Uniontown  Hosp.,  Uniontown 

(76-1-286) 

28  Calcium  Diseases;  at  Allentown-Sacred  Heart  Hosp,  (76-1-34) 

28  Chest  Radiology  of  Interest  to  Clinicians;  at  Holy  Redeemer  Hosp,, 

Meadowbrook  (76-1-14) 

28  Jaundice  Problem;  at  St,  Joseph  Hosp,,  Lancaster  (76-1-429) 

28  Reproductive  Endocrinology;  at  North  Penn  Hosp,,  Lansdale  (76-1-79) 

28-30  Update  in  Infectious  Diseases;  by  ACP,  Philadelphia  (76-1-337) 

29  Cerebrovascular  Accidents;  at  Annie  Warner  Hosp,,  Gettysburg  (76-2- 

68) 

29  Continuing  Education  Program;  at  Lancaster  Osteopathic  Hosp,  (76-1- 

78) 

29  Literature  Seminar — The  Death  of  Psychiatry;  Warren  State,  Warren 

(76-1-11) 

29  Rape;  Medical  and  Legal  Problems;  at  Mercy  Hosp,  Med.  Arts  Bldg., 

Wilkes-Barre  (76-1-438) 

29  Trichinosis;  Tapeworms;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

30  An  Approach  to  the  Achy  Joint;  at  Frankford,  Philadelphia  (76-1-299) 

30  Psychopharmacology;  Philadelphia  St.  Hosp.  (76-1-161) 

31  Learning  Disabilities  in  Children;  at  Armstrong  Co.  Mem.  Hosp.,  Kittan- 

ning (76-1-73) 


FEBRUARY 


1 New  Ideas  About  an  Old  Disease-Diabetes  Mellitus;  at  Warren  State. 

Warren  (76-1-10) 

2-  4 Endocrinology  and  Diabetes;  by  Hahnemann,  Philadelphia  (76-1-150) 

2-13  • Chevalier  Jackson  Basic  Course  in  Bronchoesophagology;  at  Temple. 

Philadelphia  (76-1-203) 

3 Clinical  Review  of  Transfusion  Therapy  and  Blood  Clotting  Disorders;  at 

Canonsburg  Gen.  Hosp.,  Canonsburg  (76-1-41) 

3 Injection  of  Joints — Indications  and  Techniques;  at  Nason  Hosp..  Roar- 

ing Spring  (76-1-271) 

3 Personality  Disorders;  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

3 Therapy  in  Geriatric  Patients;  by  Lawrence  Co.  Med,  Soc.,  New  Castle 

(76-1-82) 

4 Coronary  Artery  Surgery;  at  Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

4 Glomerulonephritis  and  Other  Glomerulopathies;  at  Latrobe  Area  Hosp. 

(76-1-297) 

4 Ultrasound  Techniques;  location  to  be  announced  (76-1-493) 

4-  5 Infertility:  Practical  Aspects  of  Diagnosis  and  Treatment;  at  Hershey 

Motor  Lodge  (76-1-459) 

5 Conservative  Management  of  Pregnancy  Complicated  by  Diabetes;  at 

Holy  Redeemer  Hosp.,  Meadowbrook  (76-1-14) 

5 Literature  Seminar — Psychiatry  and  Law;  Warren  State.  Warren  (76-1- 

11) 

5 Office  Therapy  of  Lung  Disease;  at  Altoona  Hosp.  (76-1-301) 

5 Peptic  Ulcer;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

5 Radionuclide  Evaluation  of  Pulmonary -Disease;  at  Phila.  College  of 

Physicians  (76-1-485) 

5 Surgical  Treatment  of  Impending  Myocardial  Infarction;  at  Pottsville 

Hosp.  (76-1-6) 

5 Therapeutic  Angiographic  Radiology;  at  Penn  Harris  Motor  Inn  (76-1- 

487) 

6 Carcinoma  of  the  Pancreas;  at  Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

6 Which  Palient  Needs  Dialyzed;  at  Frankford,  Philadelphia  (76-1-299) 

8- 14  Anatomy  and  Surgery  of  the  Nose;  Eye  and  Ear  Hosp.,  Pittsburgh  (76-1- 

239) 

9 Causes  and  Dynamics  of  Alcoholism;  at  Warren  State,  Warren  (76-1-10) 

9- 13  Diagnostic  Uitrasound — Echocardiography;  Episcopal  Hosp.. 

Philadelphia  (76-1-124) 

10  Cardio-Pulmonary  Resuscitation;  at  St.  Francis  Hosp.,  New  Castle  (76- 

1-80) 

10  Indications  for  Coronary  Arteriography  and  Coronary  Artery  Revas- 

cularization Surgery;  Butler  Co.  Med.  Soc..  Butler  (76-1-40) 

10  Recent  Advances  in  Evaluation  of  Endocrinopathies;  at  Inn  America. 

New  Stanton  (76-1-436) 

10  Sexual  Deviations;  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

1 1 Acute  Pediatric  Surgical  Emergencies;  at  Lock  Haven  Hosp.  (76-1-432) 

11  Evaluation  of  the  Unconscious  Patient;  at  Hanover  Gen.  Hosp.  (76-1- 

437) 

11  Hair;  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

11  Urinary  Tract  Infections;  at  St.  Joseph  Hosp..  Lancaster  (76-1-429) 

12  Carcinoma  of  the  Cervix;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

12  Office  Gynecology;  at  Brownsville  Gen.  Hosp.  (76-1-482) 


12  Troubled  Adolescence;  at  Nesbitt  Mem.  Hosp..  Kingston  (76-1-71) 

13  Endocrinology;  al  Williamsport  Hosp.  (76-1-9) 

13  Muscle  Disease  vs.  Neurological;  at  Frankford.  Philadelphia  (76-1-299) 

13  Psychopharmacology;  Philadelphia  St.  Hosp.  (76-1-161) 

14  Office  Procedures;  at  Bashline  Mem.  Hosp.,  Grove  City  (76-1-460) 

14  Sexual  Counseling;  al  Armstrong  Co,  Mem.  Hosp  . Kittanning  (76-1-73) 

14-15  Advances  in  Clinical  Practice.  1976;  at  Geisinger  Danville  (76-1-15) 

16  Common  Depressive  Reactions;  al  Franklin  Hosp.  (76-1-67) 

16  Research  in  Family  Psychiatry;  at  Bryn  Mawr  Hosp.  (76-1-37) 

17  Alcoholism;  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

17  Continuing  Education  for  Physicians;  at  St.  Francis  Hosp..  New  Castle 

(76-1-81) 

17  Dermatologic  Manifestations  of  Internal  Disease;  by  McKean  Co.  Med. 

Soc..  Bradford  (76-1-416) 

17  Immunologic  Tests  and  Interpretations;  at  Monongahela  Valley  Hosp  . 

Charleroi  (76-1-42) 

17  Immunological  Therapeutics;  at  Bryn  Mawr  Hosp.  (76-1-36) 

1 8 Diagnosis  and  T reatment  of  Pulmonary  Emphysema  with  Consideration 

of  Occupational  Hazards;  at  Soldiers  and  Sailors  Mem.  Hosp.. 
Wellsboro  (76-1-8) 

18  Pacemakers;  at  Aliquippa  Hosp..  Aliquippa  (76-1-33) 

1 8 Pathophysiology  of  the  Gl  T ract  and  Its  Relationship  to  Gl  Symptoms;  at 

Suburban  Gen.  Hosp.,  Pittsburgh  (76-1-251) 

18  Present  Status  of  Anticoagulant  Therapy;  at  Lock  Haven  Hosp.  (76-1- 

432) 

18  Pulmonary  Disease;  at  Sharon  Gen.  Hosp.,  Sharon  (76-1-279) 

19  Diabetes;  at  Harrisburg,  Polyclinic  (76-1-2) 

19  Emboli  and  Infarct:  Diagnosis  and  Treatment:  at  Altoona  Hosp.  (76-1- 

301) 

19  Factors  Concerned  with  Abnormal  Coagulation  and  Thrombosis;  at 

Hazleton  St.  Gen.  Hosp.  (76-1-4) 

19  Literature  Seminar — A Primer  of  Child  Psychotherapy;  Warren  State, 

Warren  (76-1-11) 

19  Radiology  of  Dialysis;  at  Phila.  Gen.  Hosp.  (76-1-484) 

19  Thrombo-Embolism;  at  Brownsville  Gen.  Hosp.  (76-1-482) 

19-20  Review  of  Basic  Psychiatry;  at  Retreat  St.  Hosp.  (76-1-491) 

20  Correlated  Clinical  Science  Course-Surgery;  at  Bryn  Mawr  Hosp.  (76- 

1-38) 

20  So  the  Patient  is  a "Little  " Anemic;  at  Frankford.  Philadelphia  (76-1-299) 

23  Exploring  the  Treatment  of  Alcoholism;  at  Warren  State,  Warren  (76-1- 

10) 

23  Treatable  Viral  Diseases;  at  Oil  City  Hosp.  (76-1-67) 

24  Addictions;  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

25  Acupuncture;  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

25  Coagulation  Defects  and  Their  Treatment;  at  Holy  Redeemer  Hosp., 

Meadowbrook  (76-1-14) 

25  Conservative  Management  of  Chronic  Renal  Failure;  at  Uniontown 

Hosp..  Uniontown  (76-1-286) 

25  The  T and  A Problem;  at  St.  Joseph  Hosp.,  Lancaster  (76-1-429) 

25  Toxicology  Poisoning  and  Overdose;  at  North  Penn  Hosp.,  Lansdale 

(76-1-79) 

25-26  Structural  Family  Therapy;  at  Danville  St.  Hosp.  (76-1-490) 

25-27  Modern  Therapeutics  II;  Jefferson,  Philadelphia  (76-1-293) 

26  Carcinoma  of  the  Esophagus;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

26  Drug  Therapeutics:  Bio-availability  and  Interferences;  at  North  Hills 

Passavant  Hosp..  Pittsburgh  (76-1-233) 

26  Literature  Seminar — Advocacy  for  Child  Mental  Health;  Warren  State, 

Warren  (76-1-11) 

26  The  Modern  Management  of  Hip  Fractures:  at  Good  Samaritan  Hosp.. 

Pottsville  (76-1-5) 

27  Biofeedback;  Philadelphia  St.  Hosp.  (76-1-161) 

27  Radiologic  Potpourri-Some  Interesting  Cases;  at  Frankford,  Philadel- 

phia (76-1-299) 

27-29  Workshop  for  Planning  Physician  Education  Programs  on  Alcoholism; 

at  Sugarloaf  Conference  Center,  Philadelphia  (76-1-431) 

28  Critical  Care — Multiple  Trauma;  at  Armstrong  Co.  Mem  Hosp.,  Kittan- 

ning (76-1-73) 

29  Cardiology  1976;  at  West  Penn.  Pittsburgh  (76-1-430) 


MARCH 


1 The  Treatment  of  Acute  Drug  Overdose;  at  Warren  State,  Warren  (76-1- 

10) 

1-  5 Specifically  Treatable  Diseases;  at  Pennsylvania  Hosp..  Philadelphia 

(76-1-338) 

2 Biliary  and  Pancreatic  Disease;  by  Lawrence  Co.  Med.  Soc.,  New  Castle 

(76-1-82) 

2 Bleeding  and  Clotting  Disorders:  at  Nason  Hosp.,  Roaring  Spring  (76- 

1-271) 

2 Clinical  Advances  in  Diagnosis  and  Treatment  of  Leukemias  and  Lym- 

phomas; at  Canonsburg  Gen.  Hosp.,  Canonsburg  (76-1-41) 

2 Psychosomatic  Medicine:  at  Woodville  State  Hosp..  Carnegie  (76-1-468) 

3 Emergency  Room  Medicine;  location  to  be  announced  (76-1-493) 
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3 Hypothalamus  in  Health  and  Disease:  at  Latrobe  Area  Hosp.  (76-1-297) 

3 Physical  Therapy — What  Can  Be  Accomplished  and  What  to  Order;  at 

Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

4 Early  Detection  of  Heart  Disease;  at  Ha2leton  St.  Gen.  Hosp.  (76-1-4) 

4 Finklestein  Oration  (Esophagus  or  Peptic  Ulcer):  at  Phila.  College  of 

Physicians  (76-1-485) 

4 Literature  Seminar — The  Adolescent  in  Group  and  Family  Therapy; 

Warren  State.  Warren  (76-1-11) 

4 Modern  Treatment  of  Coronary  Artery  Disease:  at  Pottsville  Hosp.  (76- 

1-6) 

4 Myocardial  Infarction:  Deterrents  to  Death  and  Rehabilitation;  at  Al- 

toona Hosp.  (76-1-301) 

4 The  Acute  Allergic  Reaction;  at  Holy  Redeemer  Hosp.,  Meadowbrook 

(76-1-14) 

5 Lymphomas:  at  Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

S Pathologic  Potpourri — Some  Interesting  Cases:  at  Frankford.  Philadel- 

phia (76-1-299) 

6-  7 • Vascular  Diseases  of  the  Ocular  Fundus;  at  Wills  Eye  Hosp..  Philadel- 

phia (76-1-289) 

7 Cardiology  1976;  at  West  Penn.  Pittsburgh  (76-1-430) 

8 Hallucinogens  and  Other  Non-Narcotic  Drugs  Dangerous  to  Society:  at 

Warren  State.  Warren  (76-1-10) 

8-12*  Introductory  Diagnostic  Ultrasound:  Episcopal  Hosp..  Philadelphia 

(76-1-122) 

9 IV  Fluid  Therapy  for  the  Practicing  Physician;  at  Inn  America,  New 

Stanton  (76-1-436) 

9 Psychiatric  Emergencies:  at  Woodville  State  Hosp..  Carnegie  (76-1-486) 

9 Pulmonary  Physiology  and  Its  Relationship  to  Pulmonary  Disorders:  at 

Jameson  Mem.  Hosp..  New  Castle  (76-1-80) 

9 Traumatic  Lesions  of  Bone;  Butler  Co.  Med.  Soc..  Butler  (76-1-40) 

10  Coronary  Artery  Surgery;  at  St.  Joseph  Hosp.,  Lancaster  (76-1-429) 

10  Immunizations  and  Screening  in  Children:  Pneumonia  in  Infancy  and 

Childhood:  at  Lock  Haven  Hosp.  (76-1-432) 

10  Ultra-Sound  in  the  Diagnosis  of  Cardiac  Diseases:  at  Allentown-Sacred 

Heart  Hosp.  (76-1-34) 

1 1 Behavioral  Science  for  Family  Practice:  at  Nesbitt  Mem.  Hosp..  Kingston 

(76-1-71) 

11  Contact  Dermatitis  and  Poison  Ivy;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

11  Literature  Seminar  - The  Psychoanalytic  Theory  of  Defensive  Process; 

Warren  State.  Warren  (76-1-11) 

11  Pathophysiology  of  the  Gl  Tract  and  Its  Relation  to  Gl  Symptoms:  at 

Brownsville  Gen.  Hosp.  (76-1-482) 

11-13  Phaco-Emulsification:  Surgical  Techniques:  Eye  and  Ear  Hosp.. 

Pittsburgh  (76-1-240) 

12  A Review  of  the  Fundus  Oculi;  at  Frankford,  Philadelphia  (76-1-299) 

12  Group  Therapy;  Philadelphia  St.  Hosp.  (76-t-161) 

12  Intercranial  Pressure  Monitoring:  at  Williamsport  Hosp.  (76-1-9) 

12  • Scientific  Meeting:  at  Colon  & Rectal.  Philadelphia  (76-1-3) 

13  Dermatology — Part  I;  at  Armstrong  Co.  Mem.  Hosp..  Kittanning  (76-1-73) 

13  • Surgical  Postgraduate  Day;  at  Packer,  Sayre  (76-1-276) 

15  Common  Skin  Problems;  at  Titusville  Hosp.  (76-1-67) 

15  Distant  Drummer:  Bridge  From  Noplace;  at  Warren  State,  Warren  (76- 

1-10) 

16  Anti-arrhythmic  Drugs:  at  Monongahela  Valley  Hosp..  Monongahela 

(76-1-42) 

16  Cancer  Therapy:  at  Bryn  Mawr  Hosp.  (76-1-36) 

16  Differential  Diagnosis  of  Jaundice;  by  McKean  Co.  Med.  Soc..  Bradford 

(76-1-416) 

16  Treatment  of  Drowning;  at  Lee  Hosp.,  Johnstown  (76-1-70) 

16  Unusual  Psychiatric  Disorders/Postpartum  Disorders,  at  Woodville 

State  Hosp..  Carnegie  (76-1-488) 

17  Biomedical  Basis  of  Disease:  at  Dav-Rell  Med.  Bldg.,  Beaver  (76-1-33) 

17  Cancer  of  the  Breast:  at  Suburban  Gen.  Hosp..  Pittsburgh  (76-1-251) 

17  Emergency  Room  Treatment — Multiple  Trauma;  at  Sharon  Gen.  Hosp. 

Sharon  (76-1-279) 

17  Management  of  Diabetic  Complications:  at  Geisinger,  Danville  (76-1-16) 

17  The  Multiply  Injured  Patient:  Combined  Vascular  and  Orthopedic 

Trauma;  at  Lock  Haven  Hosp.  (76-1-432) 

17  Use  and  Misuse  of  Antibiotics:  at  Soldiers  and  Sailors  Mem.  Hosp.. 

Wellsboro  (76-t-8) 

18  Air  Contrast — American  Style;  at  Phila.  Gen.  Hosp.  (76-1-484) 

18  Controversies  in  Social  Psychiatry;  at  Wernersville  St.  Hosp.  (76-1-282) 

18  Differential  Diagnosisof  Jaundice:  at  Brownsville  Gen.  Hosp.  (76-1-482) 

18  Literature  Seminar — Psychodrama:  Theory  and  Therapy;  Warren  State. 

Warren  (76-1-11) 

18  Meningitis  and  Encephalitis:  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

18  Rheumatic  Diseases  and  the  Heart;  at  Altoona  Hosp.  (76-1-301) 

18  Thyroid  Disease — Dx.  Medical  and  Surgical  Therapies;  at  Hanover  Gen. 

Hosp.  (76-1-437) 

18-19  Frontiers  of  Psychotherapy:  by  Temple,  Philadelphia  (76-1-207) 

18-19  Review  of  Basic  Psychiatry;  at  Retreat  St,  Hosp.  (76-1-49t) 

19  Cancer  Chemotherapy — An  Update;  at  Frankford.  Philadelphia  (76-1- 

299) 


19  Correlated  Clinical  Science  Course-Surgery;  at  Bryn  Mawr  Hosp.  (76- 

1-38) 

19  Psychopharmacology:  at  Carbon-Monroe-Pike  Cos  MH/MR  Cent. 

(76-1-492) 

22  Depression,  A Practical  Approach;  at  Warren  State.  Warren  (76-1-10) 

23  Individual  Psychotherapy.  Psychoanalytic  Behavior.  Client-Centered. 

Hypnosis  Direct  Analysis:  at  Woodville  State  Hosp..  Carnegie  (76-1- 
488) 

24  A Day  in  Hematology;  at  Temple.  Philadelphia  (76-1-190) 

24  Classification  and  Therapy  of  Immunologic  Renal  Disease;  at  Holy  Re- 

deemer Hosp..  Meadowbrook  (76-1-14) 

24  Colonoscopy;  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

24  Continuing  Education  Program;  at  Berkshire  Sheraton.  Reading  (76-1- 

487) 

24  Pulmonary  Emboli — Diagnosis  and  Management:  at  Uniontown  Hosp., 

Uniontown  (76-1-286) 

24  Sex  Counselling:  at  St.  Joseph  Hosp..  Lancaster  (76-1-429) 

25  Acute  Pediatric  Surgical  Emergencies:  at  Annie  Warner  Hosp  . Gettys- 

burg (76-2-68) 

25  Controversies  in  Social  Psychiatry:  at  Wernersville  St.  Hosp.  (76-1-282) 

25  Endocrine  Abnormalities:  at  North  Hills  Passavant  Hosp.,  Pittsburgh 

(76-1-233) 

25  Goiter:  Diagnoses  and  Treatment;  at  Mercy  Hosp.  Med  Arts  Bldg., 

Wilkes-Barre  (76-1-439) 

25  Literature  Seminar — Basic  Approaches  to  Group  Psychotherapy  and 

Group  Counselling:  Warren  State,  Warren  (76-1-11) 

25  Modern  Management  of  Menstrual  Disorders;  at  Good  Samaritan  Hosp.. 

Pottsville  (76-1-5) 

25  Treatment  of  Leukemia:  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

25- 27  Clinical  Neuro-Otolaryngology;  at  Pitt  (76-1-241) 

26  Drug  and  Alcohol  Abuse:  Philadelphia  St.  Hosp.  (76-1-161) 

26  Peptic  Ulcer  Disease — 1975;  at  Frankford,  Philadelphia  (76-1-299) 

26- 28  American  Psychosomatic  Society;  at  Pitt  (76-1-242) 

26-28  Workshop  for  Planning  Physician  Education  Programs  on  Alcoholism: 

at  Sugarloaf  Conference  Center,  Philadelphia  (76-1-431) 

27  Use  and  Misuse  of  Antibiotics;  at  Armstrong  Co.  Mem.  Hosp..  Kittanning 

(76-1-73) 

29  The  Suicidal  Patient:  at  Warren  State.  Warren  (76-1-10) 

30  Group  Psychotherapy.  Family  Therapy.  Multiple  Therapists,  Psycho- 

drama; at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

31  Allergy  Immunology  for  the  Practitioner;  at  Geisinger.  Danville  (76-1-17) 

31  Cancer  Medicine  for  the  Practicing  Physician:  at  Inst,  for  Cancer  Re- 

search, Philadelphia  (76-1-405) 


APRIL 


1 Anticoagulation  Therapy;  at  Altoona  Hosp.  (76-1-301) 

1 Controversies  in  Social  Psychiatry;  at  Wernersville  St.  Hosp.  (76-1-282) 

1 Fungus  Diseases:  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

1 Literature  Seminar  - Rational  Hospital  Psychiatry;  Warren  State,  Warren 

(76-1-11) 

1 The  Treatment  of  Obstructive  Pulmonary  Diseases:  at  Pottsville  Hosp. 

(76-1-6) 

1-  2 • Biology  and  Therapeutic  Management  of  Human  Cutaneous  Malignant 

Melanomas;  at  Coll,  of  Phys/Phila.  (76-1-191) 

2 Diarrheal  Syndromes;  at  Frankford,  Philadelphia  (76-1-299) 

2 Leukemia;  at  Sharon  Gen.  Hosp.,  Sharon  (76-1-279) 

2-  3 Diagnosis  and  Management  of  the  Glaucoma  Patient;  at  Wills  Eye  Hosp. 

(76-1-452) 

3 Emergency  Medicine;  at  Bashline  Mem.  Hosp..  Grove  City  (76-1-461) 

5 The  Emergency  Treatment  of  Head  Injuries;  at  Warren  State,  Warren 

(76-1-10) 

5-  9 Diagnostic  Ultrasound — Abdominal  Scanning;  Episcopal  Hosp.. 

Philadelphia  (76-1-123) 

6 Basic  Genetics  and  Application  to  Medical  Counseling;  at  Nason  Hosp.. 

Roaring  Spring  (76-1-271) 

6 Laboratory-New  Tests  and  Significance;  by  Lawrence  Co.  Med.  Soc., 

New  Castle  (76-1-82) 

6 Organic  Therapies/Milieu  Therapy;  at  Woodville  State  Hosp..  Carnegie 

(76-1-488) 

6 Pulmonary  Embolism;  at  Canonsburg  Gen.  Hosp.,  Canonsburg  (76-1- 

41) 

7 Anemia — Modern  Approach;  at  Sharon  Gen.  Hosp..  Sharon  (76-1-279) 

7 Differential  Diagnosis  of  the  Rheumatic  Diseases;  at  Easton  Hosp.  (76- 

1-65) 

7 Fluids  and  Electrolytes:  location  to  be  announced  (76-1-493) 

7 Headaches;  at  St.  Joseph  Hosp..  Lancaster  (76-1-429) 

7 Modern  Immunization  Methods;  at  Latrobe  Area  Hosp.  (76-1-297) 

7 Practical  Dermatology  and  New  Problems  in  Dermatology:  at  Geisinger. 

Danville  (76-1-18) 

7-  9 Electrocardiology  for  the  Internist;  by  Hahnemann,  Philadelphia  (76-1- 

137) 

8 Cardiac  Arrhythmias;  Diagnosis  and  Treatment;  at  Nesbitt  Hosp..  Kings- 

ton (76-1-71) 
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8 

8 

8 

8 

8 

8-10 

9 

9 

9 

10 

12 

12-23 

13 

13 

13 

13 

14 
14 
14 

14 

14 

15 
15 
15 

15 

15 

15 

16 
19 

19 

20 
20 

21 

21 

21 

21 

21 

21 

21- 23 
22 
22 

22 

22 

22 

22 

22 

22- 23 

23 

23 

23 

23- 25 

24 

26 


Continuing  Education  Program;  at  Penn  Harris  Motor  Inn  (76-1-487) 
Controversies  in  Social  Psychiatry;  at  Wernersville  St.  Hosp.  (76-1-282) 
Diagnosis  and  Treatment — Lower  Back  Pain;  at  Brownsville  Gen  Hosp 
(76-1-482) 

Hereditary  Tumors;  at  Phila.  College  of  Physicians  (76-1-485) 
Literature  Seminar — A Genetic  Field  Theory  of  Ego  Formation;  Warren 
State.  Warren  (76-1-11) 

Electronic  Imaging  Techniques  in  Diagnostic  Radiology;  by  Pitt  (75-2- 
23) 

Diagnosis  and  Treatment  of  Childhood  Malignancies;  at  Williamsport 
Hosp.  (76-1-9) 

Laboratory  Evaluation  of  Adrenal  Disease;  at  Frankford.  Philadelphia 
(76-1-299) 

Practical  Issues  in  Law  for  Psychiatrists;  Philadelphia  St.  Hosp.  (76-1- 
285) 

Dermatology — Part  II;  at  Armstrong  Co.  Mem.  Hosp..  Kittanning  (76-1- 
73) 

Psychiatry  and  Law — Part  I;  at  Warren  State.  Warren  (76-1-10) 
Workshops  in  Respiratory  Intensive  Care;  by  Hahnemann.  Philadelphia 
(76-1-145) 

Child  Psychiatry;  at  Woodville  State  Hosp.,  Carnegie  (76-1-488) 
Hearing  Tests  for  Impaired  Hearing  Levels;  Butler  Co.  Med.  Soc..  Butler 
(76-1-40) 

Modern  Management  of  Skin  Disorders;  at  Inn  America.  New  Stanton 
(76-1-436) 

Office  Gynecology;  at  St.  Francis  Hosp..  New  Castle  (76-1-80) 
Diabetes  Mellitus  in  Office  Practice;  at  Temple.  Philadelphia  (76-1-186) 
Management  of  Burns;  at  Lock  Haven  Hosp.  (76-1-432) 

OB  Complications.  First  and  Second  Trimester.  Toxemia  of  Pregnancy; 

at  Hanover  Gen.  Hosp.  (76-1-437) 

Parasites;  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

Preoperative  Evaluation  to  Prevent  Postoperative  Complications;  at 
Holy  Redeemer  Hosp..  Meadowbrook  (76-1-14) 

Anemia:  Diagnosis  and  Treatment;  at  Altoona  Hosp.  (76-1-301) 
Controversies  in  Social  Psychiatry;  at  Wernersville  St.  Hosp.  (76-1-282) 
Drug  Therapy  forthe  Geriatric  Patient;  at  Brownsville  Gen.  Hosp.  (76-1- 
482) 

Immunizations  Updated;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 
Indications  for  and  Uses  of  Xeroradiography  Other  Than  Mammog- 
raphy; at  Phila.  Gen.  Hosp.  (76-1-484) 

Literature  Seminar — A Home  for  the  Heart;  Warren  State.  Warren  (76-1- 
11) 

Hyperparathyroid  Disease;  at  Bryn  Mawr  Hosp.  (76-1-38) 

Medical  Management  of  Renal  Failure;  at  Oil  City  Hosp.  (76-1-67) 
Psychiatry  and  Law:  Part  II;  at  Warren  State.  Warren  (76-1-10) 
Antihistamines.  Asthma:  at  Bryn  Mawr  Hosp.  (76-1-36) 

Recent  Advances  in  Evaluation  of  Endocrinopathies;  by  McKean  Co. 

Med.  Soc..  Bradford  (76-1-416) 

Allergic  Reactions;  at  Lock  Haven  Hosp.  (76-1-432) 

Degenerative  Arthritis  of  the  Hip;  at  St.  Joseph  Hosp..  Lancaster  (76-1- 
429) 

Diagnosis  and  Treatment  of  Cardiac  Failure;  at  Soldiers  and  Sailors 
Mem.  Hosp..  Wellsboro  (76-1-8) 

Geriatrics;  at  Dav-Rell  Med.  Bldg..  Beaver  (76-1-33) 

Headache  and  Acute  Convulsive  Disorders;  at  Sharon  Gen  Hosp..  Sha- 
ron (76-1-279) 

Pulmonary  Physiology  and  Its  Relationship  to  Pulmonary  Disorders;  at 
Suburban  Gen  Hosp..  Pittsburgh  (76-1-251) 

Infectious  Diseases/Hospital  Infections;  at  Hahnemann.  Philadelphia 
(76-1-27) 

Anemia — Office  Evaluation;  at  Mercy  Hosp  Med.  Arts.  Bldg..  Wilkes- 
Barre  (76-1-440) 

Cardiology;  at  Harrisburg  Hosp.  (76-1-2) 

Controversies  in  Social  Psychiatry;  at  Wernersville  St.  Hosp.  (76-1-282) 
Diagnosis  and  Management  of  Esophageal  Lesions;  at  Good  Samaritan 
Hosp..  Pottsville  (76-1-5) 

Indications  for  Pacemakers,  Technique  and  Follow-Up;  at  Hazleton  St. 
Gen  Hosp.  (76-1-4) 

Literature  Seminar — Beyond  the  Best  Interest  of  the  Child;  Warren 
State.  Warren  (76-1-11) 

Thoracic  Trauma  and  Shock;  at  North  Hills  Passavant  Hosp..  Pittsburgh 
(76-1-233) 

Advanced  Seminar  on  Practical  Issues  in  the  Law  for  Psychiatrists;  at 
Danville  St.  Hosp.  (76-1-490) 

24th  Medical  Horizons  Program;  at  St.  Francis.  Pittsburgh  (76-1-442) 
Highlights  of  Basic  Psychiatry;  Philadelphia  St.  Hosp.  (76-1-285) 
Implications  of  WBC  Abnormalities:  at  Frankford.  Philadelphia  (76-1- 
299) 

Annual  Meeting.  Psychiatry  (76-1-496) 

Approach  to  Treatment  of  Cancer:  at  Armstrong  Co.  Mem.  Hosp..  Kit- 
tanning (76-1-73) 

Involuntary  Hospitalization  of  the  Psychiatric  Patient:  Should  It  Be  Abol- 
ished?; at  Warren  State.  Warren  (76-1-10) 


26-28 
26-May  14 

27 

28 
28 
28 

28 

28 

28- 30 
29 

29 

29 

29- 30 

30 
30 

30- May  1 


Auscultation  in  Its  Clinical  Setting;  by  ACP.  Philadelphia  (76-1-339) 
Second  Career  Training  Program  for  Emergency  Physicians;  at  Coll,  of 
Phys./Phila.  (76-1-113) 

Community  Psychiatry,  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 
Cardiology  in  Office  Practice;  at  Temple,  Philadelphia  (76-1-184) 
Medical  Legal;  at  North  Penn  Hosp..  Lansdale  (76-1-79) 

Metabolic  Causes  of  Urinary  Calculi;  at  Allentown-Sacred  Heart  Hosp. 
(76-1-34) 

Stauffer  Memorial  Lecture;  at  Temple.  Philadelphia  (76-1-217) 

Use  of  Cobalt  in  Cancer;  at  Uniontown  Hosp.  Uniontown  (76-1-286) 
Annual  Pediatric  Ophthalmology  Course;  at  Children  s Hosp.  of  Phila. 
(76-1-453) 

Cancer  Chemotherapy;  at  Holy  Redeemer  Hosp..  Meadowbrook  (76-1- 
14) 

Forensic  Medicine;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

Literature  Seminar -Schizophrenia  is  a Lifestyle;  Warren  State.  Warren 
(76-1-11) 

Interrelationships  of  General  Medicine  and  Psychiatry;  at  Retreat  St. 
Hosp.  (76-1-491) 

Family  Therapy:  Philadelphia  St.  Hosp.  (76-1-285) 

The  Selection  of  the  Proper  Anesthetic;  at  Frankford.  Philadelphia 
(76-1-299) 

Principles  of  Medical  Practice  Management:  by  PMS,  Harrisburg  (76-1- 
292) 


MAY 


1 8th  Annual  Conference  Devoted  to  Special  Child : at  Geisinger.  Danville 

(76-1-19) 

1 Cardio-Pulmonary  Resuscitation  Review;  at  Nason  Hosp..  Roaring 

Spring  (76-1-271) 

3 Bleeding  Disorders;  at  Warren  State.  Warren  (76-1-10) 

4 Geriatric  Psychiatry/Forensic  Psychiatry;  at  Woodville  State  Hosp..  Car- 

negie (76-1-488) 

4 Non-Metastatic  Manifestations  of  Neoplasms;  at  Nason  Hosp.,  Roaring 

Spring  (76-1-271) 

4 Peripheral  Vascular  Disease:  by  Lawrence  Co.  Med.  Soc..  New  Castle 

(76-1-82) 

4 Plastic  and  Cosmetic  Surgery — What  Can  Be  Done;  at  Canonsburg  Gen. 

Hosp.,  Canonsburg  (76-1-41) 

4-  8 The  1976  International  Congress  on  Emergency  and  Critical  Care  Medi- 

cine; by  Pitt  (76-1-245) 

5 Comprehensive  Health  Planning.  PSRO;  location  to  be  announced 

(76-1-493) 

5 Diagnosis  and  Treatment  of  Thyrotoxicosis;  at  Geisinger.  Danville  (76- 

1-20) 

5 Drugs  and  the  Heart;  at  Latrobe  Area  Hosp.  (76-1-297) 

5 Infectious  Disease  in  Office  Practice:  at  Temple,  Philadelphia  (76-1 -185) 

5 Problem  Oriented  Medical  Record;  at  St.  Joseph  Hosp..  Lancaster  (76- 

1-429) 

5 Use  and  Misuse  of  Ventilatory  Treatment;  at  Holy  Redeemer  Hosp.. 

Meadowbrook  (76-1-14) 

6 Chest  Injuries  in  the  Emergency  Room;  at  Hazleton  St.  Gen.  Hosp. 

(76-1-4) 

6 Continuing  Education  Program;  at  Penn  Harris  Motor  Inn  (76-1-487) 

6 Literature  Seminar — Behavior  Therapy  in  Psychiatry;  Warren  State, 

Warren  (76-1-11) 

6 New  Controversy  About  an  Old  Disease:  Chemoprophylaxis  and 

Chemotherapy  of  Tuberculosis:  at  Pottsville  Hosp.  (76-1-6) 

6 Radiology  of  the  Kidney  and  Adrenal:  at  Altoona  Hosp.  (76-1-301) 

6-  7 Current  Concepts  in  Medicine  for  the  Practicing  Physician;  at 

Sheraton-Valley  Forge  Hotel,  King  of  Prussia  (76-1-433) 

7 Bone  Malignancies;  at  Sharon  Gen.  Hosp.,  Sharon  (76-1-279) 

7 Office  Management  of  Common  Orthopedic  Problems;  at  Frankford. 

Philadelphia  (76-1-299) 

7 Therapeutic  Community  and  Hospitalized  Adolescent;  Philadelphia  St. 

Hosp.  (76-1-285) 

8 Current  Concepts  in  Medicine  for  the  Practicing  Physician;  at  The  Bryn 

Mawr  Hospital.  King  of  Prussia  (76-1-433) 

8 Physical  Therapy  Aspects  of  Arthritis;  at  Armstrong  Co.  Mem.  Hosp.. 

Kittannning  (76-1-73) 

10  Diagnosis  of  Childhood  Schizophrenia:  at  Warren  State.  Warren  (76-1- 

10) 

10-14  Diagnostic  Ultrasound — Echocardiography;  Episcopal  Hosp.. 

Philadelphia  (76-1-124) 

11  Biliary  and  Pancreatic  Diseases — Evaluation  of  Jaundice  and  Liver 

Function:  at  Inn  America.  New  Stanton  (76-1-436) 

11  Etiology:  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

12  Joint  Replacement:  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

12-15  Moving  Points  in  Rheumatology  and  Clinical  Immunology:  at  Pitt  (76-1- 

247) 


S-12 


13  Current  Concepts  for  Surgical  Management  of  Peptic  Ulcer  Disease;  at 

Brownsville  Gen.  Hosp.  (76-1-482) 

13  Diabetes  Seminar;  at  Hanover  Gen  Hosp.  (76-1-437) 

13  Drug  Interactions;  at  Nesbitt  Mem.  Hosp..  Kingston  (76-1-71) 

13  Literature  Seminar — Technique  and  Practice  of  Intensive 

Psychotherapy;  Warren  State,  Warren  (76-1-11) 

13  Technique  of  Suturing  Lacerations;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

13- 15  Phaco-Emulsification:  Surgical  Techniques;  Eye  and  Ear  Hosp.. 

Pittsburgh  (76-1-246) 

14  Application  of  Nuclear  Medicine  Techniques  to  General  Medicine;  at 

Williamsport  Hosp.  (76-1-9) 

14  Gram  Negative  Sepsis;  at  Frankford,  Philadelphia  (76-1-299) 

14- 15  Diagnostic  Radiology;  at  Hershey  Motor  Lodge  (76-1-483) 

14- 16  Annual  Meeting.  Anesthesiologists  (76-1-495) 

15- 16  • Anesthesia  for  Emergency  Surgery;  by  Anesthesiologists.  Philadelphia 

(76-1-26) 

15- 16  • 8th  Annual  Pediatric  Ophthalmology  Symposium;  at  Coll,  of  Phys./Phila. 

(76-1-167) 

16- 18  Annual  Meeting.  Eastern  Chapt..  ACS  (76-1-497) 

17  Early  Clinical  Aspects  of  Mental  Retardation;  at  Warren  State,  Warren 

(76-1-10) 

17  Headaches;  at  Franklin  Hosp.  (76-1-67) 

18  A Rational  Approach  to  the  Chemotherapy  of  Depression;  at  Bryn  Mawr 

Hosp.  (76-1-37) 

18  Concepts  of  Normality;  at  Woodville  State  Hosp..  Carnegie  (76-1-488) 

18  Diabetes  Mellitus;  by  McKean  Co.  Med.  Soc.,  Bradford  (76-1-416) 

18  Radiotherapy;  at  Bryn  Mawr  Hosp.  (76-1-36) 

19  Depression-Patient  and  Physician;  at  Suburban  Gen.  Hosp.,  Pittsburgh 

(76-1-251) 

19  Management  of  Gastrointestinal  Bleeding;  at  Soldiers  and  Sailors  Mem. 

Hosp.,  Wellsboro  (76-1-8) 

19  Syncope  and  Pacemaker;  at  Geisinger,  Danville  (76-1-21) 

19  The  Patient  with  Hypercalcemia;  at  St.  Joseph  Hosp.,  Lancaster  (76-1- 

429) 

19-22  • Annual  Scientific  Program;  PAO&O,  Bedford  Springs  (76-1-417) 

20  Dermatologic  Manifestations  of  internal  Disease;  at  Brownsville  Gen 

Hosp.  (76-1-482) 

20  End  Stage  Kidney  Disease;  at  Altoona  Hosp.  (76-1-301) 

20  Fluid  and  Electrolyte  Balance  in  Relation  to  Surgery  and  Acute  Medical 

Emergencies;  at  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

20  Literature  Seminar  - Psychosurgery;  Warren  State,  Warren  (76-1-11) 

20  Spinal  Injury;  at  Holy  Redeemer  Hosp.,  Meadowbrook  (76-1-14) 

20  Stress  Testing  and  Prescription  Exercise  Programs;  at  Mercy  Hosp. 

Med.  Arts  Bldg.,  Wilkes-Barre  (76-1-441) 

21  Cerebral  Arterial  Insufficiency  Syndromes;  at  Frankford.  Philadelphia 

(76-1-299) 

21  Peptic  Ulcer  Disease;  at  Bryn  Mawr  Hosp.  (76-1-38) 

21  • Scientific  Meeting;  at  Colon  & Rectal,  Philadelphia  (76-1-3) 

22  Post-Op  Pulmonary  Problems,  Including  Pulmonary  Embolism  and 

Atelectasis;  at  Armstrong  Co.  Mem.  Hosp.,  Kittanning  (76-1-73) 

24  Operation  Behavior  Modification;  at  Warren  State,  Warren  (76-1-10) 

24-28  Cardiology;  by  Hahnemann,  Philadelphia  (76-1-138) 

25  Review  and  Summary;  at  Woodville  State  Hosp.,  Carnegie  (76-1-488) 

26  Drug  Interactions;  at  North  Penn  Hosp..  Lansdale  (76-1-79) 

26  Genetics — Practical  Uses;  at  Uniontown  Hosp.,  Uniontown  (76-1-286) 

26  Respiratory  Distress  Syndrome;  at  Allentown-Sacred  Heart  Hosp.  (76- 

1-34) 

26  Multiple  Sclerosis  Symposium;  at  Pitt  (76-1-248) 

27  Hypertensive  Emergencies;  at  Holy  Redeemer  Hosp..  Meadowbrook 

(76-1-14) 

27  Literature  Seminar  - Psychosomatic  Concepts;  Warren  State.  Warren 

(76-1-11) 

27  Management  of  Breast  Cancer;  at  Good  Samaritan  Hosp..  Pottsville 

(76-1-5) 

27  Neurology  in  General  Practice;  at  North  Hills  Passavant  Hosp.. 

Pittsburgh  (76-1-233) 

27  Principles  of  Respiratory  Care;  at  Annie  Warner  Hosp.,  Gettysburg 

(76-2-68) 

27-28  Interrelationships  of  General  Medicine  and  Psychiatry;  at  Retreat  St. 

Hosp.  (76-1-491) 

28  Sexual  Incompatibility;  Philadelphia  St.  Hosp.  (76-1-285) 

28  Syndromes  of  Anterior  Chest  Pain;  at  Frankford,  Philadelphia  (76-1-299) 


JUNE 


1-  4 25th  Annual  Pediatric  Seminar;  by  St.  Christopher's  Hosp.  for  Children. 

Philadelphia  (76-1-168) 

2 Bleeding  Disorders;  at  Latrobe  Area  Hosp.  (76-1-297) 

2 Respiratory  Failure;  Diagnosis  and  Management;  at  Easton  Hosp.  (76- 

1-65) 

3 Literature  Seminar — About  Behaviorism;  Warren  State,  Warren  (76-1- 

11) 


3 

3 

4 

7 

7-  9 

7-July  2 

8 


9 

10 

10-12 

11 

11 

11-13 
14-18  • 
16 
16 
16 

17 

18 

18 

21 

21 

21 

21-25  • 
23 

23 

24 

25 

26 


Neural  Mechanisms  in  Reproductive  Endocrinology;  at  Pottsville  Hosp. 
(76-1-6) 

Ultrasound;  at  Penn  Harris  Motor  Inn  (76-1-487) 

Anxiety  and  Depression;  at  Frankford.  Philadelphia  (76-1-299) 
Congestive  Heart  Failure;  at  Warren  State,  Warren  (76-1-10) 
Controversies  in  Family  Medicine;  by  Hahnemann,  Philadelphia  (76-1- 
151) 

Training  Program  in  Behavior  Therapy;  At  EPPI,  Philadelphia  (76-1-206) 
Need  for  Cancer  Staging  for  Determining  Surgical  and/or 
Chemotherapy  Intervention  and  in  Assessing  Survival  Rates;  at  Inn 
America,  New  Stanton  (76-1-436) 

Patient  Education;  at  Allentown-Sacred  Heart  Hosp.  (76-1-34) 
Literature  Seminar — The  New  Sex  Therapy;  Warren  State,  Warren  (76- 
1-11) 

Bicentennial  Program;  at  Phila.  College  of  Physicians  (76-1-485) 

Blind  Loop  Syndrome;  at  Frankford,  Philadelphia  (76-1-299) 
Pancreatic  and  Liver  Diseases;  at  Williamsport  Hosp.  (76-1-9) 

Annual  Course  on  Oculo-Plastic  Surgery;  at  Buckhill  Falls  Hotel  (76-1- 
451) 

Introductory  Diagnostic  Ultrasound;  Episcopal  Hosp..  Philadelphia 
(76-1-122) 

Diagnosis  and  Management  of  Acute  Abdomen;  at  Soldiers  and  Sailors 
Mem.  Hosp..  Wellsboro  (76-1-8) 

Fever  of  Undetermined  Origin;  at  Suburban  Gen.  Hosp.,  Pittsburgh 
(76-1-251) 

Gram  Negative  Infections,  Shock  and  Therapy;  at  Hanover  Gen.  Hosp. 
(76-1-437) 

Literature  Seminar — The  Lost  Ones.  Warren  State.  Warren  (76-1-11) 
Sexual  Problems  in  the  Physically  Incapacitated;  at  Frankford. 
Philadelphia  (76-1-299) 

Techniques  of  Sex  Therapy;  at  Carbon-Monroe-Pike  Cos.  MH/MR  Cent. 
(76-1-492) 

Advances  in  Cancer  Chemotherapy;  at  Titusville  Hosp.  (76-1-67) 
Hypnotic  Behavior;  at  Warren  State,  Warren  (76-1-10) 

Review  of  Cortical  Neurophysiology;  at  Bryn  Mawr  Hosp.  (76-1-37) 
Third  Postgraduate  Course  in  Medical  Mycology;  at  Skin  and  Cancer 
Hosp.  of  Philadelphia  (76-1-194) 

Digitalis — Indications,  New  Concepts  of  Action,  Interactions.  Manage- 
ment of  Toxicity;  at  Uniontown  Hosp.,  Uniontown  (76-1-286) 
Genetics;  at  North  Penn  Hosp.,  Lansdaie  (76-1-79) 

Literature  Seminar — The  Gestalt  Therapy  Book;  Warren  State.  Warren 
(76-1-11) 

The  Use  and  Abuse  of  Antibiotics;  at  Frankford.  Philadeiphia  (76-1-299) 
Maharishi  Mahesh:  Jet  Age  Yogi;  at  Warren  State.  Warren  (76-1-10) 


JULY 

7 

12-14 

Hypertension:  at  Latrobe  Area  Hosp.  (76-1-297) 

Bedside  Diagnosis  of  Heart  Disease;  by  Hahnemann,  Philadelphia  (76- 
1-136) 

AUGUST 

4 

22-27 

Critically  Injured  Patient;  at  Latrobe  Area  Hosp.  (76-1-297) 

18th  Annual  Postgraduate  Course  in  Dermal  Pathology;  Skin  and 
Cancer  Hosp.  of  Phiiadeiphia  (76-1-163) 

SEPTEMBER 

13-17 

16-19 

30 

Hematoiogy  Review;  at  Pitt  (76-2-26) 

Advances  in  Dermatology,  1976;  at  Univ.  of  Pa.  Hosp.  (76-2-69) 
Antibiotic  Therapy  of  Infection;  at  Annie  Warner  Hosp.,  Gettysburg 
(76-2-68) 

OCTOBER 

28 

Congestive  Heart  Failure  in  Chronic  Obstructive  Pulmonary  Disease 
(76-1-485) 

Management  of  Hypertension;  at  Annie  Warner  Hosp.,  Gettysburg  (76- 
2-68) 

NOVEMBER 

3-  5 

Medical  Arts  '76;  at  Hershey  Motor  Lodge  (76-1-494) 

S-13 


SUBJECT  INDEX 


Classifying  is  done  by  sponsor.  Activities  shown  under  any 
given  subject  are  generally  of  a quality  that  would  be 
helpful  to  specialists  in  that  field.  Registration  may  be 
open  to  others. 

ALLERGY 

Philadelphia;  Hahnemann  (76-1-132) 

Philadelphia;  U.  of  Pa.  (76-1-380  and  381) 

ANESTHESIOLOGY 

Allentown;  Allentown  and  Sacred  Heart  Hosp.  (76-1-22) 

Hershey;  M S.  Hershey  (76-1-304  to  306) 

Philadelphia;  Albert  Einstein  Med.  Cntr  (76-1-86) 

Philadelphia;  Anesthesiologists  (76-1-24  and  26) 

Philadelphia;  Anesthesiologists  (76-1-495) 

Philadelphia;  Children's  Hosp.  (76-1-348) 

Philadelphia;  MCP  (76-2-31) 

Philadelphia;  Temple  (76-1-171  to  173) 

Philadelphia;  U.  of  Pa.  (76-1-341) 

Pittsburgh;  West  Penn  (76-2-36) 

Pittsburgh;  Magee  Womens  Hosp.  (76-1-23) 

Pittsburgh;  Mercy  (76-1-220  and  221) 

Sayre;  Packer  (76-1-25  and  272) 

Sayre;  Packer  (76-2-27  and  28) 

ARTHRITIS  & RHEUMATISM 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (76-1-87) 

Philadelphia;  Hahnemann  (76-1-131) 

Philadelphia;  Moss  Rehab.  Hosp.  (76-1-85) 

Philadelphia;  U.  of  Pa.  (76-1-362) 

BASIC  SCIENCE 

Philadelphia;  Pels  Research  Inst.  (76-1-125) 

Philadelphia;  Temple  (76-1-170  and  174) 

CARDIOVASCULAR  DISEASE 

Danville;  Geisinger  (76-1-21  and  52) 

Erie;  Hamot  Med.  Cntr.  (76-1-419  and  420) 

Hershey;  M S.  Hershey  (76-1-318) 

Philadelphia;  ACP  (76-1-339) 

Philadelphia;  Aibert  Einstein  Med.  Cntr.  (Northern)  (76-1-88  to  89) 

Philadelphia;  Episcopal  Hosp.  (76-1-116  and  287) 

Philadelphia;  Hahnemann  (76-1-134  to  144) 

Philadelphia;  Jeanes  (76-1-385) 

Philadelphia;  Temple  (76-1-175  to  178) 

Philadelphia,  U.  of  Pa.  (76-1-342.  369,  370,  382.  and  384) 

Pittsburgh;  Mercy  (76-1-222) 

Pittsburgh;  Pitt  (76-1-284) 

Pittsburgh;  St.  Margaret  (76-1-252) 

Pittsburgh;  West  Penn  (76-1-430  and  76-2-37,  38) 

CHEST  DISEASE 

Danville;  Geisinger  (76-1-53  and  57) 

Philadelphia;  Albert  Einstein  Med  Cntr.  (Northern)  (76-1-90) 

Philadelphia;  Hahnemann  (76-1-133,  145.  146  and  148) 

Philadelphia;  Jeanes  (76-1-386) 

Philadelphia;  Temple  (76-1-179  and  180) 

Philadelphia;  U.  Of  Pa.  (76-1-374  to  379) 

Pittsburgh;  West  Penn  (76-2-39) 

COLON  AND  RECTAL  SURGERY 

Philadelphia;  Colon  and  Rectal  (76-1-3) 

CRITICAL  CARE 

Philadelphia;  Hahnemann  (76-1-149) 

Pittsburgh;  Pitt  (76-1-245) 

DERMATOLOGY 

Danville;  Geisinger  (76-1-61) 

Philadelphia;  Jeanes  (76-1-387) 

Philadelphia;  Skin  and  Cancer  Hosp.  (76-1-162) 

Philadelphia;  U.  of  Pa.  (76-1-343) 

Philadelphia;  at  Univ.  of  Pa.  Hosp.  (76-2-69) 

Pittsburgh;  West  Penn  (76-2-40,  41) 

ELECTROCARDIOGRAPHY 

Philadelphia;  Episcopal  Hosp.  (76-1-117) 

Philadelphia;  Tempie  (76-1-181) 


EMERGENCY  MEDICINE 
Grove  City;  Bashline  Mem.  Hosp.  (76-1-461) 

Hershey;  M S.  Hershey  (76-1-315) 

Philadelphia;  Coll,  of  Phys./Phila.  (76-1-113) 

Philadelphia;  MCP  (76-2-31) 

Pittsburgh;  Pitt  (76-1-245) 

ENDOCRINOLOGY 
Hershey;  M S.  Hershey  (76-1-314) 

Philadelphia;  Episcopal  Hosp.  (76-1-121) 

Philadelphia;  Hahnemann  (76-1-150) 

Philadelphia;  Temple  (76-1-182) 

Philadelphia;  U.  of  Pa.  (76-1-365) 

Pittsburgh;  Pitt  (76-1-237) 

Pittsburgh;  West  Penn  (76-2-42) 

FAMILY  MEDICINE 

Altoona;  Altoona  Hosp.  (76-1-301) 

Chambersburg;  Chambersburg  Hosp.  (76-1-303) 

Danville;  Geisinger  (76-1-15  to  20.  49  and  54) 

Harrisburg;  PMS  (76-1-291) 

Hershey;  M S.  Hershey  (76-1-310) 

Kingston;  Nesbitt  Mem.  Hosp.  (76-1-71) 

Lancaster;  Lancaster  Gen.  Hosp.  (76-1-76) 

Philadelphia;  EPPI  (76-1-114) 

Philadelphia;  Hahnemann  (76-1-151) 

Pittsburgh;  St.  Margaret  (76-1-253  to  256) 

Reading;  St.  Josephs  (76-1-302) 

Philadelphia;  Sugarloaf  Conference  Center  (76-1-431) 

Sunbury;  Sunbury  Community  Hosp.  (76-1-7) 

GASTROENTEROLOGY 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (76-1-91) 

Philadelphia;  Episcopal  Hosp.  (76-1-118) 

Philadelphia;  Hahnemann  (76-1-152  and  153) 

Philadelphia;  Temple  (76-1-183) 

Philadelphia;  U.  of  Pa.  (76-1-366  to  368) 

Pittsburgh;  Mercy  (76-1-445) 

Pittsburgh;  West  Penn  (76-2-43) 

GENERAL  MEDICINE 

Abington  (76-1-32) 

Aliquippa;  Aliquippa  Hosp.  (76-1-33) 

Allentown;  Allentown-Sacred  Heart  Hosp.  (76-1-34) 

Beaver;  Beaver  Co  Hosp.  (76-1-33) 

Bethlehem;  St.  Luke's  Hosp.  (76-1-298) 

Bradford  (76-1-416) 

Bridgeville;  Mayview  St.  Hosp.  (76-1-12) 

Brownsville;  Brownsville  Gen.  Hosp.  (76-1-482) 

Bryn  Mawr;  Bryn  Mawr  Hosp.  (76-1-39) 

Bryn  Mawr;  Bryn  Mawr  Hosp.  (76-1-433) 

Butler;  Butler  Co.  Med.  Soc.  (76-1-40) 

Canonsburg;  Canonsburg  Gen.  Hosp.  (76-1-41) 

Charleroi;  Monongahela  Valley  Hosp.,  Inc.  (76-1-42) 

Chester;  Crozer-Chester  Med.  Center  (76-1-43) 

Clearfield-Jefferson  Co.  Med.  Socs.  (76-1-458) 

Danville;  Geisinger  (76-1-47  and  76-1-59) 

Drexel  Hill;  Delaware  Co.  (76-2-35) 

East  Stroudsburg;  Monroe  County  Gen.  Hosp.  (76-1-418) 

Easton;  Easton  Hosp.  (76-1-65) 

Ephrata;  Ephrata  Community  Hosp.  (76-1-66) 

Erie;  Hamot  Med.  Cntr.  (76-1-421) 

Franklin;  Franklin  Hosp.  (76-1-67) 

Gettysburg;  Annie  Warner  Hosp.  (76-2-68) 

Greensburg;  Centralized  Hosp.  Service  of  Westmoreland  Co.  (76-1-68) 
Grove  City;  Bashiine  Mem.  Hosp.  (76-1-460) 

Hanover;  Hanover  Gen.  Hosp.  (76-1-437) 

Harrisburg;  Harrisburg  Hosp.  (76-1-2) 

Harrisburg;  PMS  (76-1-292) 

Harrisburg;  PMS  (76-1-494) 

Harrisburg;  Polyclinic  (76-1-2) 

Hazleton;  Hazleton  St.  Gen.  Hosp.  (76-1-4) 

Hershey;  at  Hershey  Motor  Lodge  (76-1-459) 

Huntingdon;  J.  C.  Blair  Mem.  Hosp.  (76-1-489) 


KEY: 

(75-1-XX)  Numbers  in  parentheses  are  code  numbers 
which  refer  to  specific  items  in  the  "Announcements” 
section  of  this  supplement.  See:  town,  institution,  and 
code  numbered  item  for  complete  details. 


Johnstown:  Lee  Hosp.  (76-1-70) 

King  of  Prussia:  at  Sheraton-Valley  Forge  Hotel  (76-1-433) 

Kittanning;  Armstrong  Co.  Med.  Soc.  (76-1-72) 

Kittanning:  Armstrong  Co.  Mem.  Hosp.  (76-1-73) 

Lancaster;  Lancaster  Gen.  Hosp.  (76-1-74.  75,  and  77) 

Lancaster;  Lancaster  Osteopathic  Hosp.  (76-1-78) 

Lancaster:  St.  Joseph  Hosp.  (76-1-429) 

Lansdale;  North  Penn  Hosp.  (76-1-79) 

Latrobe;  Latrobe  Area  Hosp.  (76-1-297) 

Lock  Haven;  Lock  Haven  Hosp.  (76-1-432) 

McKeesport;  McKeesport  Hosp.  (76-1-427) 

McKeesport:  McKeesport  Hosp.  (76-1-456) 

Meadowbrook:  Holy  Redeemer  Hosp.  (76-1-14) 

Monongahela:  Monongahela  Valley  Hosp..  Inc.  (76-1-42) 

Natrona  Heights;  Tri-Co.  Branch  Med.  Soc.  (76-2-70) 

New  Castle:  Jameson  Mem.  Hosp.  (76-1-80) 

New  Castle:  Lawrence  Co.  Med.  Soc.  (76-1-82) 

New  Castle;  St.  Francis  Hosp.  (76-1-80  to  81) 

New  Stanton;  at  Inn  America  (76-1-436) 

Norristown;  Sacred  Heart  Hosp.  (76-1-83) 

Oil  City;  Oil  City  Hosp.  (76-1-67) 

Paoli;  Paoli  Mem.  Hosp.  (76-1-84) 

Philadelphia:  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-92  to  93) 
Philadelphia;  Episcopal  Hosp.  (76-1-119  and  288) 

Philadelphia:  EPPI  (76-1-114) 

Philadelphia;  Frankford  (76-1-299) 

Philadelphia;  Germantown  Dispensary  & Hosp.  (76-1-127) 

Philadelphia;  Hahnemann  (76-1-154  and  155) 

Philadelphia;  Hahnemann  (76-2-1) 

Philadelphia:  Jeanes  (76-1-401  and  402) 

Philadelphia:  Jefferson  (76-1-293) 

Philadelphia;  MCP  (76-2-32) 

Philadelphia;  Philadelphia  St.  Hosp.  (76-1-160) 

Philadelphia:  PMS  (76-1-294) 

Philadelphia:  Temple  (76-1-184  to  187.  192.  193  and  217) 

Philadelphia;  Temple  (76-2-14) 

Pittsburgh;  Mercy  (76-1-223) 

Pittsburgh;  North  Hills  Passavant  Hosp.  (76-1-233) 

Pittsburgh;  Pitt  (76-1-243) 

Pittsburgh;  Pitt  (76-1-472,  73.  75,  76  and  76-1-481) 

Pittsburgh;  PMS  (76-1-295) 

Pittsburgh;  St.  Francis  (76-1-442) 

Pittsburgh;  St.  Johns  Gen.  Hosp.  (76-1-251) 

Pittsburgh;  Staunton  Clinic  (76-1-234) 

Pittsburgh;  Staunton  Clinic  (76-1-469) 

Pittsburgh;  Suburban  Gen.  Hosp.  (76-1-251) 

Pottsville;  Good  Samaritan  Hosp.  (76-1-5) 

Pottsville;  Pottsville  Hosp.  (76-1-6) 

Roaring  Spring:  Nason  Hosp.  (76-1-271) 

Sayre;  Packer  (76-1-274) 

Sharon:  Sharon  Gen.  Hosp.  (76-1-279  and  280) 

Titusville;  Titusville  Hosp.  (76-1-67) 

Uniontown;  Fayette  Co.  Med.  Soc.  (76-1-286) 

University  Park;  at  Ritenour  Health  Cent.  (76-1-449) 

Wellsboro:  Soldiers  and  Sailors  Mem.  Hosp.  (76-1-8) 

Wilkes-Barre;  Luzerne  County  Med.  Soc.  (76-2-34) 

Wilkes-Barre;  Mercy  Hosp.  (76-1-438-441) 

Wilkes-Barre;  Wilkes-Barre  Gen.  Hosp.  (76-1-29) 

Wilkes-Barre:  Wyoming  Valley  Hosp.  (76-1-283) 

: Williamsport;  Williamsport  Hosp.  (76-1-9) 

York;  York  Hosp.  (76-1-300) 

HEMATOLOGY 

Philadelphia:  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-94) 
Philadelphia:  Episcopal  Hosp.  (76-1-120) 

Philadelphia;  U.  of  Pa.  (76-1-371  and  373) 

Pittsburgh;  West  Penn  (76-2-44) 

NTERNAL  MEDICINE 

Danville;  Geisinger  (76-1-60) 

Hershey:  M S.  Hershey  (76-1-316) 

Philadelphia;  ACP  (76-1-337) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (Northern  Div.)  (76-1-95  to  97) 
Philadelphia;  EPPI  (76-1-114) 

Philadelphia;  Hahnemann  (76-1-27  and  156) 

Philadelphia;  Jeanes  (76-1-403) 

Philadelphia;  MCP  (76-2-31) 

Philadelphia;  Pennsylvania  Hosp.  (76-1-338) 

Philadelphia;  Temple  (76-1-188,  190  and  216) 

Philadelphia;  U.  of  Pa.  (76-1-336.  363  and  364) 

Pittsburgh;  Mercy  (76-1-229) 

Pittsburgh;  Mercy  (76-1-446) 

Pittsburgh;  Mercy  (76-2-17  and  18) 

Pittsburgh:  Pitt  (76-1-244  and  248) 


Pittsburgh;  Pitt  (76-2-26) 

Pittsburgh:  St.  Margaret  (76-1-257  to  263) 

Pittsburgh:  West  Penn  (76-2-45  to  47) 

MICROBIOLOGY  & IMMUNOLOGY 

Philadelphia;  Skin  and  Cancer  Hosp.  (76-1-194) 

Philadelphia;  Temple  (76-1-189) 

NEUROLOGY 

Danville;  Geisinger  (76-1-45) 

Hershey;  M S.  Hershey  (76-1-317) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (76-1-98  and  76-2-2) 

Philadelphia;  Episcopal  Hosp.  (76-2-8) 

Philadelphia;  Hahnemann  (76-1-157  to  159) 

Philadelphia:  MCP  (76-2-31) 

Pittsburgh;  Mercy  (76-2-19) 

Pittsburgh;  St.  Margaret  (76-1-264) 

Pittsburgh;  Univ.  Health  Cent.  (76-1-474) 

NEUROSURGERY 

Philadelphia;  Episcopal  Hosp.  (76-2-9) 

Philadelphia;  Temple  (76-1-196) 

Pittsburgh;  Mercy  (76-2-19) 

OBSTETRICS  & GYNECOLOGY 

Danville;  Geisinger  (76-1-44  and  50) 

Hershey:  M S.  Hershey  (76-1-321) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-99  to  100) 
Philadelphia;  MCP  (76-2-31) 

Pittsburgh;  Mercy  (76-1-443.  444  and  447-448) 

Pittsburgh:  St.  Margaret  (76-1-265) 

ONCOLOGY 

Bryn  Mawr;  Bryn  Mawr  Hosp.  (76-1-35) 

Danville;  Geisinger  (76-1-46  and  51) 

Hershey;  M S.  Hershey  (76-1-319) 

Philadelphia;  Amer.  Oncologic  Hosp.  (76-1-404,  406  and  407) 

Philadelphia:  Coll.  Phys./Phila.  (76-1-191) 

Philadelphia;  Inst,  for  Cancer  Research  (76-1-405) 

Philadelphia;  Temple  (76-1-199  and  219) 

Philadelphia;  U.  of  Pa.  (76-1-372) 

Pittsburgh;  West  Penn  (76-2-48) 

Sayre;  Packer  (76-1-277) 

OPHTHALMOLOGY 

Bedford  Springs  (76-1-417) 

Lansdale;  at  Inter-County  Oph.  Soc.,  1000  N.  Broad  St..  (76-1-455) 
Philadelphia;  at  Buckhill  Falls  Hotel  (76-1-451) 

Philadelphia;  at  Children's  Hosp.  of  Phila.  (76-1-453) 

Philadelphia:  Coll.  Phys./Phila.  (76-1-167) 

Philadelphia;  Wills  Eye  Hosp.  (76-1-289) 

Philadelphia;  at  Wills  Eye  Hosp.  (76-1-452) 

Pittsburgh;  Eye  and  Ear  Hosp.  (76-1-471) 

Pittsburgh;  Eye  and  Ear  Hosp.  (76-1-477) 

Reading;  at  Wyomissing  Club  (76-1-450) 

ORTHOPEDIC  SURGERY 

Erie;  Hamot  Med.  Cntr.  (76-1-422  to  424) 

Hershey;  M.S.  Hershey  (76-1-327) 

Philadelphia:  Albert  Einstein  Med.  Cntr.  (Northern)  (76-2-3) 

Philadelphia;  Temple  (76-1-169.  200  to  202  and  76-2-15) 

Pittsburgh;  Mercy  (76-1-225) 

Pittsburgh;  St.  Margaret  (76-1-266  and  267) 

Pittsburgh:  West  Penn  (76-2-49) 

OTOLARYNGOLOGY 

Bedford  Springs  (76-1-417) 

Philadelphia;  Temple  (76-1-203  and  76-2-16) 

Pittsburgh;  at  Allegheny  Co.  Med.  Soc.,  713  Ridge  Ave..  Pittsburgh  (76-1-454) 
Pittsburgh;  Mercy  (76-1-224  and  226-228) 

Pittsburgh;  Mercy  (76-2-20) 

Pittsburgh;  Eye  and  Ear  Hosp.  (76-1-238  to  240  and  246) 

Pittsburgh;  Pitt  (76-1-241) 

Pittsburgh;  Pitt  (76-1-480) 

Pittsburgh;  Univ.  Health  Cent.  (76-1-478) 

PATHOLOGY 

Hershey;  M S.  Hershey  (76-1-322) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-101  to  102) 
Philadelphia;  Episcopal  Hosp.  (76-2-4  and  5;  11  and  12) 

Philadelphia;  Jeanes  (76-1-408) 

Philadelphia;  MCP  (76-2-31) 

Philadelphia;  Skin  and  Cancer  Hosp.  (76-1-163) 

Philadelphia;  U.  of  Pa.  (76-1-345,  350  to  352  and  361) 
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Pittsburgh;  Mercy  (76-2-21) 

Pittsburgh;  West  Penn  (76-2-50  to  53) 

Sayre;  Packer  (76-1-273) 

PEDIATRICS 

Bryn  Mawr;  Bryn  Mawr  Hosp  (76-1-36) 

Danville;  Geisinger  (76-1-48  and  55) 

Hershey;  M S.  Hershey  (76-1-323) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (76-1-103  and  104) 
Philadelphia;  MCP  (76-2-31) 

Philadelphia;  U.  of  Pa  (76-1-349) 

Pittsburgh;  Mercy  (76-2-22  and  23) 

Pittsburgh;  St  Margaret  (76-1-268) 

Pittsburgh;  West  Penn  (76-2-54.  55) 

PHARMACOLOGY 

Hershey;  M S Hershey  (76-1-313) 

PHYSICAL  MEDICINE  & REHABILITATION 

Danville;  Geisinger  (76-1-56) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-105  to  107) 
Philadelphia;  Temple  (76-1-215) 

Philadelphia;  U.  of  Pa.  (76-1-354  to  356) 

PHYSIOLOGY 

Danville;  Geisinger  (76-1-58) 

Philadelphia;  EPPI  (76-1-114) 

Philadelphia;  Hahnemann  (76-1-147) 

Philadelphia;  U.  of  Pa.  (76-1-383) 

PLASTIC  SURGERY 

Pittsburgh;  Mercy  (76-1-224) 

PSYCHIATRY 

Bryn  Mawr;  Bryn  Mawr  Hosp,  (76-1-37) 

Carbon-Monroe-Pike  Counties  MH/MR  Center  (76-1-492) 

Carnegie;  Woodville  State  Hosp.  (76-1-488) 

Danville;  at  Danville  St.  Hosp.  (76-1-490) 

Hershey;  M S.  Hershey  (76-1-324  to  326) 

Hunlock  Creek;  at  Retreat  St.  Hosp.  (76-1-491) 

Norristown;  Norristown  State  (76-1-411  to  415) 

Philadelphia;  EPPI  (76-1-114,  115,  205  and  206) 

Philadelphia;  MCP  (76-2-31) 

Philadelphia;  Philadelphia  St.  Hosp.  (76-1-161  and  285) 

Philadelphia;  Sugarloaf  Conference  Center  (76-1-431) 

Philadelphia;  U.  of  Pa.  (76-1-346) 

Pittsburgh;  Pitt  (76-1-242) 

Pittsburgh;  Pitt  (76-1-467) 

Pittsburgh;  Psychiatry  (76-1-496) 


Pittsburgh;  St.  Margaret  (76-1-^69) 

Pittsburgh;  Staunton  Clinic  (76-1-468) 
Pittsburgh;  Staunton  Clinic  (76-1-235  and  236) 
Warren;  Warren  St  (76-1-10,  11  and  30) 
Wernersville;  Wernersville  St.  Hosp.  (76-1-282) 


RADIOLOGY 

Camp  Hill;  Penn  Harris  Motor  Inn  (76-1-487) 

Hershey;  M S.  Hershey  (76-1-329  and  330) 

Hershey  (76-1-483) 

Philadelphia  (76-1-484  and  485) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-108  to  110) 
Philadelphia;  Episcopal  Hosp.  (76-1-122  to  124) 

Philadelphia;  Episcopal  Hosp.  (76-2-5.  10,  13  and  30) 

Philadelphia;  Germantown  Dispensary  and  Hosp.  (76-1-126) 
Philadelphia;  Hahnemann  (76-1-28  and  128  to  130) 

Philadelphia;  Jeanes  (76-1-409) 

Philadelphia;  MCP  (76-2-31) 

Philadelphia;  Temple  (75-2-63  and  76-1-208  to  214) 

Philadelphia;  U.  of  Pa.  (76-1-340,  344,  353  and  357) 

Pittsburgh  (76-1-486) 

Pittsburgh;  Pitt  (76-1-476) 

Pittsburgh;  West  Penn  (76-2-56  to  58) 

Pittsburgh;  Mercy  (76-1-230  to  232) 

Pittsburgh;  Pitt  (76-1-247) 

Pittsburgh;  St.  Margaret  (76-1-270) 

Reading;  Berkshire  Sheraton  (76-1-487) 

Sayre;  Packer  (76-2-29) 

SURGERY 

Bryn  Mawr;  Bryn  Mawr  Hosp.  (76-1-38) 

Erie,  Hamot  Med.  Cntr.  (76-1-425  and  426) 

Hershey;  M S.  Hershey  (76-1-328) 

King  of  Prussia:  ACS,  Eastern  Chapt.  (76-1-497) 

Philadelphia;  Albert  Einstein  Med.  Cntr.  (Northern)  (76-1-111  to112) 
Philadelphia;  Episcopal  Hosp.  (76-2-5  and  6) 

Philadelphia:  Jeanes  (76-1-410) 

Philadelphia;  Temple  (76-1-218) 

Philadelphia;  U.  of  Pa.(76-1-347  and  358  to  360) 

Pittsburgh;  Mercy  (76-2-24  and  25) 

Pittsburgh;  Montefiore  Hosp.  (76-1-249) 

Pittsburgh;  Montefiore  Hosp.  (76-1-479) 

Pittsburgh:  West  Penn  (76-2-59  to  67) 

Sayre;  Packer  (76-1-275  and  276) 

UROLOGY 

Danville;  Geisinger  (76-1-62  to  64) 

Hershey;  M S.  Hershey  (76-1-320) 


Continuing  education. . . 
now  a PMS  membership 
requirement 


For  more  information,  contact:  Council  on  Education  and  Science 

Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043. 

Telephone  (71 7)  238-1 635 
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LIBRIUM 

(dilordiazepoxide  HQ) 

FOR  ALL  THE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit- to-risk  ratio 


three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six.  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu-. 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 on  0 mg  t.i.d.  or  q.i.d.\  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable, 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


UBRIUM 

chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


Please  see  following  page. 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALL  THE  RIGHT 
REASONS. 

Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patient’s  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS- 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit-to-risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


ROCHE 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM 

chlordiazepoxide  HCI/Rochei 

Please  see  preceding  page  for  summary  of  product  informatioal 


YOU  NEED 
WHAT  WE’VE  GOT 


Pennsyiv 


pera^ive 


A new  and  wider  selection  of  medical  supplies;  more 
than  1,000  different  products  to  be  specific,  the  kind  you 
use  everyday.  And  we’ve  got  something  else  you  need, 
lower  prices  than  you’re  now  paying.  See  for  yourself.  Clip 
the  coupon  below  for  our  free  price  list. 


Pennsylvania  Medical  Cooperative 
361 7B  Simpson  Ferry  Road 
Camp  Hill,  PA  1701 1 


Please  send  me  your  product  price  list  so  I can  evaluate  your  products  against  my  existing 
sources  of  supply. 

NAME  

ADDRESS  


TELEPHONE 
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BLUE  SHIELD  TO  HAVE  SPECIAL  UPDATE  Pennsylvania  Blue  Shield  has 

received  Insurance  Department 

permission  to  update  profiles  of  doctors'  usual  (Level  1)  charges 
effective  January  12,  1976.  The  usual  charges  for  the  prevailing 
fee  program  and  the  federal  employe  program  will  be  updated  based 
on  actual  claim  charges  for  claims  processed  from  April  1,  1975,  to 
September  30,  1975.  Medicare  and  CHAMPUS  profiles  will  not  be 
changed  at  this  time.  Blue  Shield  sought  the  special  update  because 
payments  to  doctors  were  dropping  below  the  Blue  Shield  objective  of 
meeting  at  least  90  percent  of  the  total  reported  charges  for  covered 
services.  Physicians  who  have  not  increased  fees  between  July  1,  1974, 
and  January  12,  1976,  and  who  wish  to  do  so,  should  submit  a letter 
> of  intent  to  Blue  Shield's  Doctors  Profiles  Department  with  descrip- 
tions of  procedures.  Blue  Shield  procedure  codes,  and  revised  charges. 
The  regular  annual  update  of  profiles  will  occur  in  July  of  this  year. 

MALPRACTICE  INSURERS  WITHDRAW  Aetna  Casualty  and  Insurance  Co. 

and  the  Hartford  Insurance  Group 
have  announced  they  will  withdraw  from  the  malpractice  insurance 
market  in  Pennsylvania  as  current  policies  are  due  for  renewal. 

Aetna  covers  about  2,000  physicians  here;  Hartford  about  75.  Mean- 
while, a Canada-based  organization,  the  Condor  Trust,  is  offering 
to  sell  malpractice  insurance  here  under  questionable  circumstances, 
according  to  Insurance  Commissioner  William  J.  Sheppard,  who  said 
the  organization  is  not  licensed  to  operate  as  an  insurance  company 
in  the  Commonwealth.  The  Insurance  Department  will  hold  hearings  in 
March  to  review  "in  depth"  all  medical  malpractice  rates.  This 
announcement  followed  a State  Society  letter  to  Commissioner  Sheppard 
asking  that  companies  be  required  to  refile  rates  as  of  January  13, 

1976,  when  Act  111,  the  new  malpractice  law,  became  effective.  The 
Insurance  Commissioner  also  approved  a 10  percent  surcharge  (or  $100, 
whichever  is  greater)  on  premiums  to  support  the  Catastrophe  Loss 
Fund.  It  will  be  billed  directly  by  the  insurance  companies. 

BOARD  CONSIDERS  ACT  111  At  its  January  meeting  the  Board  of 

i Trustees  heard  a report  from  Society 

President  David  S.  Masland,  M.D.,  on  the  implementation  of  Act  111 
and  considered  proposed  amendments.  Four  amendments  to  the  Act 
were  approved  and  six  others  are  still  under  study.  Those  approved 
are  provisions  to:  remit  punitive  damages  to  the  State  Board  of 

Medical  Education  and  Licensure  rather  than  to  plaintiffs;  change 
the  composition  of  the  arbitration  panels  to  two  health  care  providers, 
two  public  members,  and  one  attorney  (presently  two  providers,  two 
attorneys,  and  three  public  members) ; eliminate  availability  of  PSRO 
standards  and  norms  to  arbitration  panels;  and  correct  technical 
problems  with  the  Catastrophe  Loss  Fund.  The  Board  also  approved  a 
$96,000  budget  to  continue  preparations  to  form  a Society-owned 
insurance  company  if  that  becomes  necessary. 

CHAMPUS  PAYMENTS  CHANGE  Blue  Shield  has  announced  that  the  Depart- 

ment of  Defense  has  directed  it  to  determine 
reasonable  charges  for  the  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS)  using  the  same  criteria  as  the  Medicare 
Part  B Program,  excluding  the  17.9  percent  economic  index  limitation. 
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For  CHAMPUS  claims  received  after  January  1,  1976,  the  maximum  allowabf^'” 
charge  will  be  the  75th  percentile,  except  when  extenuating  circum- 
stances may  permit  payments  to  be  greater. 

LABORATORY  REGULATIONS  ARGUED  IN  COURT  The  Society's  legal  counsel 

appeared  in  Commonwealth 

Court  February  4 to  argue  against  the  inclusion  of  individual  physi- 
cians' offices  under  the  Clinical  Laboratories  Act.  A decision  is 
expected  early  in  March.  On  the  same  day,  at  the  Society's  request. 
Senators  Louis  Hill  (Philadelphia) , and  Henry  Messinger  (Lehigh) , 
introduced  S.B.  1304,  which  would  add  these  words  to  the  Act:  "Nor  tEBi 

shall  it  apply  to  a laboratory  operated  by  a physician  licensed  to  _ 

practice  in  this  Commonwealth,  provided  such  laboratory  is  operated  “ 

solely  in  connection  with  the  diagnosis  and  treatment  of  his  own  — 

patients."  Senators  Hill  and  Messinger  were  the  prime  sponsors  of 
the  original  clinical  laboratories  bill. 

2JSt 

SECRETARY  BACHMAN  REQUESTS  MEETINGS  State  Society  President  David  _ 

S.  Masland,  M.D.,  met  with  tJNi 
Secretary  of  Health  Leonard  Bachman,  M.D.,  in  January  to  tell  him  that  _ 
the  physicians'  income  study  had  alienated  every  physician  in  the  | iJiEd 
Commonwealth  and  that  the  pantosomatitis  scare  had  created  a credibili 
gap  for  the  Department  of  Health.  Secretary  Bachman  requested  weekly 
meetings  with  Society  representatives  to  keep  open  the  lines  of 
communication. 

SOCIETY  OBJECTS  TO  VISION  CARE  PROGRAM  The  State  Society  has  filed  7~ 

objections  to  Blue  Shield's  — 

proposed  vision  care  program  because  it  would  equate  the  services  of 
an  optometrist  with  those  of  a physician,  and  would  deny  a subscriber 
with  an  eye  problem  coverage  for  the  necessary  services  of  a physiciar 
if  within  the  preceding  12  months  the  subscriber  had  used  the  services 
of  an  optometrist.  lanen 


AGAIN  AT  ISSUE:  COVERAGE  FOR  CHIROPRACTORS  A bill  to  require 

Pennsylvania  Blue 

Shield  to  include  coverage  of  chiropractic  services  for  subscribers  _ 
(H.B.  1883)  almost  reached  the  point  of  a vote  in  the  House  of 
Representatives  just  before  its  current  recess.  The  State  Society, 
working  with  some  legislators,  caused  a postponement  to  permit  Blue 
Shield  time  to  comment.  Blue  Shield  said,  "It  would  be  imprudent, 
and  not  in  the  general  public  interest,  to  compel  Pennsylvania  Blue 
Shield  to  cover  services  for  which  it  has  no  demand,  and  which  are 
still  under  study  by  the  scientific  community." 

NURSING  HOME  RULE  CLARIFIED  Rules  governing  the  operation  of 

nursing  homes,  excerpted  in  the 
December  issue  of  PENNSYLVANIA  MEDICINE,  include  a requirement 
regarding  physician  visits  to  patients  in  these  facilities.  Physi- 
cians with  patients  in  skilled  nursing  facilities  are  required  to 
see  their  patients  and  review  the  charts  at  least  once  every  30  days. 
In  intermediate  care  facilities,  physicians  are  required  to  see  their 
patients  and  review  the  charts  at  least  once  every  60  days.  Some 
confusion  regarding  physician  visits  occurred  because  a chapter  title 
was  omitted  when  the  rules  were  excerpted. 
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Dr.  Egeberg  chosen  Donaldson  Memorial  Lecturer 


Scheduled  to  deliver  the  Walter 
F.  Donaldson  Memorial  Lecture  at 
the  1976  Officers’  Conference,  to 
be  held  April  21  and  22,  is  Roger 
O.  Egeberg,  M.D.,  special  assist- 
ant to  the  Secretary  of  Health, 
Education  and  Welfare  for  health 
policy  and  special  consultant  to 
the  president  on  health  affairs. 

Dr.  Egeberg’s  career  has  been 
varied  and  extensive,  including 
membership  on  the  President’s 
Advisory  Commission  on  Nar- 
cotic and  Drug  Abuse,  the  Na- 
tional Advisory  Cancer  Council, 
and  the  Special  Medical  Advisory 
Group  to  the  Veterans  Adminis- 
tration, of  which  he  was  also 
chairman.  He  has  served  as  pres- 
ident of  the  California  Board  of 
Public  Health,  chairman  of  the 
Governor’s  Committee  for  the 
Study  of  Medical  Care  and  Health 
in  California,  and  chairman  of  the 
California  Committee  on  Re- 
gional Medical  Programs.  Past 
teaching  appointments  include 
professor  of  medicine  at  the  Uni- 
versity of  California  at  Los 
Angeles,  the  College  of  Medical 
Evangelists  (now  Loma  Linda 
University  School  of  Medicine), 
and  the  University  of  Southern 
California  School  of  Medicine,  of 
which  he  also  served  as  dean. 

In  his  present  positions  Dr. 
Egeberg  is  responsible  for 
presenting  the  Administration’s 
health  initiatives  and  relating 
those  initiatives  to  the  health 
needs  of  the  nation.  He  is  sched- 
uled to  speak  on  the  second  day 
of  the  conference. 

Cpening  the  Cfficers’  Confer- 
ence on  Wednesday  afternoon 
will  be  greetings  from  R.  William 
Alexander,  M.D.,  chairman  of  the 
Cfficers’  Conference  Committee, 
followed  by  a report  by  Society 
President  David  S.  Masland,  M.D. 


Cf  major  importance  will  be  a 
discussion  on  “Practicing  Under 
Act  111,’’  moderated  by  Dr.  Mas- 
land,  a segment  on  new  legisla- 
tive priorities,  by  Donald  E.  Har- 


DR.  EGEBERG 


rop,  M.D.,  chairman  of  the  Coun- 
cil on  Governmental  Relations, 
and  a multimedia  presentation  on 
“PaMPAC,  Politics,  and  the  Facts 
of  Life.’’ 

ether  topics  of  interest  to 
physicians  will  be  segments  on 
the  continuing  medical  education 
requirement,  HSAs,  the  Bicen- 
tennial celebration,  drug  regula- 
tions, Pennsylvania  Blue  Shield, 
and  the  activities  of  the  Pennsyl- 


President elect  William  J.  Kelly,  M.D., 
is  now  considering  appointments  for 
the  1 976-77  term.  Any  suggestions  for 
membership  on  the  four  administrative 
councils,  and  the  following  commit- 
tees: Advisory  to  Auxiliary,  Discipline, 
Objectives,  Interspecialty,  and  Medi- 
cine, Religion  and  Bioethics. 

As  Society  Bylaws  require  confirma- 
tion of  all  appointments  by  the  Board 
of  Trustees  and  Councilors,  all 
suggestions  must  be  made  no  later 
than  March  1 to  county  society  officers 
who  may  then  forward  suggestions  to 
Dr.  Kelly  at  Society  Headquarters. 


vania  Medical  Care  Foundation. 

The  1976  Officers’  Conference 
will  begin  at  1:00  p.m.  Wednes- 
day, April  21,  and  adjourn  Thurs- 
day at  noon. 

AMA  offering 
library  service 

The  American  Medical  Associa- 
tion Division  of  Library  and  Archi- 
val Services  now  provides  com- 
puterized searches  of  medical  lit- 
erature through  the  MEDLINE 
system  of  the  National  Library  of  j 
Medicine.  Specific  types  of  litera- 
ture searches  include:  MEDLINE 
(journal  literature),  CATLINE 
(books),  SERLINE  (serials),  SDI 
LINE  (selective  dissemination  of 
literature),  CANCERLINE  (cancer 
literature),  and  TOXLINE  (tox- 
icology literature). 

Computer  searches  are  pro-  j 
vided  free  of  charge  to  members 
and  medical  societies.  Nonmem- 
bers will  be  charged  $15  for  each 
search.  The  library  receives  over  ■ 

2.000  requests  each  month  from 
the  membership  and  medical 
societies,  for  which  around 

25.000  pages  are  photocopied.  To 
provide  better  and  faster  service 
the  AMA  charges  a nominal  fee  of 
$.10  per  page  for  photocopies  in 
addition  to  a minimum  handling 
charge  of  $3. 

Requests  for  reprints  of  articles 
abstracted  in  JAMA  should  be 
made  to  the  senior  author  whose 
address  is  supplied  with  the 
abstracts.  Additionally,  the  library 
provides  a wide  variety  of  factual 
information  on  medical  meetings, 
biographies,  bibliographies,  and 
directories,  and  acts  as  a referral  j 
service  to  information  centers 
which  handle  specialized  data! 
within  and  outside  the  AMA.  j 
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Dr.  Ellis  installed  at  Allegheny  Bicentenary  Ball 


The  Allegheny  County  Medical 
Society  recently  held  a Bicente- 
nary Ball,  a dinner  dance  high- 
lighting the  installation  of  1 976  of- 
ficers and  the  annual  awards 
presentations. 

Lawrence  D.  Ellis,  M.D.,  practic- 
ing hematologist  and  clinical  pro- 
fessor of  medicine  at  the  Univer- 
sity of  Pittsburgh  School  of  Medi- 
cine, assumed  the  presidency.  A 
fellow  of  the  American  College  of 
i Physicians,  Dr.  Ellis  is  a member 
I of  the  national  board  of  trustees 
' and  chairman  of  professional  ed- 
j ucation  for  the  Leukemia  Society 
of  North  America,  Inc. 

Other  officers  for  1976  are:  A. 
Linn  Weigel,  M.D.,  Pittsburgh, 

, president  elect;  Joseph  V. 
Caliguiri,  Coraopolis,  first  vice 
president:  Harold  E.  Swenson, 
M.D.,  Pittsburgh,  secretary;  and 
Robert  M.  Laughlin,  M.D., 
Pittsburgh,  treasurer. 

Highlighting  the  awards  cere- 
mony was  the  first  time  presenta- 
tion of  the  society’s  highest 
physician  honor,  the  Ralph  C. 
Wilde  Award,  to  William  M. 
Cooper,  M.D.  Dr.  Cooper,  as- 
sociate dean  for  continuing  edu- 
cation at  the  University  of 
Pittsburgh  School  of  Medicine, 
was  chosen  for  his  outstanding 
practice  of  hematology  for  thirty 
years  and  his  extensive  activity  as 
a teacher  and  organizer  of  educa- 
tional programs.  He  is  on  the 
board  of  governors  of  the  Ameri- 
can College  of  Physicians  for 
Western  Pennsylvania,  and  a 
member  of  the  Joint  Commission 
for  Accreditation  of  Hospitals. 
The  award  memorializes  the  past 
president  of  the  Allegheny  County 
and  State  Societies  and  is 
awarded,  when  merited,  to  a 
physician  who  exemplifies  the 
qualities  of  an  outstanding  physi- 
cian, teacher,  leader,  and  human 
being  which  characterized  Ralph 
C.  Wilde,  M.D. 


The  Frederick  M.  Jacob  Physi- 
cian Merit  Award  was  presented 
to  William  F.  Donaldson,  M.D.,  for 
his  outstanding  service  to  the 
county  society.  Clinical  professor 


DR.  ELLIS 


of  orthopedic  surgery  at  Pitt’s 
medical  school,  he  is  president  of 
the  American  Academy  of  Or- 
thopedic Surgery,  incoming  vice 
chairman  of  the  Hospital  Council 
of  Western  Pennsylvania,  a past 
president  of  the  county  society, 
and  a member  of  the  board  of  di- 
rectors. 


Blood  bankers  to  meet 

The  Pennsylvania  Association 
of  Blood  Banks  will  hold  its  19th 
annual  meeting  Friday,  April  9,  to 
Saturday,  April  1 0,  at  the  Host  Inn, 
Harrisburg.  The  meeting  will  be 
preceded  by  a pre-registration  re- 
ception Thursday  evening. 

Of  special  interest  is  featured 
speaker  Professor  P.  L.  Mollison, 
F.R.S.,  author  of  Blood  Transfu- 
sion and  Clinical  Medicine  and  di- 
rector of  the  department  of 
haematology,  St.  Mary’s  Hospital 
Medical  School,  London,  Eng- 


Raymond  M.  Wargovich,  M.D., 
received  the  Nathaniel  Bedford 
Medallion  for  long  term  dedica- 
tion to  direct  patient  care  by  a 
family  practitioner.  Samuel  C. 
Mines,  M.D.,  was  honored  for  out- 
standing editorial  writing.  His 
winning  editorial  deals  with  the 
need  for  restoring  compassion  to 
the  practice  of  medicine. 


Surgeons  to  meet 

The  Eastern  Pennsylvania 
Chapter,  American  College  of 
Surgeons  plans  to  hold  its  Valley 
Forge  Bicentennial  Meeting  May 
17-18  at  the  Sheraton  Valley 
Forge  Hotel.  All  physicians  are  in- 
vited to  attend. 

The  program  will  be  a sym- 
posium on  recent  developments 
in  surgery  and  will  include 
presentations  and  panel  discus- 
sions on  a variety  of  topics.  Fac- 
ulty will  include  physicians  from 
the  United  States  and  England. 

The  program  is  approved  for 
Category  I credit  toward  the 
Physician’s  Recognition  Award  of 
the  American  Medical  Associa- 
tion. 

Contact  Mr.  Donald  N.  McCoy, 
Society  Headquarters,  for  infor- 
mation and  reservation  forms. 


land.  Professor  Mollison  is 
scheduled  to  speak  on  ‘‘Induction 
and  Suppression  of  Primary  Rh 
Immunization”  and  ‘‘Some  As- 
pects of  the  Antiglobulin  Test.” 

During  the  Friday  and  Saturday 
morning  sessions  about  20  other 
speakers  will  present  recent,  in- 
formative, and  useful  information 
on  a variety  of  topics  of  interest  to 
all  blood  bankers. 

For  further  information  contact 
James  F.  Crispen,  M.D.,  program 
chairman,  P.  O.  Box  3786,  Harris- 
burg, PA  17105;  or  call  (717)  782- 
4285. 
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Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical" patient’’ 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Stage  2 
Stage  3 
Stage  4 


Awake  too 


_ the  night 


Awake  too  long 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories.*"^ 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


Broad-spectrum 
medication  for  the 
mpst  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl) 

One  30- mg  capsule  h.s.—  usual  adult  dosage 

( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


^ 30^ 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows; 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  uath  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
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recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Dr.  Friedlander  honored 


Dauphin  County  Society  installs  new  officers 


MILTON  A.  FRIEDLANDER,  M.D.,  second  from  right,  immediate  past  president  of  the 
Dauphin  County  Medical  Society,  receives  the  William  H.  Seibert,  M.D.,  Prize  Fund 
Award  from  Paul  F.  Kase,  M.D.,  left,  president,  William  Douglass,  Jr.,  M.D.,  a past 
president,  and  David  A.  Smith,  M.D.,  right,  secretary  treasurer. 


\ Paul  F.  Kase,  M.D.,  became 
[ president  of  the  Dauphin  County 
I Medical  Society  during  the  orga- 
nization’s 1976  installation  meet- 
ing. Dr.  Kase  is  chairman  of  the 
department  of  family  practice  and 
I subcommittee  chairman  of  the 
; utilization  committee  at  Harris- 
I burg  Hospital.  Other  officers  in- 
1 stalled  during  the  meeting  were 
i Bernard  Margolis,  M.D.,  president 
elect,  Thomas  Fletcher,  M.D.,  first 
vice  president,  Lewis  Patterson, 
j M.D.,  second  vice  president,  and 
;|  David  A.  Smith,  M.D.,  secretary 
! treasurer. 

I Milton  A.  Friedlander,  M.D., 
I immediate  past  president  of  the 
[i  society,  received  the  William  H. 

Seibert,  M.D.,  Prize  Fund  Award. 
,!The  biannual  award  was 
■presented  to  Dr.  Friedlander  in 
recognition  of  his  extensive  activ- 
ity and  effort  in  increasing  the 
; county  society’s  usefulness  to 
: members.  Dr.  Friedlander,  on  the 
staff  of  Polyclinic  Hospital,  Har- 
i risburg,  is  a clinical  associate  pro- 
■Tessor  of  the  Pennsylvania  State 
'University  College  of  Medicine, 
>'and  Hahnemann  Medical  College. 


I New  medical  history  out 


I Philadelphia  Medica,  a book 
which  traces  the  history  of  medi- 
icine  in  Philadelphia,  was  pub- 
lished recently.  The  book,  written 
by  John  Francis  Marion,  follows 
the  development  of  health  institu- 
tions and  relates  the  stories  of 
physicians  and  other  Philadel- 
phians who  helped  to  establish 
the  city’s  reputation  for  lead- 
ership in  the  health  sciences. 

Among  the  institutions  de- 
, scribed  in  the  book  are:  Pennsyl- 
vania Hospital,  the  oldest  hospital 


More  study  nursing 

The  1975-76  school  year 
yielded  an  11  percent  increase  in 
the  enrollment  in  Pennsylvania 
schools  of  nursing,  the  Hospital 
Association  of  Pennsylvania 
(HAP)  reported  recently. 

HAP,  which  conducts  the  “Be  A 
Nurse’’  campaign  on  behalf  of  the 
health  care  industry,  reported 
that  in  1975  there  were  only  113 
empty  freshman  seats  in  the 
state’s  nursing  schools,  as  com- 
pared to  874  empty  seats  when 


in  America;  the  University  of 
Pennsylvania  School  of  Medicine, 
the  oldest  medical  school  in 
America;  Philadelphia  General 
Hospital,  the  oldest  public  hospi- 
tal in  continual  existence  in 
America;  and  the  Philadelphia 
College  of  Pharmacy  and  Sci- 
ence, the  first  institution  of  its 
kind  in  the  Western  Hemisphere. 

Physicians  whose  stories  are 
woven  into  Philadelphia  Medica 
include  Dr.  William  Shippen,  Jr., 
whose  patients  included  George 
Washington,  Thomas  Jefferson, 
and  Henry  Knox;  Dr.  Philip  Syng 
Physick,  whose  most  famous  op- 
eration was  the  removal  of  a stone 
from  the  bladder  of  Chief  Justice 


the  campaign  began  in  1971. 
About  4.6  percent,  or  209,  of  the 
freshmen  are  men.  Graduations 
have  increased  from  2,990  in  1 971 
to  4,378  in  1975,  a 46  percent  in- 
crease. 

According  to  HAP’s  figures,  en- 
rollment in  the  61  hospital 
schools  was  3,264,  up  6 percent; 
enrollment  in  16  associate  degree 
programs,  conducted  mainly  by 
community  colleges,  was  1,431, 
up  10  percent;  and  20  4-year  bac- 
calaureate programs  at  colleges 
and  universities  enrolled  1,602,  a 
24  percent  increase. 


John  Marshall;  and  Dr.  Benjamin 
Rush,  a signer  of  the  Declaration 
of  Independence  and  considered 
to  be  the  father  of  American 
Psychiatry. 

John  Francis  Marion  is  a histor- 
ical writer  whose  special  interest 
is  exemplified  in  Philadelphia 
Medica  and  his  previous  book. 
Bicentennial  City,  which  the 
Philadelphia  Inquirer  described 
as  the  “Bicentennial  Bible.’’ 

Philadelphia  Medica,  consist- 
ing of  1 44  pages  and  39  color  pho- 
tographs, soft  cover,  can  be  ob- 
tained in  retail  book  stores.  The 
distributor  for  the  book  is 
Stackpole  Books,  Cameron  and 
Kelker  Sts.,  Harrisburg  17105. 
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April  21  - 22,  1976 
Host  Inn,  Harrisburg 


* 


* 


Practicing  Under  Act  111 
The  New  AMA  - Janies  H.  Sammons, 
M.D.,  Executive  Vice  President,  Ameri- 
can Medical  Association 
Donaldson  Memorial  Lecture  - Roger  O. 
Egeberg,  M.D.,  Special  Assistant  to  the 
Secretary,  HEW 

Dinner  Speaker  - Mark  Russell,  Political 
Satirist 
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For  further  information : 
Officers’  Conference  Committee 
Society  Headquarters 


‘Petition  to  Scheduie  Controiied  Substances’  developed 


Please  supply  as  much  of  the  basic  requested  data  as  possible,  giving  specific  facts 
and  figures.  Do  not  identify  those  abusing  the  substance.  Should  you  not  have  all  of 
the  information,  an  abbreviated  petition  is  still  welcomed  and  will  be  given  full 
consideration. 

NAME  TITLE  

ADDRESS  

HOME  PHONE  BUSINESS  PHONE 

GROUP  REPRESENTED  

1.  Substance  or  product  proposed  for  scheduling 

2.  Manufactured  by 

3.  Other  identification  

4.  Legal  source  of  supply,  if  known 

5.  Is  there  obvious  abuse  in  your  community? Explain*  


6.  Can  you  provide  statistics  on  the  problem? 

7.  Have  you  or  your  group  been  personally  involved? Explain* 


8.  What  effect  would  control  of  this  substance  have  on  users  and  others  in  the 
community?* 


9.  To  the  best  of  your  knowledge,  does  this  substance  have  the  potential  for  being 
substituted  for,  or  used  with  other  drugs  to  provide  a mind-altering  effect?* 


10.  Are  these  abuses  recent  or  do  they  have  a long  history?  

11.  Is  there  a danger  "to  the  health  of  users?  Are  you  aware  of  injuries  or  death  due  to 
use  of  this  substance?  Can  you  describe  or  give  examples?* 


12.  Does  this  substance  cause  physical  dependence?  

13.  Do  you  have  any  basis  for  concluding  that  illegal  trafficking  or  diversion  of  this 
substance  occurs  frequently?* 


* Additional  information  may  be  attached. 

Submit  completed  form,  or  a reasonable  copy  to:  Pennsylvania  Department  of  Health 

Drug,  Device  and  Cosmetic  Board 
Post  Office  Box  90 
Harrisburg,  Pennsylvania  17120 

Symposium,  safari  scheduled 


The  Drug,  Device  and  Cosmetic 
Board  of  the  Pennsylvania  De- 
partment of  Health  has  devised  a 
method  for  bringing  to  the  atten- 
tion of  the  Secretary  of  Health 
substances  which  are  subject  to 
abuse  and  not  presently  listed  as 
controlled  substances. 

The  “Petition  to  Schedule  Con- 
trolled Substances,’’  for  use  by 
physicians  and  other  health  pro- 
fessionals, community  groups,  or 
social  agencies,  is  designed  to 
bring  about  the  rapid  presenta- 
tion of  information  to  the  secre- 
tary of  health  in  order  that  he  may 
limit  legal  distribution  and  place 
severe  penalties  upon  illicit  traf- 
ficking in  the  substances. 

The  following  facts  about  a 
substance  will  be  considered:  its 
actual  or  relative  potential  for 
abuse:  scientific  evidence  of  its 
pharmacological  effect,  if  known; 
state  of  current  scientific  knowl- 
edge regarding  the  substance;  its 
history  and  current  pattern  of 
abuse:  the  scope,  duration,  and 
significance  of  abuse;  the  risk 
there  is  to  the  public  health;  its 
psychic  or  physiological  depen- 
dence liability;  whether  the  sub- 
stance is  controlled  under  federal 
law;  and  whether  the  substance  is 
an  immediate  precursor  of  a sub- 
stance already  controlled.  A sam- 
ple petition  appears  on  this  page. 

Petitions  may  be  obtained 
from:  Pennsylvania  Department 
of  Health,  Drug,  Device  and  Cos- 
metic Board,  P.  O.  Box  90,  Harris- 
burg, PA  17120. 


The  University  of  South  Africa 
and  the  Pittsburgh  Institute  of 
Legal  Medicine  plan  to  hold  the 
Fourth  International  Symposium 
on  Forensic  Medicine  May  11  to 
14  in  Pretoria,  South  Africa. 

Topics  to  be  included  in  the 
program,  presented  by  a distin- 
guished faculty,  are  the  legal  lia- 
bility of  a medical  employer  and 
employee,  the  Abortion  Act  of 
1975,  unexpected  death  in  in- 


fancy, the  battered  child  syn- 
drome, medico-legal  aspects  of 
acute  alcoholic  intoxication,  and 
post-mortem  problems. 

Physicians  attending  the  sym- 
posium may  participate  in  a 
post-conference  flying  safari 
through  southern  Africa.  The  fly- 
ing safari  will  go  by  twin-engine 
aircraft  into  wildlife  and  tribal  life 
country  to  fine  safari  lodges 
which  the  average  tourist  does 
not  visit. 

The  symposium  together  with 
the  safari  require  a total  of  16 
days;  total  cost  including  round 
trip  airfare  from  New  York  is 
$2975  per  person.  Spouses  are 
welcome. 

For  further  information  contact 
Frontiers  International  Travel, 
P.O.  Box  161,  Wexford,  PA  15090; 
telephone  (412)  935-1577. 


Records  of  Vietnamese  patients  available 

Physicians  desiring  medical  records  of  Vietnamese  patients  may 
obtain  the  records  by  writing  the  chief,  Medical  Records  Depart- 
ment, U.S.  Public  Health  Service  Hospital,  210  State  Street,  New 
Orleans,  LA  70118;  telephone  (504)  899-3441. 

Requests  should  include  the  patient’s  name  and  written  authori- 
zation, or  if  a minor,  authorization  from  the  patient’s  parents,  the 
name  of  the  camp  through  which  he  was  processed,  the  identifica- 
tion number  assigned  in  that  camp,  and  his  social  security  number. 
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Professional  corporation  tax  issue  still  unresolved 


Controversy  over  levies  on  cap- 
ital stock  of  M.  D.  corporations  by 
the  Pennsylvania  Department  of 
Revenue  is  continuing.  Com- 
monwealth Court  has  not  yet 
heard  the  PMS  test  case  (Com- 
monwealth Docket  663,  1974) 
which  appeals  an  assessment  of  a 
professional  corporation  in  Del- 
aware County. 

Physician  corporations  have 
three  options:  (1)  pay  in  full;  (2) 
pay  under  protest  while  watching 
the  test  case  and  indicate  that  pet- 
ition for  refund  will  be  made  if  the 
verdict  is  favorable;  or  (3)  refuse 
to  pay  and  begin  an  individual  ap- 
peal. 

If  the  court’s  decision  is  favor- 
able to  professional  corporations, 
physicians  who  have  paid  under 

Flood  loss  deductible 

Losses  incurred  as  a result  of 
flooding,  which  are  not  covered 
by  insurance,  are  deductible  as 
casualty  losses  from  Federal  In- 
come Tax,  states  a pamphlet,  “Af- 
ter the  Flood:  Handbook  on  Sal- 
vage and  Insurance,”  released  by 
the  Pennsylvania  Insurance  De- 
partment. 

The  deductible  loss  is  the  dif- 
ference between  the  fair  market 
value  of  property  before  and  after 
the  flood.  The  deductible  loss  in 
most  cases  cannot  be  higher  than 
the  price  paid  originally.  The 
same  standard  applies  to  furni- 
ture and  appliances.  Damage  to 
landscaping  may  be  deducted  if 
the  damage  lowers  total  property 
damage. 

Additionally,  all  living  expenses 
incurred — motel  and  restaurant 
bills  and  the  cost  of  any  materials 
needed  to  repair  damaged 
property — may  be  deducted  from 
income  tax. 

For  further  information  write 
the  Internal  Revenue  Service, 
1111  Constitution  Avenue,  N.W., 
Washington,  D.C.  20001,  and  ask 
for  form  number  4684. 


protest  may  petition  for  refunds.  If 
the  verdict  is  unfavorable,  physi- 
cians who  have  chosen  the  third 
option  must  pay  the  interest  and 

Welfare  deputy  named 

Robert  M.  Daly,  M.D.,  was  re- 
cently appointed  deputy  secre- 
tary and  commissioner  of  mental 
health  in  the  Department  of  Pub- 
lic Welfare. 

As  deputy  secretary,  Dr.  Daly  is 
responsible  for  planning  state- 
wide programs  and  services 
to  the  mentally  ill  in  institutional 
and  community  settings.  He  will 
also  evaluate  the  effectiveness  of 
Pennsylvania’s  mental  health 
programs  and  insure  the  integra- 
tion of  mental  health  programs 
with  social,  medical,  and  mental 
retardation  programs. 

Dr.  Daly  is  former  first  deputy 
commissioner  of  Mental  Health 
and  Mental  Retardation  Services 
for  the  City  of  New  York.  He  has 
served  in  several  administrative, 
clinical,  and  educational 
capacities  including:  director  of 
hospital  services,  Soundview- 
Throngs  Neck  Community  Mental 

Allegheny  PSRO  elects 

The  Allegheny  Professional 
Standards  Review  Organization, 
the  Conditional  PSRO  for  Al- 
legheny County,  recently  con- 
cluded an  election  of  a new  Board 
of  Directors. 

The  following  physicians  were 
elected:  James  L.  Buchanan, 
M.D.;  Edward  E.  Longabaugh, 
M.D.;  Joseph  V.  Caliguiri,  M.D.; 
Joseph  A.  Marasco,  Jr.,  M.D.; 
Michael  Cambest,  M.D.;  Matthew 
Marshall,  Jr.,  M.D.;  Hugh  E. 
Chavern,  M.D.;  Howard  A.  Mer- 
melstein,  M.D.;  James  R.  Oorn- 
enburg,  M.D.,  Kenneth  D.  Rog- 
ers, M.D.;  Warfield  Garson, 
M.D.;  Robert  A.  Schein,  M.D.;  Wil- 
liam E.  Gibson,  M.D.;  Charles  S. 
Stone,  Jr.,  M.D.;  Alfred  A.  Grilli, 
D.O.;  Hirsh  Wachs,  M.D.;  Michael 


may  be  penalized.  Physicians 
who  choose  not  to  pay  are  ad- 
vised to  consult  an  attorney  be- 
forehand^  

Health  Center;  associate  director 
of  psychiatric  hospital  services, 
Bronx  Municipal  Hospital  Center; 
chief  of  service,  Bronx  State  Hos- 
pital; chairman.  Action  Task 
Force  on  Community  Residencies 
and  Rehabilitation  Services,  New 
York  City  Department  of  Mental 
Health  and  Mental  Retardation 
Services;  assistant  professor  of 
psychiatry,  Albert  Einstein  Col- 
lege of  Medicine;  and  senior  clin- 
ical supervisor,  fellowship  pro- 
gram in  administrative  psychiatry, 
Albert  Einstein  College  of  Medi- 
cine. 

Dr.  Daly  received  his  B.S.  in  bi- 
ology from  the  College  of  Holy 
Cross  in  1957  and  his  medical  de- 
gree from  Georgetown  University 
Medical  School  in  1961.  Certified 
by  the  American  Board  of 
Psychiatry  and  Neurology,  he  has 
participated  in  post  doctoral  edu- 
cation programs  in  management 
and  administration.  The  position 
carries  a salary  of  $39,296. 

P.  Levis,  M.D.;  and  Robert  E. 
Warner,  M.D. 

In  addition,  seven  public  mem- 
bers were  elected:  Mr.  Robert  A. 
Albright;  Mrs.  Dorothy  Bellas; 
Mrs.  Rose  G.  Ferraro;  William  E. 
Hall,  D.D.S.,  Mr.  James  L.  Puglin; 
Mr.  Edward  H.  Noroian;  and  Mr. 
Donald  J.  Valentine. 

The  Board  of  Directors  elected 
the  following  officers;  chairman, 
James  R.  Dornenburg,  M.D.;  vice 
chairman,  Howard  A.  Mermel- 
stein,  M.D.;  secretary,  Mrs.  Rose 
G.  Ferraro;  treasurer,  Mr.  Donald 
J.  Valentine. 

The  Allegheny  PSRO  is  cur- 
rently initiating  a PSRO  review 
program  in  several  Allegheny 
County  Hospitals.  The  review 
program  will  be  phased  in  at  all 
hospitals  during  the  next  six  to 
nine  months. 
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state  Society  membership  reaches  new  high 

other  ambassador  program  in 


Membership  in  the  State  Soci- 
ety reached  13,600  in  1975,  a 
numeric  increase  of  189.  The  in- 
I crease  is  due  in  part  to  individual 
county  society  efforts  as  well  as 
I an  intense  letter-writing  cam- 
j paign  carried  out  by  the  Society’s 
Council  on  Professional  Rela- 
tions and  Services.  The  Society’s 
membership  goal  for  1976  is  to 
reach  the  14,000  mark. 

As  a further  effort  to  gain  mem- 
bers, the  council  in  late  Sep- 
tember launched  the  “Ambas- 
sador Membership  Recruitment 
I Program’’  in  Dauphin  and  York 
j Counties.  Selected  physicians, 

I equipped  with  membership  ap- 
plications and  information  about 
i benefits,  personally  contacted 
i non-PMS  members  in  their  re- 


state takes  action 

The  Pennsylvania  Health  De- 
partment recently  took  action 
against  two  Philadelphia  firms  for 
misrepresentation  of  consumer 
health  products. 

The  first  of  two  separate  actions 
was  taken  against  Cabasil,  Inc., 
manufacturer  of  Cabasil,  a line  of 
products  with  a history  of  viola- 
tions of  state  regulations.  The 
firm  had  been  cited  several  times 
and  served  with  an  injunction  to 
cease  operations.  When  the  com- 
pany continued  operations  de- 
spite the  injunction,  state  inspec- 
tors confiscated  all  equipment 
and  raw  materials. 

In  the  second  action,  an  em- 
bargo was  placed  on  about  $100 
worth  of  the  unproven  drug, 
“Manchurian  ginseng,’’  at  a 
Philadelphia  wholesaler.  The  dis- 
tributor, Nature’s  Bounty,  Inc.,  of 
Bohemia,  New  York,  claims  the 
I drug  to  be  effective  in  relieving 
j stress,  increasing  physical  capac- 
I ity,  helping  cardiovascular  trou- 
bles, and  stabilizing  blood  pres- 
sure. 


spective  areas.  Results  from  the 
program  are  promising,  as  both 
Dauphin  and  York  Counties  are 
among  the  ten  counties  with  the 
highest  numeric  increases  for 
1975. 

The  other  eight  counties  with 
the  greatest  numeric  increases 
are;  Allegheny,  Berks,  Bucks, 
Chester,  Delaware,  Erie,  Mont- 
gomery, and  Northampton.  Coun- 
ties with  the  greatest  percentage 
increases  are:  Clarion,  Greene, 
McKean,  Northumberland,  Perry, 
Potter,  Somerset,  Tioga,  Wayne- 
Pike,  and  Wyoming. 

The  council  plans  to  launch  an- 

Football  data  sought 

The  Temple  University  Center 
for  Sports  Medicine  and  Science 
has  established  the  National  Re- 
gistry for  Football  Head  and  Neck 
Injuries.  According  to  Joseph 
Torg,  M.D.,  director  of  the  center 
and  professor  of  orthopedics  at 
Temple,  the  purpose  of  the  regis- 
try is  to  get  data  to  the  National 
Collegiate  Athletic  Association  to 
support  rules  changes  to  protect 
the  head  and  spinal  column  from 
undue  abuse. 

Dr.  Torg  and  his  assistants, 
Theodore  Quedenfeld,  M.D.,  as- 
sociate director  of  the  Center,  and 

Pittsburgh  meeting  set 

The  22nd  annual  meeting  of 
the  Southwestern  Pennsylvania 
Chapter  of  the  American  College 
of  Surgeons  is  scheduled  for 
Wednesday,  April  21,  at  the  Wil- 
liam Penn  Hotel,  Pittsburgh. 

Frank  Glenn,  M.D.,  professor  of 
surgery  emeritus  at  Cornell  Uni- 
versity, is  the  scheduled  guest  of 
honor.  Presentations  to  be  in- 
cluded in  the  afternoon  program 
are:  “Cholelithogenisus,”  by 
Roger  Lester,  M.D.,  professor  of 


Chester  County  in  late  February. 
A kick-off  dinner,  during  which 
ambassadors  will  be  briefed  and 
receive  lists  of  prospective  mem- 
bers, is  planned. 

In  an  effort  to  solve  some  of  the 
problems  connected  with  gaining 
membership  with  the  Society,  the 
application  for  membership  is 
now  in  condensed  form,  cutting 
down  on  the  number  of  separate 
forms  to  be  completed  and  the 
total  time  needed  to  process  an 
application.  The  somewhat 
streamlined  procedure  is  ex- 
pected to  have  favorable  results. 

Raymond  Truex,  Jr.,  M.D.,  assis- 
tant professor  of  neurosurgery, 
are  seeking  information  involving 
head  and  neck  injuries  occurring 
at  all  levels  of  tackle  football 
which:  (1)  require  hospitalization 
for  more  than  72  hours;  (2)  re- 
quire surgery:  (3)  result  in  perma- 
nent paralysis:  (4)  involve  frac- 
tures or  dislocations:  or  (5)  result 
in  death. 

Physicians  with  information  of 
these  injuries  occurring  between 
1971  and  1975  are  asked  to  con- 
tact: Football  Head  and  Neck  In- 
jury Registry,  Temple  University 
Center  for  Sports  Medicine,  3401 
N.  Broad  St.,  Philadelphia,  PA 
19140. 

medicine.  University  of 
Pittsburgh  School  of  Medicine; 
“The  Preoperative  Radiologic  As- 
sessment of  the  Biliary  Tree,’’  by 
William  L.  Campbell,  M.D.,  as- 
sociate professor  of  clinical 
radiology.  University  of 
Pittsburgh  School  of  Medicine; 
“Management  of  Choledocho- 
lithiasis,’’  by  Clarence  J.  Schein, 
M.D.,  professor  of  surgery,  Albert 
Einstein  College  of  Medicine;  and 
“Reconstruction  of  the  Biliary 
Tree,”  by  John  W.  Braasch,  M.D., 
chairman  of  the  department  of 
surgery,  Lahey  Clinic. 
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In  a multicenter  study  of  patients  w ith  chronic  or  freciuenth’  recurrent  urinars  tract  infections 


Bactrirn  ! 

was  272%  more 

effective  than  ampicillin 
in  keeping  patients 
infection-free  for 


8 weeks: 


% of  patients  infection-free  at  8 weeks 


7o0  10  20  30  40  50  60  70  80  90  100 


*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the 
difference  betw/een  Bactrim  and  ampicillin  results  (15.1  %)  by  the 
per  cent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  071 10 


Please  see  last  page  of  this  advertisement  for  summary  of  product  information. 


10-day  Bactrim  “ therapy 
outperforms  10-day 
ampicillin  therapy 

In  a multicenter  double-blind  study  of 
patients  with  chronic  or  frequently 
recurrent  urinary  tract  infection, 

10-day  therapy  with  Bactrim  outper- 
formed ampicillin  10-day  therapy  by 
27.2%  when  comparing  patients  who 
maintained  clear  cultures  for  8 weeks. 

When  compared  at  the  end  of  therapy,  90.4%  of  83  Bactrim- 
treated  patients  had  clear  cultures  in  contrast  to  81 .7%  of 
82  ampicillin-treated  patients.  Of  even  greater  significance 
is  the  fact  that  a higher  percentage  of  Bactrim-treated 
patients  maintained  clear  cultures  for  8 weeks.  Criterion  for 
“clear  culture”  was  1000  or  fewer  organisms/ml  urine. 

Adverse  reactions  noted  in  this  study  were  relatively 
mild,  e.g.,  nausea,  vomiting,  rash.  However,  more  serious 
side  effects  can  occur  with  the  agents  studied.  Please  see 
product  information  of  each  manufacturer  for  complete 
listing  of  adverse  reactions. 

Note:  Bactrim  single  strength  tablets  were  used  in  these  clinical  trials. 

However,  studies  have  established  the  bioequivalency  of  Bactrim  DS  with  the 
single  strength  tablets. 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 
Just  1 tablet  B.LD. 


Baetrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


.M. 


I 2 tablets  B.LD 


For  chronic  or  frequently  recurrent 
ey  stitis  and  pyelonephritis 
due  to  susceptible  organisms. 


I 


H 





-fj- 


Significant  Prescribing  ^ \^S/2). 

Factors 


■ Primarily  for  cystitis  and  pyelonephritis 

due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus 
vulgaris  and  Proteus  morganii. 

■ Usual  therapy  10  to  14  days. 

■ Contraindicated  during  pregnancy  or  the 
nursing  period. 


Bactrim  DS 

(160  mgtrimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 


■ Maintain  adequate  fluid  intake; 
perform  frequent  CBC’s  and  urinalyses  with 
microscopic  examination. 

■ SxT  sensitivity  discs  available  to  test 
sensitivity  to  Bactrim. 


Baetrim 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter , Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

WOPf.- The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemiaand  methemoglobinemia.  A//erg/c/-eact/ons;Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions. 


epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolii 
tive  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  coi 
junctival  and  scleral  injection,  photosensitization,  arthralgia  an 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomat 
tis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  par 
creatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  df 
pression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  ir 
somnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Misce 
laneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguri 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  ce 
tain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazoli 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  hav 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyc( 
mia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  I 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroi 
malignancies. 

Dosage;  Not  recommended  for  children  under  12.  Usual  adult  dO! 
age:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  c 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

-i 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength). 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

t. 

t.-:, 

*5*1 
I . 


Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mgtr 
methoprim  and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose, 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  an 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-DoseL 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  i ^ 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equM 
lent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fnui|^: 
licorice  flavored  — bottles  of  16  oz  (1  pint). 


<^R0CH^ 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B'bacitraci  n-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  woynds  accidentally  incurred,  its  use  may  prevent  the  development  of  intec- 
bon  and  permit  wound  healing.  CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING;  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
bums,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS;  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS; 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


WcRcoms  j 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


e.g.the  pain  of 
sprains  and  strains 


TOO  LITTLE 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

C"  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr  Vj 

Each  tablet  also  contains  aspirin  gr  3’/?.  phenacetin  gr  25^,  caffeine  gr  I'?. ‘Warning -may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


“Kid, this  sttiff  ^ 
is  the  bananas? 


Experts  agree:  when  it 
comes  to  good-tasting 
banana  flavor— without 
the  unpleasant  taste  of 
paregoric— the  makers 
of  Donnager-PG  really 
know  their  stuff! 

For  diarrhea 

D(>nnai^l-I^  <5 

Donnagel  with  paregoric  equivalent 

Each  30  cc.  contains. 

Kaolin  6.0  g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine 

hydrobromide  0.0065  mg. 

Powdered  opium,  USP  24.0  mg. 

l0(luivalont  to  parogortc  6 ml  ) 

(warning  may  habit  forming) 

Sodium  benzoate  60.0  mg. 

(prosorvativ(t) 

Alcohol,  5% 

Now  with  child-proof  closure 

A H.  Robins  Company 
Richmond,  Virginia  23220 


SSCrj 

THE  |||  RELIABLE  ROBITUSSINS  can  really  help  clear  the  respiratory 
tract.  All  contain  guaifenesin*  the  expectorant  that  works  system- 
ically  to  help  stimulate  the  output  of  lower  respiratory  tract  fluid. 
This  enhanced  flow  of  less  viscid  secretions  promotes  ciliary  action  and 
makes  thick,  inspissated  mucus  less  viscid  and  easier  to  raise. 

★formerly  named  Glyceryl  Guaiacolate 


For  productive  and  unproductive  coughs 

ROBITUSSIN* 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF ...  1 00  mg 

Alcohol,  3.5% 


For  severe  coughs 

ROBITUSSIN  A-C^  (2 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 1 00  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming] 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hr.  cough  control 

ROBITUSSIN-OM* 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

ROBITUSSIN-PE^ 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Pseudoephedrine**  Flydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


‘‘Formerly  contained  Phenylephrine  Hydrochloride  1 0 mg 

Decongestant  action  helps  control  cough  and 
clear  stuffy  nose  and  sinuses.  Non  narcotic. 


ROBITUSSIN-CF^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 50  mg 

Phenylpropanolamine  Hydrochloride,  NF 12.5  mg 

Dextromethorphan  Hydrobromide,  NF 1 0 mg 

Alcohol,  1 .4% 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Dextromethorphan  Hydrobromide,  NF 1 5 mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


A,  H.  Robins  Company,  Richmond,  Va,  23220 


TheWilliam  Mason  (1856) 


For  many  years  Robins  has  spotlighted  the  expectorant  action  of  the  Robitussin  cough  formulations  by  featuring 
action  photographs  of  steam  engines.  In  keeping  with  this  tradition,  the  company  recently  commissioned  a well-known 
illustrator  to  render  full-color  drawings  of  several  classic  locomotives . . . accurate  to  the  minutest  detail.  The  first  of  the 
series  is  now  available.  To  order  your  print  suitable  for  framing,  write  “Robitussin  Clear-Tract  Engine  # 1”  on  your  Rx  pad 
and  mail  to  “Vintage  Lxxomotives,”  Dept.  T4,  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220. 


VISU/IL  FOCUS 
ON 

/1CUTE  GOUTY/1RTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis 
as  seen  by  conventional  x-ray. 

The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal joint  and  the  proximal  interphalangeal 


Scintiphotogram  of  same  foot  reflects 
inflammatory  process. 

joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a more  detailed  description  of  scintiphotography, 
see  “addendum”  at  right. 


THEmPEUTIC  FOCUS 

ON 


CAPSULES,  25  mg  and  50  mg 


(INDOMEfHACIN  MSD) 


Facts  about 
Scintiphotography 


helps  relieve  pain 
and  Other  symptoms 
ofinflammation 
in  acute 
gouty  arthritis 
in  selected  patients 

INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSP 
highly  effective  in  relieving  pain  and  in  sharfS 
reducing  fever,  swelling,  and  tenderness.  dohme 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


INDOCir 

(WMHEIMCIII I MSI) 


helps  relieve  pain 
and  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered 
a simple  analgesic  and  should  not  be  used  in  conditions  other  than  those 
recommended.  The  drug  should  not  be  prescribed  for  children  because 
safe  conditions  for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential 
to  cause  adverse  reactions,  the  following  are  strongly  recommended: 
1)  the  lowest  possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects,  partic- 
ularly in  doses  over  150-200  mg  per  day,  without  corresponding  clinical 
benefits;  2)  careful  instructions  to,  and. observations  of,  the  individual 
patient  are  essential  to  the  prevention  of  serious  and  irreversible,  in- 
cluding fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women 
and  nursing  mothers;  active  gastrointestinal  lesions  or  history  of  recurrent 
gastrointestinal  lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at 
times,  severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any 
sign  or  symptom  signaling  a possible  gastrointestinal  reaction.  The  risks 
of  continuing  therapy  with  INDOCIN  in  the  face  of  such  symptoms  must 
be  weighed  against  the  possible  benefits  to  the  individual  patient.  Gastro- 
intestinal effects  may  be  reduced  by  giving  the  drug  immediately  after 
meals,  with  food,  or  with  antacids.  Use  greater  care  in  aging  patients. 
Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  in  some  patients  on  prolonged  therapy. 
Discontinue  therapy  if  such  changes  are  observed.  Ophthalmologic  exam- 
ination at  periodic  intervals  is  desirable  in  patients  on  prolonged  therapy. 
Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric 
disturbances,  epilepsy,  and  parkinsonism,  and  should  be  used  with  con- 
siderable caution  in  patients  with  these  conditions.  If  severe  CNS  adverse 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about 
engaging  in  activities  requiring  mental  alertness  and  motor  coordination, 
as  driving  a car.  Headache  which  persists  despite  dosage  reduction  re- 
quires complete  cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  continually  on 
the  alert  for  this  and  should  use  the  drug  with  extra  care  in  the  presence 
of  existing  controlled  infection.  After  the  acute  phase  of  the  disease  is 
under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcera- 
tions of  the  esophagus,  stomach,  duodenum,  or  small  intestine,  including 
perforation  and  hemorrhage,  with  fatalities  in  some  instances;  rarely,  intes- 
tinal ulceration  has  been  associated  with  stenosis  and  obstruction;  gastro- 
intestinal bleeding  without  obvious  ulcer  formation;  perforation  of  pre- 
existing sigmoid  lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased 
abdominal  pain  in  ulcerative  colitis  patients  or  development  of  ulcerative 
colitis  and  regional  ileitis;  gastritis,  which  may  persist  after  the  cessation 
of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some 
fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow 
depression,  agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura. 
Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gas- 
trointestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  including  dyspnea 
and  asthma;  angiitis;  pruritus;  urticaria;  angioedema;  skin  rashes;  purpura. 
Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psy- 
chotic episodes,  depersonalization,  depression,  and  mental  confusion; 
coma;  convulsions;  peripheral  neuropathy;  drowsiness;  lightheadedness; 
dizziness;  syncope;  headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure, 
hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcer- 
ative stomatitis,  and  epistaxis. 

Note:  In  patients  receiving  probenecid,  plasma  levels  of  indomethacin  are 
likely  to  be  increased. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000;  capsules  containing 
50  mg  indomethacin  each,  in  single-unit  packages  of  100  and  bottles 
of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see 
full  prescribing  information.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  iNC;  West  Point,  Pa.  1 9486  - - « « 

MSD 
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SHARRi 


cardiovascular  brief 


3 Days  of 

SCIENTIFIC  SESSIONS 

American  Heart  Association,  Pennsylvania  Affiliate 


April  8-9-10 


Hershey  Motor  Lodge 


ATHEROSCLEROTIC-VASCULAR  DISEASE 
(A  Bicentennial  Report  of  Progress) 

Presentations/Workshops 

First  Day — Cerebral  Vascular  Disease 

• Clinical  Aspects  of  Atherosclerotic  Cerebrcil  Vascular  Disease 

• Pathology  of  Atherosclerotic  Cerebred  Vascular  Disease 

• Modem  Aspects  of  Neuroradiography  in  Cerebred  Vasculeir  Disease 

• Epidemiology  of  Cerebral  Vasculeir  Disease 

• Medical  Management 

• Surgiced  Management 

Second  Day — Coronary  Artery  Disease 

• Angina  Pectoris — Diagnostic  Methods 

• Protecting  the  Ischemic  Myocardium 

Third  Day — Coronary  Artery  Disease 

• Acute  Myocardial  Infarction 

• Peripheral  Vascular  Disease 

Credits 

This  continuing  medical  education  activity  is  acceptable  for  18  credit  hours  in  Category  1 for  the 
Physician’s  Recognition  Award  of  the  AMA  and  PMS.  Application  has  been  made  for  credit  from  the 
AAFP  and  ACGP  in  Osteopathic  Medicine  and  Surgery. 

Registration  Fee 

$75  plus  luncheons,  if  desired,  at  $6  each;  $30  for  one  day  plus  luncheon.  Mediced  students, 
residents  and  interns  are  exempt  from  the  registration  fee. 

Contact 

Your  local  Heart  Chapter,  or  the  American  Heart  Association,  Pennsylvania  Affiliate,  P.O.  Box 
2435,  Harrisburg,  Pennsylvania  17105. 


Dr.  Person  to  lead  Liberty  Bell  trek 


The  Lehigh  County  Bicenten- 
nial Committee  plans  to  under- 
take a unique  celebration  of  the 
nation’s  200th  anniversary.  The 
celebration,  called  the  “Liberty 
Bell  Trek,’’  to  take  place  in  Sep- 
tember, will  be  a reenactment  of 
the  transfer  of  the  Liberty  Bell  and 
the  city’s  church  bells  from 
Philadelphia,  about  to  be  oc- 
cupied by  British  troops,  to 
Northampton  Town,  now  Allen- 
town, for  safe  keeping.  Symbolic 
bells  will  be  taken  from  Philadel- 
phia to  the  “Liberty  Bell  Shrine,’’ 
located  in  Zion  Reformed  Church, 
Allentown,  which  is  the  site  of  the 
bells’  original  hiding  place. 

The  Liberty  Bell  Committee  of 
Zion  Church,  spearheaded  by 
Morgan  Person,  M.D.,  an  Allen- 
town physician,  in  1958  began  the 
search  for  the  hiding  place.  Exca- 
vations in  the  basement  of  the 
church,  the  fourth  one  to  occupy 
the  site,  revealed  the  foundations 
of  the  church  which  had  been 
built  in  1773.  The  shrine,  dedi- 
cated in  1962,  occupies  the  same 
area  which  the  old  church  had 
occupied. 

In  September  1777  the  Conti- 
nental Army,  unable  to  defend 
Philadelphia  against  the  British, 
planned  to  withdraw  to  Valley 
Forge  under  General  George 
Washington’s  command.  Rather 
than  allow  the  British  to  make 
musket  and  cannon  balls  from  the 
bells  in  the  city,  the  nation’s  Ex- 
ecutive Council  decided  to  send 
the  bells  to  a distant  settlement 
until  Philadelphia  was  no  longer 
in  danger.  They  chose  the  village 
of  Northampton  Town.  A wagon 
train  organized  to  transport  mili- 
tary supplies  was  used  as  a cover 
for  the  operation  and  took  the 
bells  as  far  as  Bethlehem.  At  that 
time  a rumor  was  spread  that  the 
Liberty  Bell  had  sunk  in  the  Dela- 
ware River.  Farmers  from  the 
area,  with  a military  escort,  com- 


pleted the  journey  to  North- 
ampton Town  where  the  bells 
were  hidden  under thefloorof  the 
old  Zion  Church  until  the  follow- 
ing June  when  the  British  evacu- 
ated Philadelphia. 

On  the  east  wall  of  the  Liberty 
Bell  Shrine  is  a 46  foot  mural  in 
oils,  by  Bethlehem  artist  Wilmer 
G.  Behler,  which  consists  of  six 
kaleidoscopic  scenes  depicting 
the  role  of  the  Allentown- 
Bethlehem  area  in  the  American 
Revolution. 

Five  major  themes  are  woven 
into  the  mural:  the  hauling  of  the 
Liberty  Bell  from  Independence 
Hall  to  Northampton  Town;  an  il- 


The Liberty  Bell  Shrine  in  Zion  Re- 
fornied  Church,  Allentown,  was  made 
possible  largely  through  the  efforts  of 
Morgan  Person,  M.O.,  an  active 
member  of  the  Lehigh  County  Bicen- 
tennial Committee  and  honorary 
chairman  of  the  Liberty  Bell  Trek.  Over 
a three  and  one-half  year  period  Dr. 
Person  carried  out  the  initial  research, 
which  included  tracing  the  route  taken 
to  transport  the  bells,  and  was  Instru- 
mental in  raising  the  $75,000  required 
to  excavate  and  construct  the  shrine. 

Dr.  Person  is  a charter  member  of  the 
American  Academy  of  Family  Physi- 


lustration  of  the  motto,  “For  God 
and  Country,’’  the  twin  loyalties  of 
man;  the  patriotism  and  religious 
feeling  of  the  farmers  who  made 
the  original  Liberty  Bell  trek;  the 
influence  of  churches  on  the 
area;  and  the  significant  events 
which  took  place  during  1776-78. 

Another  highlight  of  the  shrine 
is  a full  size  replica  of  the  Liberty 
Bell,  donated  by  the  Pennsylvania 
Historical  and  Museum  Commis- 
sion in  1959  when  the  shrine  was 
in  the  planning  stages.  Colonial 
flags  and  other  artifacts  add  to  the 
total  effect  of  the  shrine  which  al- 
lows visitors  to  relive  one  of  the 
nation’s  memorable  events. 


clans  and  a past  president  of  the 
Lehigh  Valley  Medical  Association.  A 
former  del^ate  to  the  Society  House 
of  Delegates  and  vice  president  of  the 
Lehigh  County  Medical  Society,  he  is 
curator  of  the  LCMS  Medical  Museum, 
located  in  the  Allentown-Sacred  Heart 
Medical  Center. 

Dr.  Person’s  many  years  of  interest 
in  community  affairs  is  exemplified  by 
his  intense  research  to  locate  and  his 
efforts  to  restore  the  hiding  place  of 
the  struggling  nation’s  symbol  of  free- 
dom, the  Liberty  Bell. 
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Society  seeks  liaison  with  hospital  medical  staffs 


The  Society’s  House  of  Dele- 
gates has  called  for  better  com- 
munication between  county 
societies  and  hospital  medical 
staffs.  This  policy  was  set  by  the 
House  of  Delegates  at  its  fall 
meeting  in  Lancaster. 

“PMSshould  encourage,  where 
appropriate,  individual  county 
medical  societies  to  study  their 
individual  problems  of  hospital 
medical  staff  representation  and 
endeavor  to  develop  their  own 
unique  solution.”  This  is  the  rec- 
ommendation from  the  Reference 
Committee  on  Constitution  and 
Bylaws  which  the  House  adopted. 

The  original  call  for  closer 
liaison  came  from  William  C. 
Ryan,  M.D.,  Somerset,  trustee 
from  the  Eleventh  District.  In  1973 
he  reported,  ‘There  is  a definite 
consensus  that  hospital  staff  or- 
ganization is  probably  the  pri- 
mary point  of  group  identity  for 
most  of  our  practicing  physi- 
cians.” In  1974  Dr.  Ryan  recom- 
mended that  model  bylaws  be 
drawn  up  to  show  how  liaison 
could  be  accomplished. 

The  need  for  closer  communi- 
cations between  organized  medi- 
cine and  hospital  medical  staffs  is 
nationwide.  The  AMA  conducted 
a survey  this  year  which  con- 
firmed the  need  and  disclosed  a 
variety  of  mechanisms.  Tech- 
niques vary  on  the  number  of 
hospitals  in  the  county.  Where 
there  are  only  a few,  the  chief  of 
staff  or  president  can  simply  be 
added  to  the  Board  of  Directors  of 
the  county  society.  In  larger  met- 
ropolitan areas,  some  kind  of 
hospital  liaison  committee  is  nec- 
essary. Often,  this  group  will  elect 
a chairman  who  will  attend 
county  board  meetings. 

Liaison  at  the  state  level  has 
been  established  since  March, 
1 974,  when  the  Board  of  T rustees 
(PMS)  and  the  Board  of  the  Hospi- 
tal Association  of  Pennsylvania 
(HAP)  both  agreed  that  their  top 


elected  official  should  sit  ex- 
officio  on  the  other’s  board.  This 
has  meant  that  the  State  Society’s 
president  attends  HAP  board 
meetings  and  the  chairman  of 
HAP’s  board  attends  Society 
Board  of  Trustees  meetings.  The 
exchange  does  not  include  the 
right  to  vote.  In  addition,  the  Ex- 
ecutive Committees  of  both  orga- 
nizations meet  jointly  as  needed. 

Transmitting  information  back 
to  hospital  medical  staffs  is  also 
important.  In  metropolitan  areas, 
hospital  medical  staff  meetings 
often  provide  the  only  forum  to 
reach  non-members,  and  some- 
times even  members.  Frequently, 
societies  will  appoint  doctors  to 
report  back  to  their  staffs  on  im- 


HUP  appointee  revealed 

Thomas  S.  Powell  was  recently 
appointed  associate  executive  di- 
rector of  the  Hospital  Utilization 
Project,  Pittsburgh. 

For  ten  years  Powell  served  as 
director  of  professional  affairs  for 
the  Hospital  Association  of  Penn- 
sylvania, Camp  Hill,  where  his  re- 


portant  county  society  activities. 

In  Pennsylvania  some  county 
societies  have  already  estab- 
lished communications  with  their 
hospital  staffs.  Allegheny  County 
established  a committee  to  do 
this.  In  Cambria  County  the  pres- 
ident of  each  medical  staff  auto- 
matically becomes  a voting 
member  of  the  county  society’s 
board  of  directors. 

Because  local  conditions  vary 
so  widely,  a single  plan  was  not 
prescribed,  but  liaison  should  be 
established.  The  method  is  left  up 
to  local  determination.  County 
societies  can  contact  R.  Winston 
Yarnall,  M.D.,  at  Society  Head- 
quarters, for  additional  informa- 
tion. 


sponsibilities  included  guiding 
hospitals  in  utilization  and  quality 
appraisal  programs.  He  has 
served  on  various  councils  and 
committees  in  state  government, 
medical  and  other  health  related 
organizations,  and  was  recently 
named  an  honorary  member  of 
the  American  College  of  Utiliza- 
tion Review  Physicians. 


MALPRACTICE  was  the  subject  presented  during  a recent  meeting  of  the  American 
Medical  Writers  Association,  Delaware  Valley  Chapter.  Shown  chatting  informally 
with  president  Edith  Schwager  prior  to  their  presentation  in  the  auditorium  of  The 
Children’s  Hospital  of  Philadelphia  are  A.  Reynolds  Crane,  M.D.,  left,  immediate  past 
president  of  the  Pennsylvania  Medical  Society,  and  James  E.  Beasley,  Esq.,  Philadel- 
phia attorney  and  specialist  in  medical  malpractice. 
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...a  basic  need  for  life  support. 


lumiiN 


(dyphylline) 


Before  prescribing,  please  review  complete  prod- 
uct information,  a summary  of  which  follows: 


Indications:  For  relief  of  acute  bronchial  asthma 
and  for  reversible  bronchospasm  associated  with 
chronic  bronchitis  and  emphysema. 


^Precautions:  Exercise  caution  with-  use  in  the 
^^presence  of  severe  ^Vdiac  disease,  renal  or  he- 
patic  malfunc^t^^^laucoma,  hyperthyroidism, 
peptic  ulcer,  amf'^concomitant  use  of  other  xan- 


’ thine-containing^ormulations  or  other  CNS  stim- 
ulating drugs. 


Adverse  Reactions:  May  cause  nausea,  headache,  |j 

cardiac  palpitation  and  CNS  stimulation.  Post-  , 

prandial  administration  may  help  to  avoid  gastric 
discomfort. 


How  Suppti 

LUFYLlJy,' 
bottle  dlt10 


0 mg..  Tablets?  NBC*-19-R521-^2, 
S|DfltW-R521-97,  bottle.*OT  10(3^’ 


IfUFYLLIN  Elf^  NDC  19-R515-68,  pint  boUle;  p 
NDp  ^rf^yW.la^lon  bottle. 

LUFYUlilHnlition:  NDC  19-R537-X2,  box' of^25  h 
X 2.ml.  ampinsV  « ♦ *" 


alcohol  20%  v/v 


the  bronchodilator  with  a difference... dyphylline. 


A NEED  FOR  YOUR  PATIENT 
BECAUSE 

1 . Therapeutically  effective 

2.  Little  to  no  CNS  stimulation 

3.  Little  to  no  gastric  upset 

4.  Effective  during  long-term  therapy 

5.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline’-^'^ 
(based  on  animal  studies) 


It  REFERENCES 

S 1 McColl.  J.  D.,  et  al  : J.  Pharm.  & Exp.  Therap. 
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2,  Quevauviller,  Par  Andre,  et  al.:  Presse  Med. 
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^ 3.  Maney,  P.  V , et  al.:  J.  Am.  Pharm.  Assoc. 
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Pharmaceuticals ^ Unking  Chemistry  to  Medicine 
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^tdallinckrodt  Pharmaceutical  Division 
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New  child  abuse  law  explained 

ROBERT  L.  LAMB 
Director  of  Communications 


Pennsylvania  now  has  a sweeping 
new  child  abuse  law  which  permits 
physicians  to  prescribe  protective 
custody  fora  child  suspected  of  being 
abused.  The  law  which  moved 
through  the  legislature  as  Senate  Bill 
25  and  is  now  entitled,  “The  Child 
Protective  Services  Law,  Act  124  of 
1975,"  was  supported  by  the  Society 
and  a number  of  county  auxiliaries. 
The  Berks  County  Auxiliary  in  particu- 
lar played  a key  role. 

The  new  Pennsylvania  law  super- 
sedes all  previous  child  abuse  stat- 
utes. It  defines  an  “abused  child”  as 
one  under  18  years  of  age  “who  ex- 
hibits evidence  of  serious  physical  or 
mental  injury  not  explained  by  the 
available  medical  history  as  being  ac- 
cidental, sexual  abuse,  or  serious 
physical  neglect  if  the  injury,  abuse  or 
neglect  has  been  caused  by  the  acts 
or  omissions  of  the  child's  parents  or 
person  responsible  for  the  child’s 
welfare.  . . .”  Excluded  from  the  defi- 
nition are  children  receiving  spiritual 
healing  from  a recognized  denomina- 
tion or  suffering  from  the  detrimental 
effects  of  poor  environment  which 
are  beyond  the  control  of  the  person 
responsible  for  the  child’s  welfare. 

As  in  previous  legislation,  physi- 
cians are  required  to  report  sus- 
pected cases  of  child  abuse.  Others 
now  required  to  report  include:  “med- 
ical examiner;  coroner;  dentist;  os- 
teopath; optometrist;  chiropractor; 
podiatrist;  intern;  registered  nurse; 
licensed  practical  nurse;  hospital 
personnel  engaged  in  admission,  ex- 
amination, care  or  treatment  of  per- 
sons; a Christian  science  practitioner; 
school  administrator;  school  teacher; 
school  nurse;  social  services  worker; 
day  care  center  worker  or  any  other 
child  care  or  foster  care  worker;  men- 
tal health  professional;  peace  officer 


or  law  enforcement  official.” 

If  a case  is  discovered  in  an  institu- 
tional setting  (hospital),  you,  the 
physician,  must  report  it  to  the  ad- 
ministrator or  his  designate. 

If  you  discover  a case  during  an  ex- 
amination in  your  office,  report  it  to 
the  state  registry  via  the  statewide 
toll-free  line  or  to  the  county  child 
welfare  agency.  You  can  get  prior  in- 
formation on  a child  who  has  been 
abused  by  contacting  your  local 
county  child  welfare  agency.  You 
must  make  your  phone  report  imme- 
diately and  follow  it  in  48  hours  with  a 
written  report  to  the  county  agency 
on  forms  which  the  agency  will  pro- 
vide. Once  you  have  made  your  re- 
port, you  have  fulfilled  your  obliga- 
tion under  the  law. 

Although  the  law  requires  physi- 
cians, teachers,  and  other  profes- 
sionals to  report  cases,  it  permits 
“any  person”  to  make  a report  if  there 
is  “reasonable  cause  to  suspect  that  a 
child  is  an  abused  child.” 

“Child line”  is  the  name  given  to  the 
special  statewide,  toll-free  telephone 
line  mandated  by  the  act.  Headquar- 
ters for  the  line  and  the  state  child 
abuse  registry  are  at  the  Harrisburg 
State  Hospital.  In  charge  is  Lee  Miller, 
34,  of  Annville.  Although  the  law  took 
effect  the  day  it  was  signed, 
November  26,  the  state  has  60  days  in 
which  to  write  rules  and  regulations 
and  a total  of  120  days  to  get  the 
statewide  central  register  and 
“Childline”  telephone  into  operation. 
Cost  of  the  “childline”  operation  is 
set  at  $500,000. 

To  document  cases,  you  are  author- 
ized to  take  or  order  photographs 
and/or  x-rays.  This  material  is  to  be 
sent  to  the  child  protective  service 
along  with  the  written  report  or  as 
soon  after  as  possible. 


If  it  is  necessary  to  protect  the  child 
from  further  harm,  you  may  now  order 
protective  custody.  Custody  is  limited 
to  24  hours  unless  the  local  child  pro- 
tective service  obtains  a court  order. 

To  implement  the  custody  provision, 
the  court  in  each  judicial  district  must 
have  a judge  available  24  hours  a day, 

365  days  a year.  Custody  may  be  pro- 
vided in  a medical  facility,  foster 
home  or  other  department  approved 
facility. 

While  requiring  you  to  report  cases 
of  suspected  child  abuse,  the  law  also  i 
provides  you  with  immunity.  This  im- 
munity covers  testimony  in  any  sub- 
sequent proceedings,  the  taking  of  | 
photographs  or  the  removal  or  keep- 
ing of  a child  in  protective  custody. 
Good  faith  is  presumed.  Persons  re- 
quired to  report  who  willfully  do  not 
are  guilty  of  a summary  offense  for 
the  first  conviction. 

The  new  law  is  very  clear  on  the 
responsibility  of  medical  institutions 
to  abused  children.  These  children 
“shall  be  admitted  to  and  treated  i 
in. . . private  and  public  hospitals  on 
the  basis  of  medical  need  and  shall  i 
not  be  refused  or  deprived  in  any  i 
way  . . .”  Not  spelled  out  is  who  picks  i 
up  the  tab  for  this  treatment.  In  the  I 
event  of  a death,  a report  must  go  to  j 
the  coroner  or  medical  examiner.  j 

A broad  mandate  to  educate  the 
public  and  professionals  is  laid  on  the 
Department  of  Public  Welfare  and  the 
local  child  protective  service. 

Every  county  public  child  welfare 
agency  must  establish  a “Child  Pro- 
tective Service,”  which  becomes  the  ' 
sole  agency  for  receiving  and  inves- 
tigating reports  of  child  abuse.  It  must 
operate  on  a 24  hour,  seven  day  a 
week  basis,  commencing  investiga- 
tion of  any  case  within  24  hours.  1 

To  secure  testimony  the  privilege  of 
confidentiality  between  husband  and 
wife  and  between  physician  and  pa- 
tient is  waived.  Evidence  that  a child 
has  suffered  serious  physical  injury, 
sexual  abuse  or  physical  neglect,  ! 
which  cannot  be  explained  as  acci-  , 
dent  or  omission,  shall  be  “prime 
facie  evidence  of  child  abuse  by  the  i 
parent  or  other  responsible  person.” 

Finally,  the  Senate  Committee  on 
Aging  and  Youth  and  the  House 
Committee  on  Health  and  Welfare, 
either  jointly  or  separtely,  agree  to  | 
evaluate  the  new  law  in  one  year. 
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The  Philadelphia  Division  of  the 
American  Cancer  Society  presented 
its  first  Scientific  Award  to  Wallace  H. 
Clark,  Jr.,  M.D.,  professor  and  chair- 
man of  pathology  at  the  Temple  Uni- 
versity Health  Sciences  Center,  and  a 
senior  scientist  at  the  Pels  Research 
Institute.  Dr.  Clark  was  chosen  fordis- 
tinguished  achievement  in  devising  a 
standard  system  of  classification  of 
human  melanomas  and  for  research 
that  could  lead  to  a better  under- 
standing of  the  nature  of  cancer. 


DR.  CLARK  DR.  CARPENDER 


J.W.J.  Carpender,  M.D.,  Sayre,  was 
recently  named  president  elect  of  the 
Radiological  Society  of  North 
America  at  the  organization’s  annual 
scientific  assembly.  Dr.  Carpender  is 
cochairman  of  the  department  of 
radiology  and  chief  of  radiation  ther- 
apy and  nuclear  medicine  at  the  Rob- 
ert Packer  Hospital  and  Guthrie 
Clinic. 

Dorothea  D.  Glass,  M.D.,  medical 
director  of  Moss  Rehabilitation  Hos- 
pital, Philadelphia,  was  recently 
elected  president  of  the  Pennsylvania 
Academy  of  Physical  Medicine  and 
Rehabilitation.  Dr.  Glass  is  professor 
of  rehabilitation  medicine  at  Temple 
University  School  of  Medicine  and  di- 
rector of  the  combined  residency 
program  in  that  field  at  Moss,  Temple, 
and  Albert  Einstein  Medical  Center, 
Northern  Division.  Other  officers  of 
the  academy  are:  vice  president,  Rex 
Newton,  M.D.,  managing  physician  of 
Harmarville  Rehabilitation  Center, 
Pittsburgh;  and  secretary  treasurer, 
David  Rosenthal,  M.D.,  assistant  med- 
ical director  for  clinical  services  at 
Moss. 

William  Buchheit,  M.D.,  was  re- 
cently appointed  professor  and 


A team  of  scientists  in  the 
Cancer  Bioassay  Laboratory  of  the 
Medical  College  of  Pennsylvania, 
headed  by  Joseph  Leighton,  M.D., 
is  seeking  ways  to  predict  the  fu- 
ture course  bladder  cancer  will 
take  in  patients  who  have  had 
surgery. 

In  their  investigations  Dr. 
Leighton  and  his  team  have  found 
that  tumor  specimens  from  the 
operating  room  that  look  alike  to 
the  pathologist,  when  cultured 
outside  of  the  body  for  a week  in  a 
three  dimensional  collagen- 
coated  sponge,  grow  in  several 
distinctly  different  patterns.  Dr. 
Leighton  suspects  that  intrinsic 
differences  between  tumors  exist 
at  the  time  of  the  onset  of  the  clini- 
cal disease,  differences  that  at 
present  can  only  be  distinguished 
in  tissue  culture.  Specimens  from 
over  70  cases  have  been  studied  to 
date,  revealing  two  predominant 
recurring  patterns  of  growth. 

Dr.  Leighton  is  setting  up  a pro- 
gram of  study  in  which  tumor  tis- 
sue will  be  brought  to  Philadelphia 
by  air  from  several  cancer  centers 
in  the  U.S.  and  from  Egypt,  where 
bladder  cancer  is  one  of  the  most 
common  forms  of  cancer. 


chairman  of  the  department  of 
neurosurgery  at  the  Temple  Univer- 
sity Health  Sciences  Center.  Dr. 
Buchheit  is  a fellow  of  the  American 
College  of  Surgeons  and  on  the  ex- 
ecutive committee  of  the  Congress 
of  Neurological  Surgeons. 

The  Pennsylvania  Society  of  Colon 
and  Rectal  Surgery  recently  paid  trib- 
ute to  Harry  E.  Bacon,  M.D.,  Philadel- 
phia, at  a special  dinner  meeting  of 
the  organization.  Dr.  Bacon  was  hon- 
ored for  his  contributions  to  the  field. 

Michael  B.  Dooley,  M.D.,  was  re- 
cently installed  as  the  first  secretary 
of  the  Pennsylvania  Chapter  of  the 
American  College  of  Nuclear  Medi- 
cine. Dr.  Dooley  is  chief  of  the  de- 
partment of  radiology  at  the  Phoenix- 
ville  Hospital. 


Stanley  Baum,  M.D.,  was  recently 
named  professor  and  chairman  of 
radiology  at  the  University  of  Penn- 
sylvania School  of  Medicine,  suc- 
ceeding the  late  Richard  H.  Chamber- 
lain,  M.D.,  who  had  headed  the  de- 
partment since  1961.  Dr.  Baum  is 
known  for  developing  radiological 
techniques  for  studying  diseases  of 
the  blood  vessels  and  for  locating 
sites  of  internal  abdominal  bleeding. 
He  is  a former  professor  of  radiology 
at  Harvard  Medical  School  and  chief 
of  cardiovascular  radiology  at  Mas- 
sachusetts General  Hospital.  He  is  a 
fellow  of  the  American  College  of 
Cardiology  and  serves  on  the  Ameri- 
can Heart  Association’s  council  on 
cardiovascular  radiology  and  its  car- 
diovascular review  board. 
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DR.  BAUM  DR.  SHAFFER 


George  W.  Shaffer,  M.D.,  was  re- 
cently named  chief  of  the  office  of 
Quality  Assurance  and  chief  of  the  pa- 
tient services  department  of  the  Clini- 
cal Center,  National  Institutes  of 
Health,  Bethesda,  Maryland.  Prior  to 
this  appointment.  Dr.  Shaffer  was  a 
staff  member  in  the  office  of  Profes- 
sional Standards  Review. 

John  J.  Maron,  M.D.,  was  recently 
named  medical  director  of  the 
Montgomery  County  Geriatric  and 
Rehabilitation  Center,  Royersford. 
Dr  Maron  has  been  on  the  staff  at  the 
center  for  seven  years. 

G.  T.  Fabinyi,  M.D.,  Altoona,  re- 
cently became  a diplomate  of  the 
American  Board  of  Ophthalmology. 
Dr.  Fabinyi  is  a charter  member  of  the 
American  College  of  Emergency 
Physicians  and  a member  of  the  Fed- 
eral Swiss  Academy  of  Ophthalmol- 
ogy. 
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Amanda  C.  Blount,  M.D.,  Philadel- 
hia,  recently  became  president  of 
ie  Medical  Society  of  Eastern  Penn- 
ylvania.  Dr.  Blount’s  election  set  two 
recedents;  she  is  the  first  woman 
nd  the  first  osteopathic  physician  to 
old  the  office.  She  is  medical  direc- 
)r  of  the  inpatient  detoxification  unit 
f the  Albert  Einstein  Medical  Center, 
aroff  Division. 

Richmond  T.  Prehn,  M.D.,  Fox 

base,  recently  received  a first  time 
ward  for  pioneer  work  in  cancer  im- 
unology  from  the  Cancer  Research 
stitute  of  New  York.  The  institute 
jtablished  the  annual  awards  pro- 
'am  to  recognize  outstanding  con- 
ibutors  to  the  field.  Dr.  Prehn  is  a 
;nior  member  of  the  Fox  Chase 
ancer  Center’s  Institute  for  Cancer 
asearch  and  professor  of  pathology 
the  University  of  Pennsylvania. 

Eduardo  Cevallos,  M.O.,  Quaker- 
wn,  was  recently  certified  by  the 
jnerican  Board  of  Pediatrics.  Prior 
' his  coming  to  Quakertown,  he  was 
i fellow  at  Michael  Reese  Hospital 
i d held  an  assistanceship  at  the  Lin- 
I In  School  of  Medicine,  Chicago. 


Robert  B.  Greer,  III,  M.D.,  was  re- 
cently appointed  chairman  of  the 
Committee  on  Manpower  of  the 
American  Academy  of  Orthopaedic 
Surgeons.  He  is  chief  of  orthopaedic 
surgery  at  the  Milton  S.  Hershey  Med- 
ical Center. 

Mark  Berger,  M.D.,  was  recently 
certified  by  the  American  Board  of 
Internal  Medicine.  Attending  internist 
at  Community  General  Osteopathic 
and  Harrisburg  Hospitals,  Dr.  Berger 
is  a member  of  the  State  Society 
Council  on  Education  and  Science 
and  holds  teaching  appointments  at 
Hahnemann  Medical  College  and  the 
Milton  S.  Hershey  Medical  Center. 

Frederick  A.  DeClement,  Jr.,  M.D., 

recently  received  a citation  from  the 
Northeastern  Pennsylvania  Volunteer 
Firemen’s  Federation  in  appreciation 
of  his  efforts  in  the  Burn  Center  at  St. 
Agnes  Hospital,  Philadelphia.  Dr.  De- 
Clement  was  the  keynote  speaker  at 
the  firemen’s  convention. 

Frederick  L.  Porkolab,  M.D.,  was 

recently  certified  by  the  American 
Board  of  Internal  Medicine.  He  is  a 


NEW  OFFICERS 


E aver  County  Medical  Society 
^ rold  D.  Thomas,  Jr.  M.D., 

^quippa,  president 
F y Marion,  M.D.,  Bridgewater,  pres- 
i«  nt  elect 

L slie  Pallone,  D.O.,  Beaver,  first  vice 
p'Sident 

4in  H.  Shugert,  M.D.,  Rochester, 
sjiretary  treasurer 

I 

U :kawanna  County  Medical  Society 

□ minick  A.  Cruciani,  Jr.,  M.D., 

3 anton,  president 

Sinley  W.  Boland,  M.D.,  Clarks 

3nmit,  president  elect 

dirles  J.  Bannon,  M.D.,  Scranton, 

fit  vice  president 

F^er  J.  Favini,  M.D.,  Scranton,  sec- 
o»  vice  president 

iam  A.  Black,  Jr.,  M.D.,  Scranton, 
^etary  treasurer 


Adams  County  Medical  Society 
Edward  J.  Baranski,  M.D.,  Gettys- 
burg, president 

Gilbert  C.  McArdle,  M.D.,  Gettysburg, 
president  elect 

Joseph  F.  Alcaro,  M.D.,  Gettysburg, 
secretary  treasurer 


Lawrence  County  Medical  Society 
Jack  Brooks,  M.D.,  Ellwood  City, 
president 

Ludwig  Koukal,  M.D.,  New  Castle, 
president  elect 

Roland  Nord,  M.D.,  New  Castle,  first 
vice  president 

Eugene  G.  Isidro,  M.D.,  New  Castle, 
second  vice  president 
Frank  Altonare,  M.D.,  New  Castle, 
secretary 

Thomas  Uber,  M.D.,  New  Castle,  trea- 
surer 


fellow  in  cardiology  at  Presbyterian- 
University  Hospital,  Pittsburgh,  and 
an  affiliate  of  the  American  College  of 
Cardiology. 

J.  Stephen  Carter,  M.D.,  Latrobe, 
was  recently  certified  in  psychiatry  by 
the  American  Board  of  Psychiatry  and 
Neurology. 

Gerald  M.  Brooks,  M.D.,  was  re- 
cently honored  by  the  Saegertown 
community  for  25  years  of  medical 
service.  Dr.  Brooks  is  on  the  staff  of 
the  Meadville  City  Hospital,  the  cour- 
tesy staff  of  the  Spencer  Hospital,  and 
serves  as  a physician  for  the  Crawford 
County  Home  and  Hospital,  Saeger- 
town area  schools,  and  several 
Saegertown  industries. 

Robert  M.  Whitrock,  M.D.,  F.A.C.S., 

was  recently  appointed  chief  of  staff 
at  the  Veterans  Administration  Hospi- 
tal, Erie.  Dr.  Whitrock  has  held  numer- 
ous university  clinical  and  teaching 
positions,  is  a diplomate  of  the  Amer- 
ican Board  of  Surgery,  and  a member 
of  the  American  Federation  for  Clini- 
cal Research,  Association  of  Ameri- 
can Medical  Colleges,  and  the  Ameri- 
can Public  Health  Association. 


Mercer  County  Medical  Society 
William  R.  McWhirter,  M.D.,  Green- 
ville, president 

Theodore  L.  Yarboro,  M.D.,  Sharon, 
president  elect 

Matthew  G.  Brown,  M.D.,  Sharon,  vice 
president 

Robert  W.  Allen,  M.D.,  Sharon,  secre- 
tary treasurer 


Lehigh  County  Medical  Society 
Morton  I.  Silverman,  M.D.,  Allentown, 
president 

Indru  T.  Khubchandani,  M.D.,  Allen- 
town, president  elect 
David  A.  Tilly,  M.D.,  Allentown,  vice 
president 

Howard  L.  Carbaugh,  M.D.,  Allen- 
town, secretary 

Robert  E.  Shoemaker,  M.D.,  Allen- 
town, treasurer 


P 


nsylvania  Medicine,  February  1976 


33 


Summary  of  accredited  c.m.e.  institutions  in  Pennsylvania 

Names  in  ( ) indicate  names  of  Medical  School  that  gives  accredita- 
tion because  of  major  teaching  affiliations 


Abington  Memorial  Hospital  (Temple  Univ.  School  of  Medi- 
cine) 

Allentown  Hospital  (University  of  Pa.  School  of  Medicine) 
Allentown:  Sacred  Heart  Hospital  (Univ.  of  Pa.  School  of  Med- 
icine) 

Altoona  Hospital  (Hershey  Medical  Center) 

Bethlehem:  St.  Luke's  Hospital  (Medical  College  of  Pa.) 

Bryn  Mawr  Hospital  (Jefferson  Medical  College) 

Chester:  Crozer-Chester  Medical  Center  (Hahnemann  Medi- 
cal College) 

Coatesville:  VA  Hospital 

Danville:  Geisinger  Medical  Center 

Drexel  Hill:  Delaware  County  Memorial  Hospital 

Ephrata  County  Hospital  (Temple  Univ.  School  of  Medicine) 
Erie:  Hamot  Medical  Center 

St.  Vincent  Health  Center 

Harrisburg  Hospital 
Harrisburg  Polyclinic  Hospital 
Hershey  Medical  Center 

Johnstown:  Conemaugh  Valley  Memorial  Hospital 
Lancaster  General  Hospital  (Temple  Univ.  School  of  Medi- 
cine) 

Latrobe  Area  Hospital  (Jefferson  Medical  College) 

Lebanon  VA  Hospital 

Norristown  State  Hospital 

Paoli  Memorial  Hospital 

Philadelphia: 

Albert  Einstein  Medical  Center-Northern  Division  (Temple 
Univ.  School  of  Medicine) 

Albert  Einstein  Medical  Center-Daroff  Division  (Jefferson 
Medical  College) 

Chestnut  Hill  Hospital  (Jefferson  Medical  College) 
Children's  Heart  Hospital  (Jefferson  Medical  College) 
Children’s  Hospital  (Univ.  of  Pa.  School  of  Medicine) 
Clinical  School  of  Family  Institute 
EPPI  - Eastern  Pa.  Psychiatric  Institute 
Episcopal  Hospital  (Temple  Univ.  School  of  Medicine) 
Frankford  Hospital 

Germantown  Hospital  (Temple  Univ.  School  of  Medicine) 

Hahnemann  Medical  College 

Institute  of  Pa.  Hospital 

Jeanes  Hospital 

Jefferson  Medical  College 

Lankenau  Hospital  (Jefferson  Medical  College) 

Medical  College  of  Pa. 

Mercy  Catholic  Medical  Center  (Jefferson  Medical  College) 
Methodist  Hospital  (Jefferson  Medical  College) 
Pennsylvania  Hospital  (Univ.  of  Pa.  School  of  Medicine) 
Philadelphia  General  Hospital  (Univ.  of  Pa.  School  of  Medi- 
cine) 

Philadelphia  Naval  Reg.  Medical  Center  (Jefferson  Medical 
College) 

Philadelphia  State  Hospital  (Temple  Univ.  School  of  Medi- 
cine) 


Philadelphia  VA  Hospital  (Medical  College  of  Pa.) 
Presbyterian  Hospital  (Univ.  of  Pa.  School  of  Medicine) 

St.  Christopher’s  Hosp.  for  Children  (Temple  Univ.  School 
of  Medicine) 

Temple  University  Hospital  (Temple  Univ.  School  of  Medi- 
cine) 

Temple  University  School  of  Medicine 
Thomas  Jefferson  University  Hospital  (Jefferson  Medical 
College) 

University  of  Pa.  School  of  Medicine 
VA  Hospital  (Univ.  of  Pa.  School  of  Medicine) 

Wills  Eye  Hospital  (Jefferson  Medical  College) 

Phoenixville  Hospital 


Pittsburgh: 

Allegheny  General  Hospital 

Children’s  Hospital  (Univ.  of  Pgh.  School  of  Medicine) 

Eye  and  Ear  Hospital  (Univ.  of  Pgh.  School  of  Medicine) 
Magee  Womens  Hospital  (Univ.  of  Pgh.  School  of  Medicine) 
Mercy  Hospital 

Montefiore  Hospital  (Univ.  of  Pgh.  School  of  Medicine) 
Presbyterian-University  Hospital  (Univ.  of  Pgh.  School  of 
Medicine) 

St.  Francis  General  Hospital 

St.  Margaret  Memorial  Hospital 

University  of  Pittsburgh  School  of  Medicine 

VA  Hospital/Oakland  (Univ.  of  Pgh.  School  of  Medicine) 

Western  Pennsylvania  Hospital 

Western  Psych.  Institute  & Clinic  (Univ.  of  Pgh.  School  of 
Medicine) 


Reading  Hospital 

Reading:  St.  Joseph’s  Hospital  (Hershey  Medical  Center) 

Sayre:  Robert  Packer  Hospital 
Warren  State  Hospital 
Washington  Hospital 

Waynesboro  Hospital  (Hershey  Medical  Center) 

West  Chester:  Chester  County  Hospital 

Williamsport  Hospital  (Univ.  of  Pgh.  School  of  Medicine) 

York  Hospital 

Other  Organizations 

College  of  Physicians  of  Philadelphia 
Erie  Postgraduate  Institute 
Lackawanna  County  Medical  Society 
Lehigh  Valley  Area  Health  Education  Center 
Pennsylvania  Allergy  Association 
Pennsylvania  Society  of  Anesthesiologists 
Pennsylvania  Association  of  Clinical  Pathologists 
Pennsylvania  Society  of  Colon  Rectal  Surgery 
Pennsylvania  Academy  of  Dermatology 
Pennsylvania  Academy  of  Family  Physicians 
Pennsylvania  Medical  Society 

Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 
Pennsylvania  Psychiatric  Society 
Pennsylvania  Radiological  Society 
Philadelphia  Roentgen  Ray  Society 
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More  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
interest  of  better  patient  care.  And,  an  ever-in- 
creasing number  of  state  medical  associations, 
specialty  societies,  and  other  medical  groups 
are  stipulating  continuing  medical  education  as  a 
membership  requirement. 

In  response  to  these  developments,  the  AMA 
has  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
in  approach,  are  of  interest  to  a variety  of  med- 
ical specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 
tion. Then  there  are  the  two  AMA  conventions. 
The  Annual  alone  features  53  postgraduate 
courses,  41  3-hour  symposia,  the  new  tele- 
courses and  many,  many  other  features  in  con- 
tinuing education. 

All  courses  at  regionals  and  conventions  are  ac- 
credited on  a hour-for-hour  basis  in  Category  I. 


The  AMA’s  Physician’s  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N.H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 

30th  CLINICAL  CONVENTION 

Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 


Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


consider  the  effect  on 
coexisting  giaucoma  when 
you  prescribe  a vasodiiator* 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODIIAN 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MBa^iriHon  .ABOR.,TOR,e 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  V^hen  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 
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Damon  Clinical  Colloquium 


A new  continuing  medical  education  series 
on  disease  states 

and  their  diagnostic  laboratory  tests. 

Fill  in  card  to  obtain  your  FREE  copy. 


Postage  Free  Reply  Mail 


Yes! 

I am  interested  Name 

in  receiving 
‘‘Update  Thyroid”. 

Please  deliver  it 

to  me  at  the  ^ — 

following  address:  Signed_ 


(please  print) 


.State. 


.Zip. 


<§)  DAMON 

5 
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a complimentary  service  of 
DAMON  MEDICAL 
LABORATORIES,  INC., 
your  Damon 
community  laboratory 


nXutio^ 

“Tgrams  about  duseas  is,  o £° "the 


‘■“r,;  developeo  » tes  and  reJ-o--- 

Damon  Lias  disease  sta  discussion  of 

suD3ecu  ; suxt^Di-  j- f ferentxai  u & 

involved  f,rilization  eacLi  volume. 

laboratory  included  rn  ^nd””  informs 

now  charts  are  m -update  Thyroxd  , 

_ Oa-n  1"  1 1 re  Id  , ^ 1 I 


Ld 


Luvuj-v--  irilizacj-uLL  ^ach  voxuiu^-. 

laboratory  included  rn  ^nd””  informs 

how  charts  are  in  ■■Undate  Thyroid  • 

^ £drst  monograph  f^rolf  iest  by  Co.petitiv 

IS  being  hhlthe^tj 

ros'd orobligation- 

^ . . .VanQ  volume 


professional  obligation.  ^ 

” .u.  -O.-."' “.£?“>•“  “ 


Sincerely 


V redfcal  Director 


First  Class 
Permit  No.  897 
Stamford,  CT 


BUSINESS  REPLY  MAIL 

No  postage  stamp  necessary  if  mailed  in  the  United  States 


postage  will  be  paid  by 

DAMON  MEDICAL  LABORATORY  INC. 

260  West  Broadway 
New  York,  N.Y.  10013 
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If  your  angina  patient* 
isn't  havii^  3 out  of  4 
better  days  than  usual... 


tryCardilate 

•'(ERYTHRITYLTETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  Its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin 
istering  the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  m the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  m bottle  of  i .000 
Also  available  Cardilate-  P brand 
Erythntyl  Tetranitrate  with  Phenobarbital* 
('Warning  may  be  habit-forming] 

1 Russek  HI  AM  J M Sc  239:478.  1960 


Burroughs  Wellcome  Co. 

. Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


‘Please  note  unsiable  angina  patients  may  be  retractory  to  all  long  aclinq  nilralos 


Pain  days”  significantly  re- 
duced with  Cardilate"  (eryth 
rityl  tetranitrate]  in  48-patient 
study.’  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate. 


Rapid-acting  chewable  tablets 

(lOmg]  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin. 


When  impotence  due  to 
androgenic  deficiency 


- ' H Android-  5— 
M Android’- 10  * 
^ Android  - 25  - 


Methyitestosterone  N.F.  — 5,  10,  25  mg. 


DESCRIPTION:  Methyitestosterone  is  17fl-Hydroxy-17- 
Methylandrost-4-en-3-one.  ACTIONS:  Methyitestosterone 
is  an  oil  soluble  androgenic  horrrxrne  INDICATIONS:  In  the 
male:  1.  Eunuchoidism  and  eunichism.  2.  Male  climacteric 
symptoms  when  these  are  seconda^  to  androgen  defi- 
ciency. 3.  Impotence  due  to  androgenic  deficiency.  4.  Post- 
puberal  cryptorchidism  with  evidence  of  hypogonadism. 
Cholestatic  hepatitis  with  jaundice  and  altered  liver  function 
tests,  such  as  increased  BSP  retention,  and  rises  in  SGOT 
levels,  have  been  reported  after  Methyitestosterone.  These 
changes  appear  to  be  related  to  dosage  of  the  drug.  There- 
fore, in  the  presence  of  any  changes  in  liver  function  tests, 
drug  should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  In  sodium  and  fluid  retention. 
This  may  present  a probiem,  especially  In  patients  with  com- 
promised cardiac  reserve  or  renal  disease.  In  treating  males 
lor  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of 
increasing  the  nervous,  mental,  and  physical  activities 
beyond  the  patient's  cardiovascular  capacity. 
CONTRAINDICATIONS:  Contraindicated  in  persons  with 
known  or  suspected  carcinoma  of  the  prostate  and  in  car- 
cinoma of  the  male  breast.  Contraindicated  in  the  presence 
of  severe  liver  damage.  WARNINGS:  If  priapism  or  other 
signs  of  excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or  excessive 
dosage  may  cause  inhibition  of  testicular  function,  with  resul- 
tant oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensitivity 
and  gynecomastia  may  occur  rarely.  PBI  may  be  decreased 
in  patients  taking  androgens.  Hypercalcemia  may  occur, 
particularly  during  therapy  for  metastatic  breast  carcinoma, 
if  this  occurs,  the  drug  should  be  discontinued.  ADVERSE 
REACTIONS:  Cholestatic  jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume  • Hypercalcemia  particularly  in 
patients  with  metastatic  breast  carcinoma.  This  usually  indi- 
cates progression  of  bone  metastases  • Sodium  and  water 
retention  • Priapism  • Virilization  in  female  patients  • Hyper- 
sensitivity  and  gynecomastia.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  strictly  individualized, 
as  patients  va^  widely  in  requirements.  Daily  requirements 
are  best  administered  in  divided  doses.  The  following  is 
suggested  as  an  average  daily  dosage  guide.  In  the  male: 
Eunuchoidism  and  eunuchism,  10  to  40  mg.;  Male  climac- 
teric symptoms  and  Impotence  due  to  androgen  deficiency, 
10  to  40  mg.;  Postpuberal  cryptorchism,  30  mg.  HOW 
SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60,  250. 

Write  for  Literature  and  Samples 

(BKOi\U!m  the  brown 
PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles.  California  90057 


Anabolic  Stimulant 
Increased  Muscular  Tone 
Osteoporosis 

EACH  ANDROID-G  TABLET  CONTAINS: 


Ethinyl  Estradiol 0.005  mg 

Methyltestosterone 1 .25  mg 

L-lysine  100  mg 

Nicotinic  Acid 12.5  mg 

Iron  (from  Ferrous  Sulfate) 2.02  mg 

Vitamin  A 2.500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg 

Riboflavin 2.5  mg 

Ascorbic  Acid  25.0  mg 

Folic  Acid 0.1  mg 

Vitamin  B-12  1.5  meg 

Methionine 12  mg 

Choline  Bitartrate 15  mg 

Inositol to  mg 

Calcium  Pantothenate 2.5  mg 

Pyridoxine  0.25  mg 

Copper  (from  Copper  Sulfate) 0.25  mg 

Zinc  (from  Zinc  Oxide) 0.25  mg 

Iodine  (from  Potassium  Iodide 0.075  mg 

Calcium  (from  Dicalcium  Phosphate 72.5  mg 

Phosphorus  (from  Dicalcium  Phosphate) 55  mg 

Potassium  (from  Potassium  Sulfate) 2.5  mg 

Manganese  (from  Manganese  Sulfate)  0.5  mg 

Magnesium  (from  Magnesium  Sulfate) 0.5  mg 


ACTION  AND  USES  — DOSAGE;  1 tablet  after  breakfast 
and  supper,  or  as  required,  in  females.  3-week  courses  of 
therapy  are  recommended  followed  by  a 1 -week  rest  period. 
Withdrawal  bleeding  may  occur  during  the  rest  period. 
PRECAUTIONS:  Administer  cautiously  to  female  patients 
who  tend  to  develop  excessive  hair  growth  or  other  signs  of 
masculinization.  CONTRAINDICATIONS:  Patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as  in 
carcinoma  of  the  breast,  genital  tract,  or  prostate,  and  in 
patients  with  a familial  tendency  to  these  types  of 
malignancy  AVAILABLE:  Bottles  of  100  and  500  tablets. 
Rxonly, 

Write  for  Literature  and  Sampies 

I jhe  brown 

PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles.  California  90057 
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Tenth  Annual  Main  Line  Conference 
“CURRENT  CONCEPTS  IN  MEDICINE 
FOR  THE  PRACTICING  PHYSICIAN  ’ 

May  6,  7,  8,  1976 
at  the 

SHERATON  - VALLEY  FORGE 
Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 
Affiliated  with  Jefferson  Medical  College 
PROGRAM  INCLUDES: 

• Coronary  Disease 

• Infectious  Disease 

• Sports  Injuries 

GUEST  SPEAKERS  INCLUDE: 

• William  C.  Roberts.  M.D. 

Chief.  Section  of  Pathology 
National  Heart  & Lung  Institute 
National  Institutes  of  Health 
Bethesda.  Maryland 

• Joseph  S,  Torg.  M.D. 

Director.  Temple  University  Center 
for  Sports  Medicine  and  Science 

Approved  for  20  hours  of  Prescribed  AAFP, 

PMS,  AMA  Category  1 CME  Credit;  AOA  and  ACGPOMS 
approved 

FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D.,  Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospitai 
Bryn  Mawr,  Pennsyivania  19010 
Registration  Fee:  $90.00 
(includes  3 luncheons,  cocktails  and  dinner) 


• ENT  Infections 

• Arthritis 

• Hypertension 

• 42  Concurrent  Clinics  and 
Seminars 

• Ray  H,  Rosenman,  M.D. 

Co-author 

"Type  A Behavior  and  Your  Heart 
Harold  Brunn  Institute 
San  Francisco,  California 

• Michael  A.  Manko.  M.D. 

Chief.  Department  of  Infectious  Diseases 
Lankenau  Hospital 


The  State  Society’s  Committee  on  Quackery 
has  made  available  to  members  the  book,  At  Your 
Own  Risk-the  Case  Against  Chiropractic.  The 
author,  Ralph  Lee  Smith,  explains  the  origin  of 
chiropractic,  reveals  facts  gathered  while  visiting 
major  chiropractic  clinics,  schools,  and  semi- 
nars from  coast  to  coast,  and  relates  accounts  of 
individual  experiences  with  chiropractic. 

The  Society  will  send  one  free  copy  of  the  book 
to  member  physicians  upon  request.  Use  the  at- 
tached coupon. 

I am  a member  of  the  Pennsylvania  Medical  Society. 
Please  send  me  one  free  copy  of  the  book,  At  Your  Own 
Risk — the  Case  Against  Chriopractic. 

NAME: 

ADDRESS: 

CITY: STATE:  ZIP  CODE: 

Committee  on  Quackery, 

Pennsylvania  Medical  Society, 

20  Erford  Rd.,  Lemoyne,  PA  17043 


Testing  in  Humans: 
WhOyWhere  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

X.PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4«PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

(l.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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Coping  with  records,  teiephone  probiems  in  medicai  office 

LEiF  C.  BECK,  LL.B. 

VASiLIOS  J.  KALOGREDIS,  J.D. 

Baia  Cynwyd 


Two  areas  of  medical  office  routines  which  commonly 
require  attention  in  our  practice  surveys  are  the  handling 
of  the  telephone  and  of  patient  charts  and  records.  This 
article  deals  with  some  of  the  problems  often  arising  in 
these  areas,  and  suggests  ways  of  dealing  with  them. 

Handling  the  telephone 

Perhaps  no  single  facet  of  office  practice  annoys  doc- 
tors as  much  as  the  telephone.  Some  physicians  are  inter- 
rupted so  much  by  telephone  calls  that  their  scheduled 
patients  become  inconvenienced  as  well.  This  is  notfairto 
the  doctor  or  his  patients,  especially  since  some  degree  of 
organization  will  usually  keep  the  situation  under  control. 

Having  enough  lines — Medical  offices  sometimes  de- 
velop a reputation  for  being  nearly  impossible  to  reach  by 
telephone  because  their  lines  are  constantly  tied  up.  While 
a doctor  might  simply  excuse  such  a situation  as  a reflec- 
tion of  the  patient  volume,  it  really  should  not  be  tolerated. 
The  caller  unable  to  ‘‘get  through”  might  be  a patient  with 
an  emergency  problem,  an  important  referring  physician, 
or  the  like.  Busy  signals  thus  carry  a risk  which  no  doctor 
should  be  willing  to  accept. 

An  office  can  determine  the  scope  of  this  problem  sim- 
ply by  having  the  local  telephone  company  run  a "busy 
signal  check”  on  its  phone  lines.  The  company  will  then,  at 
no  charge,  tie  into  the  practice’s  telephone  lines,  usually 
for  one  or  two  weeks,  recording  the  number  of  calls  receiv- 
ing busy  signals.  The  process  involves  no  interruptions  to 
service,  and  it  works  automatically  with  no  invasions  of 
privacy.  If  a practice  receives  more  than  an  occasional 
complaint,  a busy  signal  check  should  be  requested  to 
determine  how  serious  the  problem  might  be. 

Any  substantial  number  of  busy  signals  would  suggest 
the  need  for  more  telephone  lines.  It  may  be  that  one  or 
more  additional  “incoming”  lines  should  be  added.  These 
are  the  lines  through  which  patients  and  others  can  reach 
the  office,  operating  off  a single  telephone  number  which 
automatically  "kicks”  to  the  next  number  if  the  first  one  is 
busy. 


The  authors  are  the  principal  consultants  of  Manage- 
ment Consulting  for  Professionals,  Inc.,  Bala  Cynwyd. 


Even  if  adding  incoming  lines  requires  a change  in  the 
office’s  telephone  number  (lines  can  only  “kick”  to  the 
next  number  in  sequence),  this  inconvenience  would  be 
worthwhile.  Rarely  will  the  patients’  acquaintance  with  an 
existing  telephone  number  be  important  to  the  practice, 
despite  occasional  fears  to  that  effect.  In  obtaining  a new 
listing,  by  the  way,  several  succeeding  lines  can  be  re- 
served for  future  use  as  the  practice’s  demands  might 
continue  to  grow. 

The  incoming  lines  should  be  reserved  solely  for  incom- 
ing phone  calls:  the  doctors  and  aides  should  use  sepa- 
rate "outgoing”  lines  for  all  their  calls  from  the  office.  In 
some  cases,  the  busy  signals  might  have  resulted  from  too 
many  outgoing  calls  tying  up  the  incoming  lines,  perhaps 
because  the  outgoing  line  or  lines  are  insufficient.  This 
possibility  can  be  evaluated  by  placing  a sheet  of  paper  by 
each  office  telephone  for  perhaps  a week  and  having  all 
personnel  mark  down  each  time  no  outgoing  line  was 
available.  If  that  problem  is  discovered,  one  or  more  addi- 
tional outgoing  lines  should  be  obtained  either  in  addition 
to  or  instead  of  added  incoming  lines. 

Where  the  number  of  lines  is  at  its  maximum  for  the 
phone  system,  and/or  where  the  receptionist  cannot 
handle  more  phone  calls,  one  alternative  solution  would 
be  to  obtain  a separate  telephone  number  for  certain  of 
the  aides.  The  bookkeeper  might,  for  instance,  have  a 
direct  telephone  line  bypassing  the  receptionist,  and  this 
number  could  even  be  given  to  patients  (perhaps  printed 
onto  the  billheads)  for  their  use  should  they  have  any 
questions  regarding  their  bills,  the  status  of  their  insur- 
ance claims,  etc.  Such  a solution  might  be  cheaper  than 
obtaining  expanded  telephone  equipment  and  it  might 
hold  down  the  telephone  answering  problems,  but  it  will 
lack  flexibility  since  the  calls  on  the  separate  line  could 
not  be  switched  to  others  in  the  office. 

Adding  telephone  lines  admittedly  increases  the  strain 
upon  the  receptionist  or  other  aides  responsible  for  an- 
swering all  calls.  There  must  at  all  times  be  a well- 
understood  backup  system  whereby  a second  person  an- 
swers calls  when  the  primary  person  is  tied  up;  and  the 
volume  of  calls  may  simply  justify  the  hiring  of  more  help 
to  meet  the  demand.  The  duties  of  the  receptionist  and 
telephone  operator  may  have  to  be  separated  into  two 
full-time  jobs,  there  still  being  an  organized  backup  sys- 
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tern  for  busy  times.  At  any  rate,  adding  phone  lines  but 
then  allowing  some  calls  to  go  unanswered  creates  a 
worse  situation  than  having  busy  signals. 

Training  the  operator — As  a rule,  the  most  effective 
physicians  seem  to  have  the  fewest  telephone  interrup- 
tions during  their  regular  patient  working  hours.  Their 
level  of  success  in  holding  down  these  interruptions  de- 
pends first  on  the  capacity  of  the  persons  responsible  for 
answering  the  phone — the  receptionist  or  telephone  op- 
erator and  the  backup  aides.  Their  success  is  a direct 
function  of  the  doctor’s  identifying  how  calls  are  to  be 
handled  and  training  the  aides  accordingly. 

Each  physician  must  first  list  in  writing,  for  the  continu- 
ing reference  of  those  handling  incoming  phone  calls,  his 
instructions  for  various  types  of  calls.  The  more  varieties 
of  calls  he  can  categorize  the  better  his  aides  should  be 
able  to  respond.  They  should  in  turn  keep  a continuing  list 
of  new  examples  for  him  to  categorize.  Each  such  exam- 
ple should  fall  into  one  of  the  following  categories: 

a.  Must  go  through  to  the  doctor  immediately: 

b.  Must  interrupt  the  doctor  immediately  for  instruc- 

tions or  evaluation: 

c.  Doctor  should  return  after  the  present  patient  is  seen: 

d.  Transfer  to  nurse  or  other  assistant: 

e.  Hold  for  doctor’s  normal  call-back: 

f.  Hold  for  instructions  from  doctor  and  operator’s 

call-back:  and 

g.  Operator  handle  herself. 

Only  as  the  operator  and  her  backup  aides  become  thor- 
oughly familiar  with  the  proper  treatment  of  each  type  of 
phone  call  can  the  doctor  expect  effective  office  practice 
with  only  necessary  interruptions. 

The  process  of  training  a telephone  operator,  who  usu- 
allydoubles  as  receptionist  in  a small  office,  also  requires 
that  person’s  education  as  to  medical  symptoms  and  their 
possible  meanings.  A good  operator  will  in  due  time  learn 
that  certain  complaints  can  be  deferred  for  routine  call- 
back, that  other  complaints  require  followup  questions  for 
her  initial  evaluation,  and  so  on.  The  doctor  must  take 
responsibility  for  this  training  process  even  if  much  of  it 
comes  from  another  aide  or  the  office  manager.  It  is  the 
type  of  subject  that  should  receive  continuing  attention  at 
office  staff  meetings. 

Call-back  systems — The  physician  should  arrange  for 
as  few  calls  to  reach  him  as  possible,  with  his  making  all 
necessary  return  calls  in  a single  time  period.  Such  a 
call-back  system  should  significantly  reduce  his  time  in 
dealing  with  telephone  calls,  simply  because  they  can  be 
grouped  for  his  handling  in  quick  succession.  In  addition 
to  reducing  the  number  of  interruptions  to  office  patients, 
the  system  recognizes  the  general  management  principle 
that  one  can  usually  be  most  efficient  and  effective  by 
grouping  similar  tasks. 

The  operator  should  have  a list  of  the  call-backs  to  be 
made,  and  she  can  begin  contacting  the  next  patient  caller 
while  the  doctor  is  talking  to  one  of  them.  The  doctor 
should  thus  be  able  to  jump  from  call  to  call  in  minimum 
time,  disposing  of  a number  of  calls  in  quick  succession. 
Any  calls  which  he  or  the  operator  suspects  might  take 
more  than  routine  time  can  be  segregated  for  later  han- 
, dling,  marked  as  the  last  of  a cluster  of  calls  or  whatever 
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else  is  appropriate. 

Telephone  hours — Primary  care  practices  are  well 
suited  to  use  of  a “telephone  hour,”  a designated  time 
period  when  patients  are  free  to  call  to  ask  questions, 
report  on  their  progress,  receive  further  instructions,  etc. 
The  hour  would  require  the  doctor’s  attendance  at  the 
telephone,  but  it  tends  to  reduce  the  number  of  phone 
interruptions  during  office  visiting  hours.  It  can  be  both  a 
valuable  service  to  the  patients  and  a tool  for  office  effi- 
ciency. 

If  a telephone  hour  exists,  however,  its  success  will 
depend  on  how  well  the  patients  are  educated  to  respect 
it.  This  can  be  done  in  writing  by  stating  the  hour  even  on 
billheads  and  appointment  cards  and  by  emphasis  in  a 
“Patient  Information  Booklet.”  Furthermore,  the  recep- 
tionist or  telephone  operator  should  be  urged  to  politely 
encourage  all  but  emergency-type  callers  to  place  their 
future  calls  during  the  telephone  hour. 


Patient  charts  and  records 

Selecting  proper  forms — A practice  should  occasion- 
ally consider  whether  its  patient  charts  are  most  useful  to 
the  physicians  and  staff.  A new  doctor,  of  course,  has  the 
opportunity  to  select  the  appropriate  form  initially,  and  to 
avoid  the  common  trap  of  merely  using  blank  file  folders 
and  plain  paper.  Existing  practices  often  feel  they  cannot 
or  should  not  change  from  their  present  system.  However, 
gradual  conversion  is  usually  less  disruptive  than  antici- 
pated. 

A patient  chart  ought  to  serve  as  a tool  for  a doctor’s 
continuing  work  with  or  for  the  patient.  It  should  not  sim- 
ply be  regarded  as  a depository  of  notes  to  be  retained  in 
case  of  third  party  review.  Therefore,  organizing  a chart 
system  which  makes  the  important  ongoing  information 
immediately  available  can  be  a valuable  investment  of  a 
doctor’s  time. 

The  file  folders  used  to  hold  medical  records  and  nota- 
tions can  easily  be  preprinted  as  best  suits  a practice.  The 
outside  cover  might  contain  spaces  for  important  prior 
problems,  it  might  have  spaces  to  write  in  allergies,  and 
the  like.  Some  suppliers  sell  these  preprinted  folders  in 
forms  appropriate  for  various  specialties.  A doctor  will 
often  be  best  served  to  design  his  own  format  to  suit  his 
specific  routines  and  thought  patterns.  Having  such  file 
folders  printed  in  bulk  is  inexpensive,  often  less  expensive 
than  purchasing  those  which  are  commercially  available. 

Similarly,  there  can  be  a variety  of  page-insert  forms 
which  may  be  more  useful  than  mere  plain  paper.  Each 
doctor  or  group  should  design  what  will  best  help  his  or  its 
style  of  practice,  avoiding  use  of  plain  paper  simply  be- 
cause of  inaction. 

The  “problem  oriented  medical  record”  (POMR)  system 
is  receiving  widespread  attention.  Some  authorities 
suggest  that  POMR  will  be  virtually  essential  in  the  very 
near  future,  while  many  private  practices  object  that  the 
system  is  too  burdensome.  In  our  opinion,  total  use  of 
POMR  may  involve  more  than  many  office  practices  can 
handle,  but  intelligent  application  of  some  of  its  principles 
can  help  improve  medical  effectiveness. 
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As  an  example,  the  POMR  system  stresses  the  listing  of 
complaints  on  the  outside  cover  for  continuing  reference. 
This  is  a simple  matter  for  almost  any  physician  to  under- 
take at  least  prospectively,  and  it  can  help  him  avoid 
forgetting  previous  problems  which  might  have  a bearing 
on  a patient’s  later  condition.  Incorporating  this  aspect  of 
POMR  onto  the  preprinted  file  folder  might  thus  be  useful. 

Loose  charts — Every  office  will  occasionally  be  plagued 
by  having  to  search  for  a lost  chart.  The  exercise  is  time 
consuming  and  frustrating  to  all  employees  concerned, 
while  the  actual  failure  to  find  it  can  be  medically  harmful. 
In  some  cases  the  chart  may  have  been  accidentally  mis- 
filed (discussed  later),  but  the  cause  will  in  many  other 
situations  simply  have  been  a lack  of  effective  office  pro- 
cedures. 

Every  office  should  have  certain  hard  and  fast  rules  with 
respect  to  handling  of  charts.  One  rule  would  be  that  they 
never  be  allowed  to  leave  the  office,  prohibiting  even  the 
doctor  from  taking  charts  home  for  study  or  dictation. 
Most  doctors  can  finish  their  charts  in  the  office,  avoiding 
this  disruption  to  their  home  lives,  and  hence  almost  any 
doctor  can  abide  by  this  rule  if  he  arranges  his  practice  to 
permit  it.  Little  frustrates  an  office  staff  more  than  a com- 
pelling need  for  a chart,  a frenzied  search  and  then  the 
discovery  that  it  was  left  at  a doctor’s  home. 

Another  rule  should  be  that  charts  may  never  be  placed 
in  closed  drawers  or  otherwise  under  cover.  While  various 
aides  may  legitimately  need  charts  for  their  work  (for  in- 
surance billing,  as  an  example),  having  the  folders  on  top 
of  their  desks  will  at  least  give  others  a chance  to  locate 
them.  Here  again,  the  doctor  may  be  the  worst  offender  if 
he  is  behind  on  his  dictation;  his  obeying  the  visibility  rule 
would  help  avoid  employer-employee  friction. 

One  more  rule  would  requirere-f/7/ng  of  all  used  charts 
at  least  once  a day.  There  should  be  designated  areas  for 
each  individual  to  place  completed  charts,  and  one  indi- 
vidual should  be  responsible  to  check  those  areas  and 
re-file  the  charts  every  day.  Even  if  this  task  requires  hiring 
extra  part-time  help  (if  only  a high  school  student  for  the 
late  afternoons),  the  cost  should  be  worth  the  resulting 
access. 

File  cabinets  and  shelves — In  determining  what  form  of 
cabinetry  or  shelving  should  be  used  to  store  patient 
records,  the  important  considerations  include  economy 
of  space,  ease  of  access  and  protection.  Lateral,  open- 
shelved  filing  is  by  far  the  best  answer. 

While  closed  file  cabinets  offer  maximum  fire  protection 
and  confidentiality,  they  are  rarely  desirable  for  a busy 
office.  They  simply  take  too  much  room,  requiring  at  least 
twice  the  initial  space  in  order  to  be  pulled  open.  Confi- 
dentiality should  be  dealt  with  simply  by  locating  the  files 
in  the  business  office  or  separate  file  storage  area  where 
patients  and  visitors  should  not  be  permitted,  and  fire 
prevention  is  not  sufficiently  enhanced  even  by  closed  file 
drawers.  Hence  the  space  loss  and  inconvenience  of  hav- 
ing to  pull  open  file  drawers  makes  the  expensive  file 
cabinets  undesirable. 

Mere  construction  of  open  shelves  against  the  walls 
would  be  the  most  desirable  approach  to  chart  storage.  As 
a practice  outgrows  its  wall  space,  construction  or  pur- 
chase of  simple  free-standing  metal  shelving  arranged 


into  aisles  of  open,  lateral  files  would  be  appropriate.  This 
approach  is  by  far  less  expensive  than  the  purchase  of  file 
cabinets,  and  it  serves  the  office’s  needs  the  best. 

Filing  systems — The  aim  of  any  filing  system  must  be  to 
assure  easy  retrieval  of  a chart  and  to  prevent  misfiling.  On 
both  these  counts,  alphabetical  filing  systems  are  far  su- 
perior to  numerical  systems  until  and  unless  the  practice 
grows  to  multi-doctor  clinic  size.  Numerical  systems  re- 
quire at  least  one  separate  set  of  alphabetical  cards,  con- 
verting patient  names  to  numbers,  from  which  the  oppor- 
tunity for  clerical  error  is  magnified.  And  every  time  some- 
one needs  a patient’s  chart,  the  extra  step  of  convering 
from  name  to  number  adds  to  the  time  involved. 

Even  alphabetical  files  can,  of  course,  be  misfiled.  Color 
coding  of  the  folders  according  to  first  and/or  second 
letters  of  each  patient’s  last  name  will  reduce  that  problem 
to  an  acceptable  minimum.  In  a simple  system,  all  pa- 
tients’ names  starting  from  “Aa”  through  “At”  might  have 
a red  color  edge  over  a green  one,  and  so  on  through  the 
alphabet.  In  a more  refined  system  there  may  be  a color 
edge  for  the  first  letter  of  the  last  name  with  a secondary 
color  just  below  it  for  the  second  letter.  Under  any  such 
system,  a misfiled  chart  should  stand  out  by  its  color 
variation;  or  else  misfiling  within  the  color  grouping 
would  be  reasonably  easy  to  discover  by  thumbing 
through  only  that  group. 

Color  coding  should  also  be  adopted  for  another  pur- 
pose, to  facilitate  periodic  “purging”  of  files.  Patient 
charts  seem  to  multiply  dramatically  as  a practice  grows, 
often  to  the  point  that  there  is  simply  no  more  space  for 
them.  The  answer  must  be  to  “purge”  the  active  files  of  all 
those  patients  for  whom  there  has  been  no  recent  activity. 
These  charts  should  be  refiled  in  a less  busy  place, 
perhaps  the  office’s  basement,  for  they  will  be  needed 
only  occasionally. 

Color  coding  charts  for  purging  purposes  requires  only 
a few  rolls  of  colored  adhesive  sticker  tape.  As  each  pa- 
tient is  seen  for  the  first  time  in  a year,  that  year’s  sticker 
color  would  be  placed  on  the  edge  of  the  file.  In  the 
following  year,  another  color  would  be  placed  over  the 
first  color  when  the  patient  is  first  seen.  It  would  thus  be  a 
simple  matter  a few  years  hence  for  an  aide  to  go  through 
all  the  active  files  and  pull  all  charts  of  patients  not  seen  at 
all  since  a specific  year. 

Existing  practices  tend  to  shy  away  from  any  changes  to 
color  coding  systems  out  of  fear  that  the  conversion  will 
be  tremendously  difficult.  This  is  not  the  case.  Alphabeti- 
cal color  coding  of  present  files  can  usually  be  ac- 
complished by  lay  personnel,  even  by  high  school  stu- 
dents, over  one  or  several  weekends  or  evenings  with  little 
physician  supervision.  Color  coding  by  year  can  begin 
prospectively  at  any  time,  at  least  making  purging  easier 
sometime  in  the  future,  with  no  initial  disruption  at  all. 

The  sooner  an  office  adopts  or  converts  to  color  coding 
systems,  the  better  it  will  be  protected  against  future  filing 
problems.  Therefore,  newly  practicing  doctors  would  be 
well  advised  to  begin  color  coding  at  the  outset  even  if  it 
would  seem  unnecessary  in  the  early  stages.  The  appar- 
ently geometric  growth  of  patient  files  justifies  this  initial 
step,  while  it  increases  the  reason  for  an  existing  practice 
to  convert  as  soon  as  possible. 
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GiycoTuss; 

[guaifenesin} 

it  frees  coughs  by 
removing  their  cause. 


GLYCOTUSS  (guaifenesin) 
iis  the  effective  expectorant 
’ that  works  to  manage 
[the  common  dry  cough. 

e j. 

5 -Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
a I percentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
jCOLigh.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
I just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
to : the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
ill  [other  guaiacols. 

ti-  j 

c-  jGlycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
Imucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
ier  (secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
I 'mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
"g  inspissated  mucus, 
be  1 


Indications:  GLYCOTUSS  [guaifene- 
sinl  IS  of  value  in  the  treatment  of 
coughs,  particularly  the  unproductive 
cough  due  to  the  common  cold 
In  chronic  bronchitis  and  bronchiecta- 
sis It  apparently  aids  healing  in  the 
chronic  stage  of  inflammation  by  caus- 
ing irritation  The  sputum  often  de- 
creases in  amount  and  is  less  objec- 
tionable in  taste  and  odor 
Dosage:  Adults  One  or  two  tablets  or 
teaspoonfuls  every  four  hours  The 
suggested  adult  maximum  daily  dos- 
age IS  800  mg  unless  directed  other- 
wise by  the  physician  Children  (6  to 
12  years]  one  tablet  or  teaspoonful 
every  four  hours  Children  under  6 
years  as  the  physician  directs 
Contraindications:  Contraindicated  in 
patients  who  have  a history  of  sensi- 
tivity to  guaiacol 

Side  Effects:  No  serious  side  effects 
have  been  reported  of  guaifenesin 
Cccasional  gastric  disturbance  and 
nausea  have  been  encountered 
Supplied:  GLYCCTUSS  (guaifenesin] 
IS  available  as  tablets  in  bottles  of  100. 
500.  and  1 000,  as  a pleasantly  fla- 
vored syrup,  in  pints  and  gallons 
Each  tablet  contains  100  mg  guaifene- 
sin Each  teaspoonful  (5  ml  ] contains 
100  mg  guaifenesin 
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Kefnr 

cef^lin  sodium 

Ampioules,  equivalent  to  250  mg.,  500  mg.,  1 Cm., 
and  10  Cm.  of  cefazolin 
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Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


editorials 


Past  remembered  source  of  inspiration 


February  22  marks  the  anniversary  of  the  birth  of 
the  leader  of  the  Army  of  the  American  Revolution 
and  the  first  President  of  the  United  States,  George 
Washington.  Although  the  War  for  Independence 
lasted  only  eight  years,  the  Revolution  began  with 
the  first  settlers  and  lasted  for  more  than  125  years. 
The  American  colonies  were  populated  by  a pot- 
pourri of  religious  dissenters,  social  outcasts,  politi- 
cal malcontents,  and  economically  downtrodden. 
They  came  to  the  new  world  to  escape  the  tyranny  of 
European  monarchy  and  they  brought  with  them  the 
seeds  of  revolutionary  thought — freedom  of  religion 
and  speech,  equality  before  the  law,  and  economic 
opportunity.  The  moving  force  of  the  Revolution  was 
the  struggle  for  justice  and  equality. 

The  past  two  decades  have  seen  a frightening 
decline  in  national  morale,  possibly  due  to  increas- 
ing disenchantment  with  government.  Political  as- 
sassination and  terrorism  and  excesses  of  the  so- 
called  intelligence  community  are  not  indicative  of 
the  American  heritage.  Corporate  manipulation  of 
elected  officials  through  “campaign  contributions” 
defiles  the  intent  of  government  of,  by,  and  for  the 
people.  Usurpation  of  power  by  the  executive 
branch  of  the  government  and  events  leading  to  the 
resignation  of  a president  hark  back  to  the  famous 
declaration  of  Louis  XIV,  “L’etat,  c’est  moi." 

On  the  other  hand,  there  can  be  tyranny  of  the 
many  as  well  as  of  the  few.  The  feudal  system  that 
the  revolution  strived  to  correct  found  its  way  into 
this  country  under  the  cloak  of  big  business.  Com- 
pany stores,  low  wages,  and  long  working  hours 
signaled  the  birth  of  economic  servitude  that  was  to 


be  inherited  by  succeeding  generations.  The  com- 
mon man’s  answer  was  the  organization  of  unions. 
The  labor  movement,  having  achieved  recognition 
and  power,  has  contributed  to  political  and 
economic  chaos  and  remains  essentially  un- 
checked. After  200  years,  equality  for  women, 
blacks,  and  the  American  Indian  has  still  not  been 
achieved. 

It  is  important  to  remember  the  events  of  1 776  but 
it  is  even  more  imperative  that  we  reexamine  the 
ideals  on  which  we  build  our  government.  Have  we 
grasped  the  promise  of  the  Revolution  or  have  we 
foolishly  deprived  ourselves  of  its  gains?  The  Dec- 
laration of  Independence  is  one  of  the  most  inspir- 
ing documents  produced  by  modern  man.  “We  hold 
these  truths  to  be  self-evident:  That  all  men  are 
created  equal;  that  they  are  endowed  by  their  Cre- 
ator with  certain  inalienable  rights;  that  among 
these  are  life,  liberty  and  the  pursuit  of  happi- 
ness;. . Do  we  embrace  these  truths  or  have  we 
become  a nation  of  traitors  to  our  own  cause? 

As  the  events  of  this  Bicentennial  year  progress, 
perhaps  we  can  recapture  the  Spirit  of  ’76.  But  that 
promise  can  only  be  regained  by  evaluation  of  past 
ideals  in  their  historical  setting  and  by  application  of 
those  values  to  1976  America. 

“In  the  continual  remembrance  of  a glorious  past 
individuals  and  nations  find  their  noblest 
inspiration." — Sir  William  Osier 


David  A.  Smith,  M.D. 
Medical  Editor 


Over-concern  can  equal  hysteria — thyroid  cancer 


Last  spring  the  news  media  apprised  Pennsylvan- 
ians of  a “terrible”  situation  with  respect  to  cancer 
of  the  thyroid  gland  resulting  from  previous  thera- 
peutic radiation.  Any  physician  can  immediately 
realize  that,  in  addition  to  a truly  expressed  concern, 
a great  deal  of  emotion  entered  the  picture  clouding 
rational  judgement  in  this  matter. 

In  a letter  dated  October  17, 1975,  James  H.  Sam- 
mons, M.D.,  of  the  American  Medical  Association, 
urged  “our  respective  constituent  societies  and  or- 
ganizations to  cooperate  with  one  another  in  devis- 


ing plans  to  meet  their  communities’  needs  with 
respect  to  thyroid  cancer  possibly  induced  by  earlier 
radiation.”  Dr.  Sammons  included  a joint  statement 
which  concisely  and  unhysterically  stated  the  prob- 
lem. Alternatives  to  be  considered  are  detailed. 

The  document  also  describes  a study  in  Mil- 
waukee, as  yet  not  published,  which  implies  that 
coordinated  use  of  the  media  and  free  evaluation  of 
all  patients  who  may  have  been  irradiated  will  “find” 
a significant  number  of  thyroid  malignancies.  Dr. 
Sammons’  letter  states  that  1,400  Milwaukee  area 
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residents  were  screened  during  the  first  year.  Ten 
percent  of  those  (or  140  by  my  calculation)  were 
found  to  have  thyroid  nodules.  Thirty-five  percent  of 
this  number  (140)  were  found  to  have  a thyroid 
malignancy,  or  by  my  computation,  3.5  percent.  This 
incidence  is  half  that  reported  forthe  Chicago  report 
but  considerably  above  the  projected  percentage 
found  in  previous  studies  by  Saenger  and  by  Baker, 
who  reported  that  the  latent  period  was  between  17 
and  20  years.  More  recent  studies  suggest  the  latent 
period  is  28  to  30  years.  One  might  suspect  that  as 
time  goes  by  the  number  of  cancers  may  become 
more  or  perhaps  less  frequent. 

Patients  who  have  received  therapeutic  irradia- 
tion of  the  head  and  neck  and/or  superior  mediasti- 
nal areas  will  have  an  increased  incidence  of  cancer. 
This  has  been  known  since  the  studies  of  thymic 
irradiation  were  published  in  the  1950s. 

Since  the  problem  has  been  reemphasized,  there 
have  been  many  suggestions  about  what  should  be 
done.  These  range  from  recommendations  to  oper- 
ate on  every  nodule,  whether  the  patient  was  ir- 
radiated or  not,  to  performing  scans  looking  for 
thyroid  nodules  on  anyone  who  has  had  a chest 
radiograph.  Serious  recommendations  also  have 
been  put  forward  that  all  of  the  medical  records  for 
the  past  30  to  40  years  should  be  searched  and 
anyone  who  has  received  radiation  be  recalled  to  be 
studied.  Many  problems  are  immediately  posed  by 
any  or  all  of  the  suggestions  that  have  been  made  to 
handle  the  problem  of  the  increased  incidence  of 
thyroid  cancer  which  may  be  present  in  such  pa- 
tients. At  the  outset,  one  must  recognize  that  the 
publication  of  two  papers  from  Chicago  (1)  (2)  indi- 
cating on  the  one  hand  an  incidence  of  7 percent 
thyroid  cancer  after  an  interval  of  28  years,  and  on 
the  other  hand  indicating  a 2.7  percent  incidence  of 
cancer  after  28  years,  whereas  previous  studies  by 
Saenger  (3)  had  indicated  an  incidence  of  about  1 
percent,  has  raised  more  questions  than  there  have 
been  answers.  Why  the  large  discrepancy  in  the  per- 
centages, a factor  of  2.5?  Part  of  this  may  be  related 
to  the  sample,  the  smaller  number  occurring  in  a 
larger  sample  of  patients  (938  versus  100).  Another 
part  of  the  explanation  may  be  related  to  the  bias  of 
the  authors  with  the  7 percent  incidence  who  are 
convinced  that  anybody  with  a thyroid  nodule  prob- 
ably has  cancer  caused  by  radiation.  Other  studies 
have  not  been  forthcoming  which  shed  much  fur- 
ther light  on  this  problem.  Not  ruled  out  are  a host  of 
other  etiologic  possibilities  as  well  as  statistical  ma- 
nipulations. The  problem  is  that  whether  the  mag- 
nitude of  the  problem  is  coherently  understood  or 
not,  the  responses  to  the  problem  have  been  multi- 
ple and  varied  and  many  questions  have  been 
raised.  The  real  issue  relates  to  two  factors:  what  to 


tell  the  patient  who  believes  he  was  irradiated,  and 
how  far  one  must  go  to  try  to  find  the  patients  and  by 
what  means. 

The  first  “Cincinnati  Guidelines’’  are  now  fairly 
well  established.  Nearly  ten  months  ago  the  State 
Society  drew  up  a set  of  guidelines,  based  on  the 
“Cincinnati  Guidelines,’’  which  are  available  to  any 
physician  upon  request.  There  have  been  few  or  no 
inquiries. 

These  guidelines  are: 

1.  Determine  whether  the  patient  has  been  ex- 
posed. If  records  documenting  exposure  can  be 
found,  then  the  patient  must  be  evaluated. 

2.  If  the  patient  insists  that  he  was  irradiated  but 
no  documentation  can  be  found,  the  patient  must  be 
considered  at  risk,  and  must  be  evaluated. 

3.  The  dose  of  Technetium  or  123  Iodine  (not  131 
Iodine)  now  required  to  produce  a thyroid  scan  is 
small.  Because  one  cannot  necessarily  find  a thyroid 
nodule  by  palpation,  one  must  do  a thyroid  scan 
(pinhole  collimator)  in  each  suspected  case. 

4.  If  nodules  are  clinically  palpable  and  are  found 
to  be  “cold”  on  scan  they  must  be  operated  upon  to 
exclude  carcinoma. 

5.  If  onecannotfind  any  abnormality  in  thethyroid 
scan,  one  can  reassure  the  patient,  and  ask  him  to 
return  to  be  rechecked  in  two  to  three  years. 

The  second  factor,  how  to  contact  the  patient,  is 
more  difficult.  Many  have  advocated  the  use  of  the 
news  media.  Some  have  advocated  a massive  call 
back  program.  Rational  evaluation  of  such  sugges- 
tions leads  one  to  suspect  that  they  are  fruitless.  It 
has  been  tried  in  some  communities,  but  the  mobil- 
ity of  the  American  population,  the  uncertainty  of 
whether  the  patient  was  even  exposed  or  not,  the 
lack  of  adequate  records,  and  above  all,  adequate 
dosimetry  can  make  the  cost  of  such  a massive  call 
back  program  astronomical. 

The  Milwaukee  report — unpublished  as  yet — 
lends  support  to  those  advocating  a call  back  pro- 
gram. 

The  letter  by  Dr.  Sammons  referred  to  at  the 


Dr.  Tristan  is  president  of  the  Pennsylvania  Radiologi- 
cal Society  and  director  of  the  division  of  radiology  at 
Polyclinic  Hospital,  Harrisburg.  He  is  a member  of 
numerous  professional  organizations  including  the 
Radiological  Society  of  North  America,  of  which  he  has 
recently  served  as  first  vice  president  and  secretary, 
and  the  American  College  of  Radiology. 
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beginning  of  this  discussion  states  unequivocally 
that  the  purpose  of  his  letter  is  to  ‘‘encourage  local 
planning.”  The  AMA  and  the  AHA  believe  that  ‘‘spe- 
cific plans  must  be  developed  locally  and  coopera- 
tively to  assure  that  the  responses  of  the  medical 
care  communities  are  feasible  within  local  condi- 
tions. . . . [T]here  is  a need  for  hospitals  and  physi- 
cians to  work  together  to  educate  their  own  col- 
leagues about  proper  methods  of  screening  and 
treating  this  problem  and  to  ensure  that  persons  in 
their  communities  that  need  attention  receive  it.”  It 

Guest  editorial 

Medicine  and  bureaucracy 

Reprinted  from  Medical  Bulletin,  Montgomery 
County  Medical  Society 

The  growth  and  development  of  the  art  and  sci- 
ence of  medicine  over  the  centuries  has  been  persist- 
ent, well  ordered,  calm,  and  sympathetic.  Yet,  in  the 
past  50  years,  the  physician  has  been  plagued  by 
outside  influences  beyond  the  profession,  trying  to 
tell  him  the  methodology  he  should  be  using. 

As  the  president  of  the  county  society  ten  years 
ago,  I made  the  somewhat  facetious  remark  that  the 
1950s  had  made  a sharp  businessman  out  of  the 
physician.  This  shape-up  was  produced  by  the 
Internal  Revenue  Service  bureaucracy.  I predicted 
that  the  1960s  would  make  a ‘‘political  animal”  of  the 
physician.  Thus,  as  advertised  by  me,  this  problem  is 


is  the  purpose  of  this  editorial  to  notify  the  medical 
community. 

As  to  the  method  of  assuring  that  the  patient  re- 
ceives the  warning  and  that  the  service  will  be  avail- 
able, many  questions  remain  unanswered.  Despite 
these  questions,  your  State  Medical  Society  rec- 
ommends that  all  physicians  study  the  ‘‘Cincinnati 
Guidelines”  listed  above  and  if  a problem  arises,  act 
accordingly. 

Theodore  A.  Tristan,  M.D. 

Harrisburg 


slowly  and  surely  developing  in  the  middle  1970s. 

The  process  was  begun  with  the  passage  and  im- 
plementation of  Public  Law  92-603,  amendments  to 
the  Social  Security  Act.  As  physicians  began  to  op- 
erate their  practices  within  this  framework,  they  be- 
came involved  with  bureaucrats.  At  first,  the  in- 
volvement was  only  with  the  Social  Security  Admin- 
istration, and  reimbursement  for  services  rendered. 
As  the  horrendous  cost  of  medicare  became  appar- 
ent, as  predicted  by  the  American  Medical  Associa- 
tion, officials  became  engrossed  with  the  problem  of 
accountability.  Accountability  had  been  a normal 
process  in  the  government’s  involvement  with  busi- 


Future  important  dates 

Wednesday,  March  10 — Board  of  Trustees  — 
Society  Headquarters. 

Wednesday,  April  21,  and  Thursday,  April  22 — 
Officers’  Conference — Host  Inn,  Harrisburg. 

Wednesday,  May  19 — Board  of  Trustees — Society 
Headquarters. 

Wednesday,  20-July  21  Board  of  Trustees  — 
Location  to  be  announced. 

Wednesday,  August  11 — Board  of  Trustees  — 
Society  Headquarters. 

Wednesday,  September  15,  to  Saturday,  September 
18 — Annual  Session  House  of  Delegates  — 
Bellevue-Stratford  Hotel,  Philadelphia. 

Wednesday,  November  10 — Board  of  Trustees — 
Society  Headquarters. 
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ness;  thus  under  medicare  accountability,  Profes- 
sional Standards  Review  Organizations  evolved. 
Now,  the  bureaucracy  involvement  had  become  too 
apparent  for  the  physician  to  miss  the  point. 

The  physician  has  never  been  accountable  to 
anyone  for  all  these  centuries  except  to  his  patients 
who  were  his  only  and  major  concern.  Fortunately, 
Senator  Wallace  F.  Bennett  was  intuitive  enough  to 
see  that  physician  control  of  accountability  was  the 
only  real  “peer”  review.  At  this  point  of  chronologi- 
cal development,  the  physician  is  skeptical  of  the 
PSRO,  resentful  of  the  bureaucracy,  and  fighting 
against  his  chance  to  become  “bureaucratic.” 

With  the  prospect  of  a national  health  insurance 
plan,  I can  only  agree  with:  “It’s  high  time  to  under- 
stand the  bureaucrat  so  that  he  can  be  dealt  with  for 
the  benefit  of  the  patient  and  community  and  the 
discharge  of  medicine’s  social  responsibilities.” 
The  quotation  is  from  the  article  in  Journal  of  the 
American  Medical  Association  cited  below. 

The  American  Medical  Association  has  taken  its 
first  step  in  dealing  with  the  bureaucrats  as  demon- 


correspondence 


Act  111  could  alleviate  crisis 

Act  111,  effective  January  13,  1976,  if  properly 
implemented  and  given  full  cooperation  by  the  law- 
yers, health  care  providers,  and  the  insurance  indus- 
try, in  spite  of  some  doubt  by  various  individuals, 
should  help  to  alleviate  the  crisis  that  has  developed 
in  malpractice  insurance  rates. 

A most  disheartening  attitude  has  been  adopted 
by  the  insurance  industry  at  a recent  meeting  before 
the  Insurance  Commissioner.  The  insurers  are  in  the 
most  comfortable  position  of  any  of  the  other  inter- 
ested parties,  and  also  in  the  most  powerful.  Assum- 
ing, arguendo,  that  the  insurers  have  suffered  losses 
over  the  past  few  years,  with  this  act  we  had  hoped  to 
wipe  the  slate  clean  and  start  fresh,  but  this  expecta- 
tion may  not  be  realized  if  the  insurers  have  their 
way.  I am  referring  to  the  newly  formed  Joint  Under- 
writing Association  (JUA),  whose  rates  health  care 
providers  had  hoped  would  be  reasonable,  and  not 
confiscatory.  The  recent  approval  of  a rate  by  the 
Insurance  Commission  to  be  15  percent  above 
Argonaut’s  rate  is  not  a healthy  way  to  start  the 
program  or  inspire  reasonably  happy  expectations 
in  the  providers. 

Apparently  the  State  Insurance  Commissioner  has 
lost  sight  of  one  significant  feature  of  the  Act,  and 
the  insurers  have  totally  ignored  it:  the  section 
which  provides  that  any  losses  sustained  by  the  JUA 


strated  by  its  taste  of  success  in  winning  the  injunc- 
tive suit  against  the  Social  Security  Administration’s 
promulgation  of  the  utilization  regulations.  The 
promulgation  of  the  utilization  regulations  is  repre- 
sentative of  bureaucratic  in-house  fighting.  The  So- 
cial Security  Administration  wanted  to  run  the  ac- 
countability as  the  payer  of  services.  The  PSRO 
wanted  its  advocacy  protected  as  a “peer  review.” 
Thus,  the  utilization  regulations  have  been  with- 
drawn and  PSRO  ascendancy  is  rising.  At  least  this 
ascendancy  is  under  the  control  of  the  physician. 

Let  me  request  of  you  as  physicians  to  start  some 
probing  effort  toward  becoming  bureaucratic  in 
yourown  self  defense.  I recommend  foryour  reading 
“The  Bureaucrat,”  in  JAMA,  September  1,  1975, 
Volume  233,  No.  9,  976-978.  The  recommendations 
may  be  distasteful,  but  I am  of  the  strong  opinion 
that  we  must  become  more  politically  involved,  or 
perish  by  partial  or  total  abdication  of  such  involve- 
ment. 

John  L.  Steigerwalt,  M.D. 

. Rosemont 


would  be  replaced  by  the  Catastrophe  Fund,  and 
should  the  fund  become  insolvent,  the  director  of 
the  fund  may  assess,  without  limit,  all  providers  to 
make  up  such  losses.  When  the  insurers  respond 
that  the  providers  may  refuse  to  pay,  it  shows  a total 
disregard  of  the  Act,  since  any  provider  who  does 
not  comply  with  the  director’s  assessments  would 
have  his  license  to  practice  either  suspended  or 
revoked. 

I implore  the  Insurance  Commissioner  and  the 
insurers  to  set  a reasonable  rate  for  the  JUA,  sub- 
stantially lower  than  the  rates  operating  at  this  time, 
and  hopefully  back  to  the  rate  before  April,  1975, 
when  Argonaut  was  granted  its  last  rate  increase. 
The  Act  has  already  reduced  the  insurer’s  liability  to 
$100,000-$300,000  and  cut  off  the  “long  tail”  to  4 
years.  The  JUA,  being  newly  born,  benefits  immedi- 
ately by  these  provisions.  If  the  providers  are  man- 
dated to  replace  any  losses,  the  insurance  industry 
should  be  willing  to  cooperate,  even  though  large 
profits  may  not  be  in  the  offing  at  this  time.  This 
would  give  the  other  provisions  in  the  Act  (the 
panels)  an  opportunity  to  start  operating,  and  only 
from  the  experience  of  these  panels  will  all  of  us,  the 
providers,  insurers,  lawyers,  legislators,  be  in  a posi- 
tion, if  necessary,  to  reassess  the  situation  and  make 
changes  for  the  good  of  all  of  us. 

Jerry  Zaslow,  M.D.,  J.D.,  C.L.M. 

Philadelphia 
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Hemophilus  aphrophilus  brain  abscess 
associated  with  truncus  arteriosus 


STANLEY  SPITZER,  M.D.,  F.A.C.P. 
DANIEL  MASON,  M.D.,  F.A.C.P. 
JOHN  KNIPP,  M.D. 

Philadelphia 


A seventeen  year  old  white  male, 
with  known  truncus  arteriosus, 
Type  IV,  noted  a sore  throat  and  an 
unproductive  cough.  Two  days  later, 
February  27, 1973,  he  was  admitted  to 
Hahnemann  Hospital  with  a stiff  neck, 
severe  occipital  headache,  nausea 
and  vomiting.  Upon  admission, 
penicillin  V and  digoxin  were  ad- 
ministered. 

Relevant  past  medical  history  re- 
vealed a cardiac  catheterization  in 
July  1972,  when  a Type  IV  truncus  ar- 
teriosus, atrial  septal  defect,  and  ven- 
tricular septal  defect  were  found. 

Physical  examination  showed  mild 
cyanosis.  Temperature  was  103  de- 
grees; blood  pressure,  140/80;  pulse, 
110  per  minute;  and  respiration,  14 
per  minute.  Mild  meningismus  was 
1 noted.  The  lungs  were  clear.  The 
heart  beat  was  regular,  with  a grade 
2/6  systolic  ejection  murmur  in  the 
pulmonic  area.  The  spleen  was  not 
palpable.  Clubbing  and  cyanosis 
j were  present.  Neurologic  examina- 
j tion  revealed  no  lateralizing  signs. 

■ Laboratory  values  on  admission  were 
hemoglobin,  21  gm;  hematocrit,  60 
percent;  and  white  blood  count, 
16,400.  A lumbar  puncture  showed  a 
; protein  of  100  mgm/100  ml;  blood 
i glucose  level,  84  mgm/100  ml;  white 
.(Count,  13,020  with  11  percent  lym- 
t phocytes  and  89  percent  segmented 
i cells;  and  red  blood  cell  count, 
i 14,256. 


i Dr.  Spitzer  is  associate  profes- 
sor of  medicine,  Dr.  Mason  is  pro- 
i fessor  of  medicine,  and  Dr.  Knipp 
i is  resident  in  internal  medicine 
il  at  the  Cardiovascular  Institute, 
I Hahnemann  Medical  College  and 
Hospital,  Philadelphia. 
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The  initial  therapeutic  course  in- 
cluded penicillin,  ampicillin  and 
methicillin,  but  the  patient  remained 
febrile.  A brain  scan  showed  an  ab- 
normal focus  of  isotope  localization 
in  the  left  temporal  region.  The  cere- 
brospinal fluid  culture  grew  out 
Hemophilus  aphroohilus.  sen.qitivp  to 
chloram^phenicol.,  Methicillin  was 
^IscontH^ed  and  chloramphenicol 
was  started.  The  fever  subsided  and  a 
repeat  lumbar  puncture  showed  a 
protein  of  61  mgm/100  ml,  a blood 
sugar  level  of  85  mgm/100  ml,  19 
white  blood  cells  and  7 red  blood 
cells.  The  patient  was  discharged  on 
March  31,  1973. 

On  January  8,  1975,  the  patient  ex- 
perienced lethargy.  The  following 
day,  he  developed  a violent  frontal 
headache,  experienced  recent- 


memory  loss  and  confusion,  and  had 
difficulty  reading. 

Upon  admission,  his  temperature 
was  101  degrees;  pulse,  90  per  mi- 
nute; and  respiration,  20  per  minute. 
The  heart  showed  a grade  2/6  systolic 
ejection  murmur,  and  the  extremities 
showed  clubbing  and  cyanosis. 
Neurologic  examination  revealed 
paraphasic  mentation.  Hemoglobin 
was  22  gm  and  hematocrit,  65  per- 
cent. 

The  electrocardiogram  showed 
right  bundle  branch  block,  right  ven- 
tricular hypertrophy  and  p pul- 
monale. 

The  patient  continued  to  have 
episodes  of  confusion,  dysphagia, 
and  dysgraphia.  Babinski’s  sign  was 
positive  on  the  right.  The  brain  scan 
showed  an  abnormal  area  of  uptake 


Massive  Bolus  Glucocorticoids  for 
Pulseless  Indioventricular  Rhythm 

Blaine  C.  White,  M.D.,  of  Detroit  General  Hospital  reported  at  the  Third  Annual 
American  College  of  Emergency  Physicians  Scientific  Assembly  on  the  use  of 
massive  bolus  glucocorticoids  to  correct  pulseless  indioventricular  rhythm  con- 
sequent to  ventricular  fibrillation  or  asystole.  When  all  conventional  measures  had 
failed  in  the  treatment  of  this  indioventricular  rhythm,  characterized  by  wide  bizarre 
complexes  not  producing  pulses,  100  mg  of  Dexamethazone  I.V.  proved  very  ef- 
ficacious. Rhythm  strips  demonstrated  rapid  improvement  in  the  complex  config- 
uration; effective  arterial  pulses  were  noted  simultaneously.  It  is  suspected  that  the 
salutory  response  to  the  massive  steroid  dose  reflected  action  of  the  steroid  on  the 
myocardial  conduction  system.  It  should  be  noted  that  this  mode  of  therapy  has  not 
been  found  effective  in  electromechanical  dissociation,  i.e.,  where  one  notes  an 
electrically  normal  rhythm  with  normal  QRS  configuration  but  no  pulses. 

H.  Arnold  Muller,  M.D. 

Assistant  Professor  of  Medicine 
Chief,  Division  of  Emergency  Medicine 
Hershey 
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in  the  left  parietal  region.  The  com- 
puterized transaxial  tomography 
(CTT)  scan  revealed  a left  parietal  ab- 
normal density  compatible  with 
abscess  or  infarction.  The  patient  re- 
mained febrile.  A phlebotomy  was 
performed  because  of  polycythemia, 
and  he  was  placed  on  a thirty  day 
course  of  chloramphenicol  and 
methicillin. 

No  organisms  were  isolated  from 
either  the  cerebrospinal  fluid  or  six 
blood  cultures.  An  electroence- 
phalogram showed  changes  indica- 
tive of  an  extensive  structured  ab- 
normality on  the  left.  A left  carotid 
arteriogram  showed  an  avascular 
post-temporal  mass  lesion.  He  was 
followed  up  with  weekly  CTT  scans. 

On  February  13,  a repeat  CTT 
scan  showed  a decreased  ventricular 
shift,  signs  of  revascularization,  and  a 
decrease  in  the  size  of  the  mass  le- 
sion, all  consistent  with  resolving 
abscess.  Clinical  improvement  was 
noted,  and  antibiotic  administration 
was  discontinued.  The  patient  was 
discharged  on  February  26. 

Discussion 

It  is  difficult  to  diagnose  a brain 


abscess  early.  This  disorder  is 
suggested  by  a history  of  preceding 
infection,  headache,  fever,  lethargy, 
altered  consciousness,  focal 
neurologic  sign,  abnormal  brain  scan 
and  encephalogram. 3. 4 However,  in 
one  series,  only  47  percent  of  86  pa- 
tients with  cerebral  abscess  had  tem- 
perature elevations  during  the  first 
four  days;  the  peripheral  white  blood 
count  was  less  than  10,000  in  40  per- 
cent; and  the  cerebrospinal  fluid  cul- 
tures were  sterile  in  32  of  the  37  spec- 
imens.® 

Brain  abscess  is  a recognized 
complication  of  congenital  heart  dis- 
ease. The  reported  incidence  varies 
from  0.7  percent  to  6 percent.® 
Maronde  noted  15  instances  of  brain 
abscess  unassociated  with  bacterial 
endocarditis  in  209  patients  with 
congenital  heart  disease.'* 

Sampson  and  Clark*  stressed  the 
etiologic  association  of  brain  abscess 
with  pulmonary  sepsis,  paranasal 
sinus  infection,  and  congenital  heart 
disease.  Fischbein,  et  al,®  described 
Hemophilus  aphrophilus  as  the  sec- 
ond most  common  causitive  orga- 
nism, but  reported  only  five  other 
such  cases  from  the  literature.  Elster, 


et  al,^  in  their  review  of  Hemophilus 
aphrophilus  endocarditis  described 
the  difficulties  in  identifying  the  or- 
ganism. 

Brain  abscess  is  a serious  compli- 
cation of  congenital  heart  disease.  Al- 
though rare  prior  to  two  years  of  age,® 
its  frequency  and  complications 
thereafter  warrant  careful  clinical 
consideration.  □ 
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education 


This  issue  carries  no  education  course  listings.  The 
January  issue  contained  a supplement — a com- 
prehensive list  of  education  courses  being  offered  in  all 
parts  of  Pennsylvania.  Consult  that  issue  or  write  for  a 
copy  of  the  supplement  to:  Council  on  Education  and 
Science,  Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne,  PA  17043. 
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trauma 


CVP  measurement  in  the  injured  patient 

WiLLIAM  E.  DEMUTH,  JR.,  M.D.,  F.A.C.S. 


Hershey 

Measurement  of  central  venous 
pressure  (CVP)  is  a useful  tool  for 
monitoring  fluid  administration  fol- 
lowing traumatic  injury.  It  is  easily  in- 
stituted and,  when  carefully  exe- 
cuted, serious  complications  should 
be  infrequent.  As  experience  has 
gained,  it  is  clear  that  the  level  of  cen- 
tral venous  pressure  at  an  isolated 
reading  may  be  strikingly  deceptive  in 
predicting  cardiopulmonary  re- 
sponse. Far  more  significant  isthere- 
sponse  to  fluid  administration. 

In  most  previously  normal  injured 
patients  having  only  mild  to  moderate 
trauma  and  no  intrathoracic  disease 
or  injuries,  there  is  a relatively  good 
correlation  between  the  CVP  and 
blood  volume  or  the  quantity  of  in- 
travenous fluid  needed  for  adequate 
tissue  perfusion.  In  severely  injured 
patients,  especially  those  with  car- 
diac or  mediastinal  involvement,  the 
CVP  may  be  deceptively  high. 

Furthermore,  although  the  CVP  is 
usually  elevated  in  patients  with  heart 
failure,  it  may  be  normal,  especially  if 
the  heart  failure  is  predominantly 
left-sided,  and  overwhelming  pulmo- 
nary edema  may  supervene  with 
modest  fluid  overload.  Previously 
healthy  injured  soldiers  treated  in  Viet- 
nam on  occasion  developed  pulmo- 
nary edema  in  the  face  of  a normal  or 
low  CVP  if  massive  infusions  of  non- 
colloid fluids  were  administered  rap- 
idly. 

When  intravenous  fluid  is  being 
given  at  a rapid  rate,  the  CVP  should 
be  constantly  monitored  while  treat- 

This  paper  was  prepared  by  the 
department  of  surgery,  division  of 
plastic  surgery,  The  Milton  S.  Her- 
shey Medical  Center,  Pennsylvania 
State  University,  Hershey.  The 
Pennsylvania  Division  of  the  Amer- 
ican Trauma  Society  and  the  State 
Society's  Commission  on 
Emergency  Medical  Services  as- 
sist in  the  dissemination  of  infor- 
mation on  trauma. 


ing  patients  with  trauma  shock  or 
sepsis.  If  the  administration  of  150- 
200  cc  of  fluid  in  a ten  minute  period  is 
followed  by  a sustained  elevation  of 
CVP  of  2 cm  of  water  or  more,  the  rate 
of  administration  should  be  reduced 
until  the  CVP  begins  to  fall  (Figure  1). 

The  CVP  may  be  elevated,  some- 
times markedly  so,  in  the  presence  of 
hypovolemia.  Some  of  the  situations 
in  which  this  may  occur  are: 

1 . Cardiopulmonary  disease — 
preexisting  or  due  to  injury 

2.  Positive-pressure  ventilation 

3.  Straining  by  the  patient 

4.  Cardiac  tamponade  (CVP  may  be 
low  if  hypovolemic  from  blood  loss) 

5.  General  anesthesia  (cardiodep- 
ressant  effect) 


One  must  be  sure  that  a high  CVP  is 
not  an  artefact.  The  line  must  be 
checked  to  see  that  it  is  properly 
positioned  (chest  x-ray)  and  that  the 
line  is  unobstructed.  Blood  can  be 
easily  drawn  through  a well 
positioned  tube  and  the  CVP  will  fluc- 
tuate with  respiration.  The  baseline 
should  be  the  mid  axillary  line  in  most 
patients. 

Used  in  conjunction  with  ausculta- 
tion of  the  chest,  urine  output  mea- 
surement, and  other  clinical  re- 
sponses, central  venous  pressure 
measurement  is  a valuable  adjunct  to 
treatment.  An  isolated  reading  is 
meaningless:  the  response  to  in- 
travenous therapy  is  highly  signifi- 
cant. □ 


(U 

Si'S 

E 

o 


Figure  1.  Illustrations  of  response  of  CVP  to  I.V.  fluid  administration.  Continuation  of 
high-rate  infusion  in  A apt  to  precipitate  pulmonary  edema.  Response  C suggests 
need  for  more  fluid.  Rate  of  infusion  20  mllmin.  (Adapted  from  Walt  & Wilson,  Lea  & 
Febiger,  Philadelphia,  1975.) 
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Chest  radiography  following  coronary  artery  bypass  graft 


HERBERT  C.  PERLMAN,  M.D. 
JANE  FRANK,  D.O. 
Philadelphia 


Numerous  articles  have  appeared 
in  the  literature  concerning  coronary 
artery  bypass  graft  surgery.^  How- 
ever, the  radiographic  post-operative 
sequelae  to  bypass  graft  surgery  have 
not  been  previously  described.  The 
object  of  this  paper  is  to  discuss  these 
radiographic  findings. 

Clinical  material  and  method 

The  hospital  charts  of  89  patients 
who  comprised  this  study  were  re- 
viewed and  an  attempt  was  made  to 
correlate  the  pre-operative  and 
post-operative  chest  radiographic 
findings  with  the  clinical  history  and 
course. 

Measurement  of  the  base  and  the 
transverse  diameter  of  the  heart  were 


Figure  1 — Post-operative  mediastinal 
widening.  Marked  left  pleural  effusion 
associated  with  left  basilar  pneumonia. 


made  on  all  pre-operative  and  on 
post-operative  chest  roentgeno- 
grams when  available.^ 

Post-operative  chest  roentgeno- 
grams were  not  obtainable  on  five  pa- 
tients (6  percent)  who  died  during  the 
operative  procedure  or  in  the  imme- 
diate post-operative  period. 

Discussion 

A median  sternotomy  incision  is 
routinely  employed  to  expose  the 
heart  for  coronary  artery  bypass 
surgery.  Following  a pericardiotomy, 
a saphenous  vein  segment  is  inter- 
posed by  an  end-to-side  anastomosis 
between  the  ascending  aorta  and  the 
coronary  artery  distal  to  the  site  of 
stenosis.  At  completion  of  this  proce- 
dure, the  pericardium  is  left  open  and 
chest  tubes  are  placed  in  the  anterior 
mediastinum  for  drainage. 

Patients  who  have  undergone 
coronary  artery  jump  graft  surgery 
demonstrate  predictable  changes  on 
post-operative  chest  roentgeno- 
grams. The  most  consistent  of  these, 
mediastinal  widening,  (Figure  1)  was 
present  in  93  percent  of  patients. 
Mediastinal  widening,  in  the  post- 
operative period,  is  secondary  to 
edema  of  the  mediastinal  tissues  re- 
sulting from  the  surgical  procedures. 
Comparison  of  post-operative  and 
pre-operative  chest  roentgenograms 
revealed  an  overall  increase  in 
mediastinal  size  (base  of  heart)  of 


1.06  cm  and  an  average  post- 
operative increase  in  transverse  car- 
diac diameter  of  1.7  cm.  When 
longterm,  post-operative,  followup 
was  possible,  the  mediastinal  size 
and  transverse  cardiac  diameter  re- 
turned to  the  pre-operative  status. 

The  second  most  frequent  sequel 
of  jump  graft  surgery,  occurring  in  45 
percent  of  patients,  was  the  accumu- 
lation of  fluid  in  the  left  pleural  space. 
The  pleural  collection,  which  is  prob- 
ably secondary  to  seepage  of  fluid 
from  the  mediastinum,  occurred 
when  the  pleural  space  had  been  en- 
tered during  the  surgical  procedure. 

Left-sided  pneumonitis  occurred  in 
44  percent  of  cases.  Right-sided 
pneumonitis  developed  in  25  percent 


Figure  2 — Pneumopericardium.  The 
black  arrow  indicates  the  presence  of 
air  in  the  pericardial  sac. 


Pennsylvania  Medicine,  February  1976 


56 


en  I 

upj 

ize 
re- 1 


uelj 

45 1 

nu- 

,ce. 

ob- 

uid 

fed 

en- 

jre, 

din 

led 

;ent 

\ 


1975 


TABLE  I 

Roentgenographic  Findings 


Patient  Ratio' 

Percent 

Post-operative  films  available 

84/89 

94% 

Post-operative  mediastinal  widening 

78/84 

93% 

Deaths  (Mortality  Rate) 

Mortality  rate  of  patients  with  cardio- 

15/89 

17% 

thoracic  ratio  greater  than  50% 

Deaths  occurring  with  pre-operative  cardio- 

9/21 

43% 

thoracic  ratio  greater  than  50% 
Post-operative  PA  films  available  for 

9/15 

60% 

evaluation 

47/89 

53% 

Left  pleural  fluid 

38/84 

45% 

Left  pneumonia  or  atelectasis 
Post-operative  cardio-thoracic  ratio 

37/84 

44% 

greater  than  50% 

28/84 

33% 

Pleural  effusion  on  discharge 

23/84 

27% 

Right  pneumonia  or  atelectasis 
Pre-operative  cardio-thoracic  ratio 

21/84 

25% 

greater  than  50% 

21/89 

24% 

Right  pleural  fluid 

11/84 

13% 

Pneumopericardium 

10/84 

12% 

Pulmonary  vascular  congestion 

4/84 

4% 

Pulmonary  edema 

3/84 

3% 

Pericardial  effusion 

1/84 

1% 

Osteomyelitis  of  the  sternum 

1/84 

1% 

'Five  patients  died  before  any  post-operative  chest  roentgenograms  were  taken. 


of  patients  and  a right  pleural  effusion 
was  noted  in  only  13  percent. 
Pneumopericardium,  found  in  12 
percent  of  cases,  is  analogous  to 
pneumoperitoneum  following  a 
laparotomy  (Figure  2). 

The  pre-operative  cardiothoracic 
ratio  of  greater  than  50  percent  as- 
sumed important  prognostic  signifi- 
cance. In  this  study,  a total  of  15  pa- 
tients died  post-operatively  for  an 
overall  mortality  rate  of  17  percent. 
Nine  of  the  15  post-operative  deaths 
occurred  in  patients  with  a pre- 
operative cardiothoracic  ratio  greater 
than  50  percent  which  means  that  the 
majority  of  deaths  (60  percent)  oc- 
curred in  patients  with  cardiomegaly. 
Since  21  patients  had  a pre-operative 
cardiothoracic  ratio  greater  than  50 
percent,  the  mortality  rate  in  this 
group  was  43  percent.  The  cause  of 


Drs.  Perlman  and  Frank  were  as- 
sociated with  the  department  of 
radiology  at  Hahnemann  Medical 
College  and  Hospital  when  they 
prepared  this  paper.  Dr.  Perlman 
was  assistant  professor  of  radiol- 
ogy. He  is  currently  in  the  radiol- 
ogy department  at  Carlisle  Hospi- 
tal. Dr.  Frank  is  provisional  attend- 
ing radiologist  at  The  Children's 
Memorial  Hospital,  Chicago. 
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death  in  the  group  of  patients  with 
cardiomegaly  was  cardiac  failure. 
Therefore,  cardiomegaly,  in  conjunc- 
tion with  other  diagnostic  parame- 
ters, may  prove  of  value  in  patient 
selection  and  in  evaluation  of  the  risk 
involved  in  attempting  jump  graft 
surgery. 

The  remaining  deaths  in  the  series 
were  attributable  to  hemorrhage  from 
the  surgical  area,  cerebral  embolism, 
and  gastrointestinal  bleeding. 

One  case  of  particular  interest  in- 
volved the  development  of  an 
aneurysm  of  the  ascending  aorta  at 


Figure  3 — Pre-operative  erect  chest 
film  showing  normal  cardiovascular 
silhouette. 


Figure  4 — Chest  examination  done 
seven  months  post-bypass  graft 
surgery  (same  patient  as  Figure  3). 
Coned  down  view  of  right  hilar  region 
demonstrates  an  aneurysm  at  the  site 
of  venous  graft  implantation  into  as- 
cending aorta.  Metallic  clips  mark  the 
site  of  anastomoses. 


the  anastomatic  site  with  the  saphen- 
ous vein.  As  shown  in  figures  3 and  4, 
there  was  gradual  widening  of  the  as- 
cending aorta  over  a period  of  seven 
months  following  surgery.  A resec- 
tion of  the  aortic  aneurysm  was  per- 
formed and  the  patient  had  an  une- 
ventful course  thereafter. 

Conclusions 

Radiographic  sequelae  of  coronary 
jump  graft  surgery  are  largely  pre- 
dictable. Mediastinal  widening  oc- 
curs in  practically  all  patients,  is  usu- 
ally of  short  duration,  and  is  of  no 
clinical  significance.  Collections  of 
fluid  in  the  pleural  spaces  are  com- 
monly found  but  are  of  no  signifi- 
cance. 

Cardiomegaly  was  related  to  60 
percent  of  the  post-operative  deaths; 
43  percent  of  patients  with  a car- 
diothoracic ratio  greater  than  50  per- 
cent died  in  the  immediate  post- 
operative period.  □ 
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Mononucleosis-like  picture 

Brucella  suis  infection 

ADOLFO  G.  BAGNARELLO,  M.D. 

Cleveland,  Ohio 


Hepatocellular  dysfunction  ac- 
companied by  fever  brings  to 
mind  a lengthy  differential  diagnosis. 
Prominent  among  these  possibilities 
are  infectious  mononucleosis,  toxo- 
plasmosis, cytomegalovirus  infection, 
leptospirosis,  Q-fever  and  other  viral 
and  granulomatous  causes  of 
hepatitis.  If  cervical  adenopathy  and 
atypical  lymphocytosis  are  also  ob- 
served, then  infectious  mononu- 
cleosis is  usually  considered  likely. 
This  report  concerns  the  case  of  a 
young  man  with  this  type  of  syn- 
drome. 

Case  report 

A twenty-two  year  old  black  male 


Dr.  Bagnarello  prepared  this  paper 
while  a fellow  in  infectious  dis- 
eases at  Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia.  He 
is  currently  a special  fellow  in  in- 
fectious diseases  at  the  Cleveland 
Clinic  Foundation,  Cleveland, 
Ohio.  The  author  wishes  to  thank 
Dr.  Andrew  R.  Schwartz  for  review- 
ing the  manuscript. 


was  admitted  to  the  hospital  with  a 
three  week  history  of  high  fever, 
anorexia,  myalgias,  headache,  and  a 
ten  pound  weight  loss.  He  was 
employed  at  a pork  meat  packing 
plant,  imbibed  wine  occasionally  until 
two  weeks  prior  to  admission  and  had 
used  intravenous  drugs  as  recently  as 
two  years  prior  to  admission. 

Past  history  revealed  that  he  had 
had  pulmonary  tuberculosis  five 
years  before.  Physical  examination 
showed  him  to  be  a lethargic  man. 

Blood  pressure  110/70  mm  Hg, 
pulse  96  per  minute.  The  oropharynx 
was  slightly  inflamed  without  exu- 
dates. The  lungs  showed  scattered 
ronchi  bilaterally.  The  liver  was  pal- 
pable three  fingerbreadths  below  the 
costal  margin  in  the  right  midclavicu- 
lar  line,  with  a total  span  of  seventeen 
centimeters,  nontender  and  smooth; 
the  spleen  was  not  appreciated.  Dis- 
crete, mobile,  nontender  lymph 
nodes  were  present  in  the  right  sub- 
mandibulararea,  lateral  and  posterior 
neck,  left  axilla,  and  groins.  The  rest 
of  the  physical  examination  was 
within  normal  limits. 

Laboratory  data — Hematocrit  34 
percent;  hemoglobin  11.1  g/100  cc; 
total  white  count  61 00/cu  mm,  with  58 
percent  lymphocytes,  10  percent 
atypical  lymphocytes,  13  percent 
bands,  15  percent  polymorphonu- 
clear cells,  and  4 percent  monocytes. 
The  monospot  test  was  negative;  re- 
ticulocyte count  0.5  percent  of  red 
cells;  haptoglobin  was  12  mg/100  ml. 
The  results  of  liver  function  tests  are 
shown  in  Table  I. 

Slide  agglutination  test  for  Brucella 
was  positive  to  a 1 :2560  dilution.  Tube 
dilution  agglutination  test  was  posi- 
tive for  Brucella  to  a 1 :2560  dilution  in 


saline  and  to  1:2560  in  mercap- 
toethanol.  Blood  cultures  were  posi- 
tive for  Brucella  suis  after  eighteen  ► 
days  of  incubation.  Brucella  suis  type 
three  was  confirmed  by  the  Center  for  I 
Disease  Control  in  Atlanta,  Georgia, 
based  on  the  following  criteria: 
morphology;  small  cocco-bacilli; 
growth  on  1 :50.000thionin,  1 :1 00.000 
thionin,  1:50.000  basic  fuchsin, 
1:100.000  basic  fuchsin;  positive  1 
urea,  absorbed  abortus  4+,  Meliten- 
sis  negative.  Hydrogen  sulfur  for  four 
days,  negative. 

Hospital  course — The  patient  was 
treated  with  500  mg  tetracycline  every 
six  hours  by  mouth  with  a rapid  defer- 
vescense  of  the  fever  over  the  ensu- 
ing 24  hours.  Therapy  was  continued 
for  a month  and  he  remained 
asymptomatic.  Brucella  agglutinins 
titer  dropped  to  a level  of  1 :640  dilu-|  i 
tion  nine  days  after  therapy  had  be-tf 
gun. 


Discussion 

Many  microorganisms  are  capable 
of  involving  the  liver,  usually  as  a part 
of  a generalized  process.  Alterations 
of  the  liver  function  tests  have  been 
described  in  pneumococcal  lobar 
pneumonia,  staphylococcal  bac- 
teremia, gonococcemia,  salmonello- 
sis, typhoid  fever,  granuloma  in- 
guinale, tularemia,  brucellosis, 
tuberculosis,  leptospirosis,  relapsing 
fever,  syphilis,  actinomycosis,  blasto- 
mycosis, coccidiomycosis,  histo- 
plasmosis, moniliasis,  aspergillosis, 
mucormycosis,  malaria,  toxoplas- 
mosis, Q-fever,  adenoviruses,  coxac- 
kie  B virus,  cytomegalovirus,  herpes 
simplex,  psittacosis,  reoviruses, 
rubella,  and  infectious  mononuc- 
leosis. 
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Table  I 

Evolution  of  Liver  Function  Tests 


Date 

8/25 

8/27 

8/30 

9/6 

9/9 

9/11 

9/12 

SCOT 

I.U.% 

SGPT 

I.U.% 

LDH 

165 

215 

182 

1025 

590 

106 

143 

I.U.% 

Aik. 

740 

895 

583 

252 

Pho. 

I.U.% 

Total 

71 

58 

131 

153 

Bill. 

mg% 

«1 

«1 

«1 

«1 

There  is  a group  of  febrile  disorders 
affecting  the  liver,  in  which  alter- 
ations in  liver  function  tests  may  con- 
stitute the  major  manifestation  of  the 
process,  associated  with  a 
mononucleosis-like  picture.  Viral 
hepatitis  can  mimic  infectious 
mononucleosis,  when  lymph- 
adenopathy  and  hepatosplenome- 
galy  are  prominent.  Occasionally, 
atypical  lymphocytes  are  present  in 
small  numbers.  A skin  rash  may  oc- 
cur, although  it  is  uncommon.  Fa- 
tigue, anorexia,  dark  urine,  and  jaun- 
dice with  minimal  fever,  abating 
within  few  days,  suggest  the  diag- 
nosis. The  epidemiologic  data  (con- 
tact with  known  cases  of  hepatitis, 
blood  transfusions,  intravenous  drug 
addiction,  shellfish  ingestion,  etc.) 
and  presence  of  hepatitis-B  surface 
(HBsAg)  antigen  in  serum  confirm  the 
diagnosis. 

Cytomegalic  virus  infection  re- 
sembling infectious  mononucleosis 
has  been  well  documented.^  The  syn- 
drome is  characterized  by  persisting 
fever,  liver  involvement,  atypical  lym- 
phocytosis, and  negative  tests  for 
heterophil  antibody.  It  can  affect  pre- 
viously healthy  individuals^  also  pro- 
ducing lymphadenopathy,  occa- 
sional splenomegaly,  but  usually  no 
pharyngeal  symptoms.  The  liver  is 
frequently  affected,  although  jaun- 
dice is  rare.  Liver  biopsy  specimens 
have  shown  inflamatory  infiltration 
and  slight  necrosis  with  no  inclusion 
bodies.  Lymphocytosis  and  atypical 
lymphocytes,  which  occur  usually 
after  one  or  two  weeks  of  the  beginn- 
ing of  the  fever,  are  characterized  by 
high  counts  and  long  durations  as  in 
cases  of  infectious  mononucleosis. 
Slight  lymphocytosis  can  linger  for 
many  months  or  years.  Diagnosis  re- 
quires serological  testing.  Elevated 


titers  are  present  after  three  weeks  of 
illness.  Inclusion  bodies  in  cytology 
of  urine  and  isolation  of  the  virus,  also 
from  the  urine,  can  be  helpful  in  the 
diagnosis  of  cytomegalic  virus  infec- 
tion. 

Acquired  toxoplasmosis^  can  pro- 
duce a fairly  benign  picture  of  lym- 
phadenopathy, relative  lymphocy- 
tosis, abrupt  fever  with  or  without 
chills,  and  negative  Paul  Bunnell  re- 
action. Splenomegaly  is  usually  not 
present.  Generalized  lympha- 
denopathy is  present,  including 
the  hilar  areas.  In  some  cases  without 
lymphadenopathy,  a diffuse  mac- 
ulopapular  non  pruritic  rash 
sparing  palms,  soles,  and  scalp  ap- 
pears, and  may  last  for  three  or  four 
days.  Myocarditis  and  meningitis  can 
also  be  part  of  the  syndrome. 

Chorioretinitis  is  common  in  con- 
genital toxoplasmosis  but  infrequent 
in  the  acquired  form  in  adults.  Diag- 
nosis can  be  confirmed  by 
hemagglutination,  complement  fixa- 
tion, Sabin-Feldman  dye  test,  and 
fluorescent  antibody. 

Lymphadenopathy,  hepatosple- 
nomegaly,  pharingitis  and  im- 
pairment of  the  liver  function  tests 
can  occur  also  \n  leptospirosis,  which 
is  frequently  an  uncomplicated  anic- 
teric acute  febrile  illness.  Central 
nervous  system  involvement  should 
suggest  the  diagnosis.  In  the  series  of 
Berman,'*  40  percent  of  the  patients 
had  abnormal  liver  function  tests,  al- 
though jaundice  and  skin  rash  were 
rare;  70  percent  of  the  patients 
showed  peripheral  leukocyte  counts 
of  less  than  1 0,000  cells/cu  mm^,  lym- 
phadenopathy was  present  in  21/150 
patients,  splenomegaly  in  22/150  pa- 
tients, pharingitis  in  17/150  and 
hepatomegaly  in  15/150  patients. 
Diagnosis  was  made  mainly  by 


agglutination  titers.  In  a few  cases, 
blood  and  urine  cultures  were  posi- 
tive for  leptospiral  organisms,  usually 
of  the  non-icterohaemorrhagiae  type. 

Brucellosis  presents  with  fever  and 
constitutional  symptoms  (myalgias, 
weakness,  headache,  and  arthral- 
gias). Total  white  blood  cell  count 
rarely  exceeds  10,000  cells/mm^  and 
the  differential  count  reveals  relative 
lymphocytosis.  Fabyan  in  1912,  using 
guinea  pigs,  described  the  pathologic 
changes  in  the  liver  caused  by 
Brucella.®  He  found  granulomas  as 
the  basic  lesion,  with  a remarkable 
similarity  to  those  observed  in  tuber- 
culosis. Nushan  in  1953  described  a 
case  of  brucellosis  with  marked  jaun- 
dice and  abnormal  liver  function 
tests,  with  no  hepatomegaly.®  McCul- 
lough in  1951  documented  by  liver 
biopsy  the  progression  of  brucella 
hepatitis  to  cirrhosis  of  the  liver. ^ 
Buchanan  has  reviewed  the  subject 
recently.®  He  found  lympha- 
denopathy in  14  percent  (11  out  of 
80)  of  his  inpatients.  Splenomegaly 
was  present  in  1 0 percent  (8  out  of  80) 
and  none  had  hepatomegaly.  Mild 
elevations  of  liver  enzymes,  alkaline 
phosphatase  and  bilirubin  were 
present  in  4 out  of  9 patients.  Our  pa- 
tient, with  a serum  glutamic  oxalace- 
tic  transaminase  peak  level  of  1025 
I.U.  percent,  is  in  that  regard  remark- 
able. 

In  conclusion,  febrile  hepatitis  with 
associated  lymphadenopathy  and  a 
mononucleosis-like  picture  may  have 
a multiplicity  of  causes.  The  different- 
ial diagnosis  has  been  reviewed  and 
one  uncommon  cause  presented.  □ 
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Jejunal  diverticula — subtle  cause  of  acute  abdomen 


J.  STANLEY  SMITH,  M.D. 
Harrisburg 


Only  in  the  last  two  decades  have 
physicians  realized  the  diagnos- 
tic implications  of  jejunal  diverticula 
separating  them  as  a pathologic  en- 
tity from  the  more  benign  duodenal 
variety.  They  can  be  responsible  for 
numerous  acute  and  chronic  disease 
states,  including  massive  gastrointes- 
tinal bleeding,  inflammation  with  or 
without  perforation,  obstruction,  and 
malabsorption,  and  may  become  im- 
portant in  the  consideration  of  the 
acute  abdomen. 

Prior  to  the  early  1 960s,  these  diver- 
ticula were  believed  to  be  largely 
asymptomatic,  but  since  then,  studies 
of  clinical  material  have  suggested 
exactly  the  opposite.''  .2,3,4 
Historically,  Sir  Astley  Cooper  first 
described  incidental  jejunal  diver- 
ticula in  1807  from  autopsy  material. 
Sir  William  Osier,  in  1881,  first  re- 
ported their  clinical  significance.' 

A review  of  the  records  of  the  Poly- 
clinic Hospital  yielded  five  cases  of  je- 
junal diverticula  and  one  case  of  ileal 
diverticulum.  For  the  purpose  of  this 
presentation,  these  have  been  con- 
solidated because  ileal  diverticula 
have  the  same  morphologic  and  clin- 
ical characteristics  as  jejunal  diver- 
ticula. 

Case  reports 

Case  1 — A 69  year  old  white  female 
presented  to  the  emergency  room 
with  the  sudden  onset  of  severe  ab- 
dominal pain,  vomiting,  and  diarrhea. 
The  pain  was  sharp,  had  no  radiation 
or  localization,  and  was  increased  by 
movement,  deep  respiration,  or 
cough.  She  was  previously  asymp- 
tomatic and  on  oral  hypoglycemics 
for  her  diabetes. 

On  physical  examination  her  ab- 


( 

It 
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domen  was  flat,  rigid,  and  quiet  with 
generalized  guarding,  tenderness, 
and  rebound. 

The  impression  admission  was 
probable  perforated  viscus  but  no 
free  air  was  seen  on  the  erect  chest 
x-ray.  An  abdominal  flat  plate  showed 
inhibition  ileus.  Her  white  count  was 
1 9,800  cells/mm2  with  80  polys  and  1 2 
stabs.  After  hydration,  she  was  taken 
to  the  operating  room  where,  on 
exploratory  laparotomy,  several  large 
jejunal  diverticula  were  found  and 
one  was  noted  to  be  perforated  with 
free  intra-abdominal  pus.  (Figure  1)  A 
small  bowel  resection  with  primary 
anastomosis  was  performed  remov- 
ing a two-foot  segment  of  bowel  con- 
taining the  diverticula.  She  tolerated 
her  surgery  and  postoperative  course 
well  and  without  complication,  and 
was  discharged  on  the  ninth  post- 
operative day. 

Case  2 — A 76  year  old  white  female 
was  admitted  with  a one  day  history  of 
nausea,  vomiting,  and  abdominal 
pain  associated  with  malaise  and  di- 
arrhea. Physical  examination  re- 
vealed her  abdomen  to  be  soft,  but 
very  severely  tender,  especially  in  the 
lower  quadrants  and  localized  more 
towards  the  left.  No  masses  were  pal- 
pated, though  a diagnosis  of  acute 
sigmoid  diverticulitis  was  made,  and 
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conservative  therapy  of  nasogastric 
suction,  intravenous  fluids,  and  anti-  j 
biotics  was  instituted.  An  obstructive  i>*  ^ 
series  showed  a generalized  ileus.  ^ 
The  white  blood  count  was  12,300 
cells/mm2  with  a shift.  She  was  mod-  ° 
erately  dehydrated  with  a blood  urea  ^ 
nitrogen  of  40  mg  percent.  The  next 
morning  she  was  noted  to  be  espe- 
cially  tender  in  the  right  lower  quad- 
rant  with  rigidity  and  rebound.  With  a 
preoperative  diagnosis  of  acute  ap- 
pendicitis,  the  operation  revealed  a 
perforated  diverticulum  in  the  prox-  j 
imal  ileum.  The  area  of  the  diver-  I 
ticulum  was  excised  and  a primary 
anastomosis  made.  Other  than  a 
wound  infection,  the  patient  did  well 
postoperatively  and  was  discharged 
on  the  fourteenth  postoperative  day. 

Case  3 — A 53  year  old  white  male 
was  admitted  with  substernal  pres- 
sing chest  pain  of  twelve  hours  dura- 
tion associated  with  dyspnea.  Admis- 
sion diagnosis  was  coronary  insuffi- 
ciency. A subsequent  upper  gastroin-  ( 
testinal  series  was  obtained  to  rule  f 
out  hiatal  hernia  and  revealed  several  ; 

3 cm  jejunal  diverticula.  Barium  1 
enema  showed  diverticulosis  of  the  ! 
left  colon.  He  had  no  history  of  G.l. 
upset  or  bleeding  and  his  physical 
examination  was  essentially  normal. 

Case  4 — An  82  year  old  white 
female  was  admitted  with  uncontroll- 
able diarrhea,  generalized  abdominal 
pain,  postprandial  nausea  and  vomit- 
ing for  several  weeks  prior  to  admis- 
sion, but  with  no  history  of  melena. 
Physical  examination  revealed 
hyperperistalsis  and  lower  abdominal 
tenderness. 

She  was  placed  on  intravenous 
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fluids  and  nasogastric  suction  and 
her  diarrhea  and  abdominal  pain 
gradually  improved.  However,  she 
continued  with  postprandial  nausea 
and  pain  and  loose  stools.  Radio- 
graphic  studies  obtained  revealed 
several  jejunal  diverticula  and  colonic 
diverticulosis.  She  remained  in  the 
hospital  for  five  weeks  and  was 
treated  further  with  Compazine, 
Lomotil,  and  a bland  diet.  Showing 
gradual  improvement,  she  was  dis- 
charged with  a diagnosis  of  diver- 
ticulitis. 


Case  5 — An  80  year  old  white 
female  was  admitted  with  throm- 
bophlebitis of  the  left  lower  leg.  She 
had  been  on  chronic  ASA  therapy  for 
rheumatoid  arthritis  and  was  begun 
on  phenbutazone  for  her  throm- 
bophlebitis. Her  admission  hemoglo- 
bin was  then  noted  to  be  11  gm  per- 
cent and  she  had  occult  blood  noted 
in  her  stools.  Because  of  her  normo- 
chromic, normocytic  anemia,  her 
physician  proceeded  to  study  her  G.l. 
tract.  A barium  enema  showed  diver- 
ticula and  an  upper  G.l.  series  re- 
vealed both  duodenal  and  jejunal  di- 
verticula. The  presumptive  diagnosis 


of  G.l.  bleeding  secondary  to  phen- 
butazone was  made,  although  she 
had  entered  the  hospital  anemic. 

Case  6 — A 76  year  old  white  female 
was  admitted  with  a five  day  history  of 
severe  abdominal  pain  treated  with 
enemas  without  results.  Her  abdo- 
men had  been  soft  with  active  peris- 
talsis during  this  period.  Physical  ex- 
amination revealed  a distended  quiet 
abdomen,  tender  in  the  epigastrium 
with  epigastric  guarding.  Rectal  ex- 
amination showed  some  dark  red 
blood  on  the  examiner’s  finger  and 
her  nasogastric  drainage  was 
“coffee-ground.”  Her  admission  he- 
moglobin was  8.5  gm  percent  and  she 
was  transfused.  With  a Levin  tube  and 
I.V.  fluids,  her  pain  gradually  less- 
ened. Barium  enema  revealed  a nor- 
mal colon  but  her  upper  G.l.  showed 
numerous  duodenal  and  proximal  je- 
junal diverticula.  She  was  discharged 
on  the  seventh  post  admission  day 
with  a diagnosis  of  G.l.  bleeding  and 
diverticulitis. 

Results 

The  six  patients  ranged  in  age  from 
53-82  (average  72.6)  and  were  pre- 


dominately female  (5:1).  There  were 
four  cases  of  multiple  diverticula  and 
two  cases  of  single.  Two  patients  had 
associated  colonic  diverticula,  one 
had  associated  duodenal  diverticula, 
and  one  patient  had  both  associated 
colonic  and  duodenal  diverticula.  All 
diverticula  were  located  on  the 
mesenteric  border  of  the  bowel. 

Three  patients  had  an  acute  abdo- 
men, two  patients  had  evidence  of  G.l. 
bleeding,  one  presented  with  chronic 
nausea  plus  diarrhea,  and  one  patient 
was  totally  asymptomatic. 

Laboratory  findings  revealed 
hypoproteinemia  in  two  cases;  nor- 
mochromic, normocytic  anemia  in 
two;  and  leukocytosis  in  three. 

Five  of  the  six  patients  presented 
with  complications  associated  with 
theirdiverticula:  two  with  perforation, 
one  with  inflammation,  one  with 
chronic  diarrhea,  two  with  evidence 
of  G.l.  bleeding. 

Definitive  therapy  was  carried  out 
in  the  two  patients  with  perfo- 
ration— namely  segmental  small 
bowel  resection.  The  patient  with  di- 
verticulitis was  treated  conservatively 
and  the  patient  with  chronic  diarrhea 
was  given  Lomotil  and  Compazine, 
both  with  improvement.  Two  patients 


Figure  1.  Gross  specimen  of  patient  number  1 showing  the  two  areas  of  perforation, 
“D,”  with  three  other  diverticula,  all  located  on  mesenteric  aspect  of  jejunum. 
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received  no  specific  therapy  related 
to  their  diverticula. 


Discussion 

Jejunal  diverticula  are  false  diver- 
ticula arising  from  the  mesenteric 
border  of  the  bowel  at  spots  where 
vessels  enter  the  bowel.  Most  often 
these  lie  in  the  proximal  jejunum  (or 
ileum)  and  grossly  resemble  small 
balloons  lying  between  the  leaves  of 
the  mesentery. 3,  ^ jheir  walls  are 
comprised  of  mucosa  and  submu- 
cosa alone  making  them  atonic 
such  that  they  empty  poorly  con- 
tributing to  secretory  stasis. 

The  mucosa  is  normal  and  con- 
tains a normal  number  of  ganglion 
cells. 

Their  incidence  is  estimated  at 
1.25  percent  of  all  autopsies.''  They 
occur  primarily  in  the  elderly 
(seventh  to  eighth  decade),  but 
equally  in  both  sexes,  and  rarely  be- 
fore age  50, ^ 2,3,  4 Duodenal  and 
colonic  “tics  ' may  be  associated  in 
up  to  50  percent, with  the  majority 
occurring  as  multiple  diverticulosis. 

Symptoms  are  mostly  functional 
and  patients  may  be  labeled  as 
neurotic  because  of  failure  to 
realize  the  origin  of  symptoms  in 
the  “tics,  The  clinical  features 
usually  place  these  patients  in  three 
groups:  asymptomatic,  chronic  dys- 
peptic, or  acute. 

Chronic  symptoms  include:  diar- 
rhea or  constipation,  flatulence  (of- 
ten associated  with  borborygmi), 
pain,  nausea,  and  vomiting. 

Acute  manifestations  consist  of 
either  hemorrhage  or  pain.  Hemor- 
rhage occurs  when  a vessel  in  the 
diverticulum  is  eroded  and  may 
present  as  either  hematemesis  or 
melena.  This  diagnosis  should  be 
considered  when  more  than  one 
massive  G.l.  hemorrhage  has  oc- 
curred which  is  associated  with  in- 
tractable abdominal  pain  not  re- 
lieved by  antacids  or  deflatulents.'’ 
Pain  is  frequently  intermittent,  sup- 
raumbilical,  and  related  to  food  with 
onset  usually  within  one  hour  of 
eating.  However,  when  it  becomes 
severe  and  relentless,  this  may 

herald  an  acute  complication. 

There  appears  to  be  no  correla- 
tion between  the  number  and  size 


Figure  2.  Upper  Gl  series  of  patient 
number  6with  multiple  diverticula  “D," 
diverticulum  in  proximal  jejunum. 


of  the  diverticula  and  the  amount  of 
symptoms.''  > ^ 

According  to  Nobles,  the  diagnos- 
tic triad  of  symptoms  includes:  (1) 
obscure  abdominal  pain,  (2)  an 
obscure  anemia,  and  (3)  dilated 
loops  of  jejunum  on  plain  erect 
radiographs.'’ 

The  physical  examination  is  usu- 
ally unremarkable  unless  complica- 
tions have  arisen  and  then  one  may 
see  either  the  effects  of  prolonged 
malnutrition,  anemia,  or  peritonitis. 
Hyperperistalsis,  even  visible  peri- 
stalsis, may  accompany  prolonged 
malabsorption. 

Laboratory  studies  are  frequently 
abnormal  with  progressive  malab- 
sorption and  show  hypoprotein- 
emia,  macrocytic  anemia,  increased 
fecal  fat  excretion,  decreased  serum 
Bi2  levels,  decreased  d-xylose  excre- 
tion, and  decreased  serum  calcium 
levels.’ 

The  diagnosis  of  jejunal  diver- 
ticula is  made  either  incidentally 
(i.e.  at  autopsy  or  surgery)  or 
radiographically  by  barium  con- 
trast.'^ > “ However,  these  diverticula 
may  fail  to  show  on  a barium  small 
intestinal  series  or  may  be  over- 
looked being  lost  between  the 


loops.  These  can  be  expected  to 
appear  about  1 in  every  750  U.G.I.s. 
(Figures  2 and  3)  An  upright  plain 
film  may  show  air  in  the  sacs,  but 
the  diagnosis  must  first  be  consid- 
ered to  see  this.'*i  ^ 

Complications 

Complications  of  jejunal  diver- 
ticula are  either  acute  or  chronic. 

Acute  diverticulitis  may  occur  and 
be  associated  with  an  inflammatory 
mass  in  the  mesentery.®  With  fur- 
ther degeneration,  a free  perfora- 
tion may  result  with  generalized 
peritonitis.”  (Figure  1)  Fewer  than 
forty  cases  of  jejunal  perforation 
secondary  to  acute  diverticulitis 
have  been  reported  in  the  literature 
previously.® 

Mechanical  intestinal  obstruction 
may  occur  and,  thus  far,  twelve 
cases  of  small  bowel  volvulus  as- 
sociated with  jejunal  diverticula 
have  been  reported.®  Nonmechani- 
cal obstruction  also  occurs.  This 
“Jejunal  Dyskinesia  ” was  described 
by  Altemeier  as  an  abnormal  hyper- 
peristalsis of  a segment  of  jejunum 
containing  diverticula  which  results 
in  a functional  obstruction.®  This 
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Figure  3.  Oblique  view  of  upper  Gl  of 
patient  number  6 showing  jejunal  di- 
verticulum “D.” 


uncoordinated  hypermotility  may  be 
responsible  for  the  clinical 
symptoms. 

Massive  gastrointestinal  hemor- 
rhage may  also  occur  from  these 
diverticula  although  this,  per  se,  is  a 
rather  rare  cause  for  massive  G.l. 
bleeding.  The  bleeding  may  present 
either  as  melena  or  hematemesis  or 
both  and,  naturally,  the  differentia- 
tion must  be  made  from  peptic 
ulcer  disease.^* 

Concretions  may  also  form  in 
these  sacs  and  these  are  usually 
composed  of  bile  salts  and  pig- 
ments.’ >'* 

Other  infrequent  complications 
include  traumatic  rupture,  impacted 
foreign  bodies,  and  infestation  with 
parasites.^ 

The  chronic  complications  are  re- 
lated to  the  overgrowth  of  bacteria 
secondary  to  stasis  in  the  diver- 
ticula causing  a “pseudo  ” blind 
loop  syndrome.’'  Moreover,  the  bac- 
teria competitively  absorb  Vitamin 
Bi2  and  unconjugate  bile  salts,  pre- 
cipitating steatorrhea,  macrocytic 
anemia,  and  hypoproteinemia.’ > ^ 


These  symptoms,  as  with  a true 
blind  loop  syndrome,  may  be  eradi- 
cated by  administration  of  oral  tet- 
racycline.3  ? ^ The  neuropathy  will 
usually  improve  with  B12  therapy. 

Treatment 

The  therapy  of  jejunal  diverticulosis 
may  be  either  conservative  or  resec- 
tional. Conservative  therapy  is  best 
utilized  for  those  patients  with  long 
standing  histories  of  indigestion  and 
malabsorption.  Administration  of  oral 
broad  spectrum  antibiotics,  such  as 
the  tetracyclines,  will  decrease  the 
bacterial  flora  and  allow  restoration 
of  normal  absorptive  capacity  with 
resolution  of  the  steatorrhea  and  Vit- 
amin Bi2  deficiency.^  These  remis- 
sions may  be  lasting  or  transient  and 
the  length  of  remission  is  unpredict- 
able. Relapses  can  be  treated  with  re- 
peated short  courses  of  antibiotics.^ 
This  regimen  will  usually  produce 
good  relief  of  the  gastrointestinal 
symptoms  as  well.^  Conservative 
therapy,  however,  requires  a coop- 
erative patient  who  will  take  his 
medicine. 


Resectional  therapy  in  patients 
with  chronic  disease  is  reserved  for 
those  patients  who  are  intractable  to 
antibiotics:  whether  because  of  fail- 
ure to  take  the  drug,  or  because  of 
undesirable  side  effects  from  the 
drug.’^i'’’®  In  localized  short  segments 
of  diverticula,  complete  excision  is 
the  treatment  of  choice.®  However, 
with  diverticula  over  a more  extensive 
area,  surgery  should  be  conservative 
and  should  try  to  deal  with  the  indi- 
vidual diverticulum  in  order  to  pre- 
vent iatrogenic  malabsorption.® 

Further,  with  the  onset  of  a compli- 
cation, resection  is  indeed  the  treat- 
ment of  choice.®  4“ >®  Most  often,  the 
diagnosis  is  not  made  preoperatively 
and  the  true  cause  of  the  patient’s 
condition  found  only  by  serendipity. 

Summary 

Jejunal  diverticula  are  rare  causes 
of  the  acute  abdomen  and  may 
present  either  as  peritonitis  or  gas- 
trointestinal hemorrhage.  They  may 
also  present  with  chronic  symptoms 
of  diarrhea  and  malabsorption.  The 
diagnosis  is  difficult  and  frequently 
made  by  serendipity.  Therapy  de- 
pends on  the  presenting  symptoms 
and  ranges  from  antibiotics  to  seg- 
mental resection.  Complications  may 
include  diverticular  perforation  of 
which  two  further  cases  are  herein 
presented.  □ 

REFERENCES 

1 Cooke,  W.  T.;  Cox,  E.  V.;  Fone,  D.  J.;  Megnell,  M.  J.; 
and  Caddie.  R.  The  clinical  and  metabolic  significance  of 
jejunal  diverticula  Gut  4 115-131.  1963. 

2 Altemeler,  W.  A.;  Bryant,  L.R.;and  Wulsin,  J.  H.  The 
surgical  significance  of  jejunal  diverticulosis.  Arch 
Surg  86  732-45.  1963 

3.  Christenson.  N.  Jejunal  diverticulosis  Amer.  J.S 
118:612-18.  1969 

4 Nobles,  E.  R.  Jejunal  diverticula  Arch  Surg 
102:172-4.  1971, 

5 Elliot,  R.  L.;  Yelverton,  R.;  and  Barnett,  W.  O.  Je- 
junal diverticuliliswith  perforation  and  peritonitis  Amer 
Surg  31:499-502,  1965 

6 Locallo,  S.  A.  and  Stahl.  W.  M.  Diverticular  disease 
of  the  alimentary  tract,  part  II — esophagus,  stomach  and 
small  intestine  Current  Prob  Surg  Chicago.  Yearbook 
Medical  Publishers.  Jan  1968 

7 Goldstein,  F.;  Wills,  C.  W.;  Salen,  G.;  and  Mandle, 
R.  J.  Diverticulosis  of  the  small  intestine  Amer  J Dig. 
Dis.  14,170-81,  1969, 

8 Macbeth,  W.  A.  A.  G.  Jejunal  diverticula.  Brit.  J 
Surg.  51:580-3,  1964 

9.  Mumyaradzi,  0.  M;and  Wapnick,  S.  Multiple  jejunal 
diverticulosis  and  small  bowel  volvulus  Amer.  J.S 
125:356-9,  1973 

10  Evans,  W.  E.;  Wall,  T,  R.;  and  Ellison,  E.  H.  Inflam- 
matory mass  of  the  mesentery — diagnostic  and  thera- 
peutic problems.  Surg  Clin  N A 50:1039-43,  1970 

1 1 Martin,  S.  P.  and  Mann,  T.  C.  Diverticula  of  the 
jejunum  with  perforation.  J.  So  Car  M A 61 : 135-6, 1965 


Pennsylvania  Medicine,  February  1976 


63 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 
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daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINOICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

tuf  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 
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BEAVER  COUNTY; 

Wayne  P.  Burick,  M.D.,  Radiology,  745  Todd  Ave.,  Ellwood  City 
16117. 

BERKS  COUNTY: 

Girdhari  L.  Hanjura,  M.D.,  Internal  Medicine,  St.  Joseph  Hosp., 
F.P.  Dept.,  Reading  19603. 

W.  Don  Heard,  M.D.,  Internal  Medicine,  13  Fords  Edge, 
Royersford  19468. 

Anton  J.  Kleiner,  M.D.,  Obstetrics  and  Gynecology,  301  S.  7th 
Ave.,  W.  Reading  19611. 

John  G.  Meharg,  Jr.,  M.D.,  Internal  Medicine,  306  Springside  Dr. 
E.,  Shillington  19607. 

BUCKS  COUNTY: 

Edmund  T.  Carroll,  D.O.,  Internal  Medicine,  1621  Farragut  Ave., 
Bristol  19007. 

M.  Barry  Lipson,  M.D.,  Orthopedic  Surgery,  St.  Mary  Medical 
Bldg.,  105,  Langhorne  19047. 

Joseph  M.  McGuckin,  M.D.,  Orthopedic  Surgery,  6316  N.  13th  St.. 
Philadelphia  19141. 

CAMBRIA  COUNTY: 

Victoria  T.  Smith,  M.D.,  Physical  Medicine/Rehabilitation,  407 
Devon  Dr.,  Johnstown  15904. 

CHESTER  COUNTY: 

Michael  J.  Butler,  M.D.,  Plastic  Surgery,  52  N.  Woodmont  Dr., 
Downingtown  19335. 

Joseph  A.  Fortune,  M.D.,  Family  Practice,  R.D.1,  Box  90A,  Mal- 
vern 19355. 

James  A.  Murphy,  M.D.,  Radiology,  Chester  County  Hosp.,  West 
Chester  19380. 


Martin  H.  Neff,  M.D.,  Family  Practice,  72  W.  Lancaster  Ave., 
Downingtown  19335. 

CLARION  COUNTY: 

James  D.  Blanding,  Jr.,  M.D.,  Pathology,  P.O.  Box  1 85,  N.  7th  Ave., 
Clarion  16214. 

CRAWFORD  COUNTY: 

Edward  M.  Fine,  M.D.,  Family  Practice,  1310  Windsor  House, 
Meadville  16335. 

Lawson  C.  Smart,  M.D.,  Orthopedic  Surgery,  766  Liberty  St., 
Meadville  16335. 

Christopher  W.  Thomas,  M.D.,  Internal  Medicine,  244  Jefferson 
St.,  Meadville  16335. 

DAUPHIN  COUNTY: 

John  H.  Brooks,  M.D.,  Internal  Medicine,  Polyclinic  Hosp.,  Harris- 
burg 17105. 

Robert  A.  Jacobs,  M.D.,  General  Surgery,  Polyclinic  Hosp.,  Har- 
risburg 17105. 

Lee  C.  Miller,  M.D.,  Psychiatry,  Polyclinic  Hosp.,  Harrisburg 
17105. 

DELAWARE  COUNTY: 

G.  Richard  Barvinchak,  M.D.,  Ophthalmology,  1443  Upland  St., 
Chester  19013. 

Barbara  A.  Crockett,  M.D.,  Psychiatry,  34  Meadow  Ln.,  Haverford 
19041. 

Alfred  M.  Digiacomo,  M.D.,  Family  Practice,  7221  Wayne  Ave., 
Upper  Darby  19082. 

Edward  M.  Laska,  M.D.,  Internal  Medicine,  151  Locust  Ave., 
Springfield  19064. 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/lOO  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid 100  mg.  Nicotinic  Acid  250  mg. 

Niacinamide  75  mg.  Niacinamide  75  mg. 

Ascorbic  Acid  150  mg.  Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  25  mg.  Thiamine  HCL  (B-1)  ....  25  mg. 

Riboflavin  (B-2)  2 mg.  Riboflavin  (B-2)  2 mg. 

Pyridoxme  HCL  (B-6)  ^ . 10  mg.  Pyridoxine  HCL  (B-6)  10  mg. 

.i/c  non  “OSE:  1 to  3 tablets  daily. 

AVAILABLE:  Bottles  of  100,  500, 
100°  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con- 
tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  ...  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  . 10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  fallow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran- 
sient flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 
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Arthur  N.  Leibowitz.  M.D.,  Pediatrics,  7100  Marshall  Rd.,  Upper 
Darby  19082. 

Dante  S.  Roccario,  D.O.,  Family  Practice,  107  W.  Providence  Rd., 
Aldan  19018. 


ERIE  COUNTY: 

Gordon  P.  Anderson,  M.D.,  Internal  Medicine,  4347  Valencia  Ct., 
Erie  16506. 

Jose  F.  Diaz,  M.D.,  Urology,  627  W.  32nd  St.,  2,  Erie  16508. 

John  M.  Garrison,  M.D.,  Thoracic  Surgery,  104  E.  2nd  St.,  Erie 
16507. 

George  D.  Gourgoutis,  M.D.,  Internal  Medicine,  104  E.  2nd  St., 
Erie  16507. 

JohnG.  Guthleben,  M.D.,  Obstetrics  and  Gynecology,  161 1 Peach 
St.,  Erie  16505. 

Alan  C.  Harter,  M.D.,  Preventive  Medicine,  2901  E.  Lake  Rd.,  Erie 
16511. 

ANA.  Kholeif,  M.D.,  Anesthesiology,  Hamot  Med.  Ctr.,  Erie  16512. 

Vinod  M.  Patel,  M.D.,  Internal  Medicine,  238  W.  22nd  St.,  Erie 
16502. 

Abdel  A.  Salameh,  M.D.,  Urology,  4 E.  2nd  St.,  Erie,  16512. 

Gunasiri  Samarasinghe,  M.D.,  Anesthesiology,  1211  E.  Gore  Rd., 
Erie  16509. 

Limjadi  Santoso,  M.D.,  Internal  Medicine,  Hamot  Med.  Ctr.,  Erie 
16512. 

Felix  S.  Simora,  M.D.,  Psychiatry,  234  W.  6th  St.,  Erie  16507. 

KripaS.  Singh,  M.D.,  Psychiatry,  1570  Wintergreen  Ln.,  Fairview 
16415. 

Wilfredo  S.  Tan,  M.D.,  Thoracic  Surgery,  4450  Buffalo  Rd.,  Erie 
16510. 


FRANKLIN  COUNTY: 

Kwan  S.  Cho,  M.D.,  Anesthesiology,  211  Highland  Cr.,  Cham- 
bersburg  17201. 

Joseph  H.  Stewart,  III,  D.O.,  Family  Practice,  48  E.  2nd  St., 
Waynesboro  17268. 


GREENE  COUNTY: 

Meyer  R.  Sonneborn,  D.O.,  Family  Practice,  P.O.  Box  68,  Wind 
Ridge  15380. 

LACKAWANNA  COUNTY: 

Jerome  W.  Jordan,  M.D.,  Ophthalmology,  201  N.  Franklin  Ave., 
Scranton  18503. 

Walter  E.  Malhoski,  M.D.,  Urology,  625-628  Connell  Bldg.,  Scran- 
ton 18503. 

Arthur  M.  Segal,  M.D.,  Psychiatry,  Eastern  Pa.  Psych.  Inst., 
Philadelphia  19128. 

Charles  L.  Swisher,  II,  M.D.,  Family  Practice,  1 5 S.  Goodwin  Ave., 
Kingston  18704. 

LANCASTER  COUNTY: 

James  W.  Kendig,  M.D.,  Pediatrics,  Norlanco  Med.  Associates, 
R.D.1,  Elizabethtown  17022. 

Richard  Levandowski,  M.D.,  Family  Practice,  861  Martha  Ave., 
Lancaster  17601 . 

William  R.  Myers,  M.D.,  Physical  Medicine/Rehabilitation,  812 
Waterford  Dr.,  Lancaster  17602. 

John  C.  Scatarige,  M.D.,  Radiology,  1422  Quarry  Ln.,  Lancaster 
17603. 

Joseph  M.  Seventko,  M.D.,  Orthopedic  Surgery,  822  Marietta 
Ave.,  Lancaster  17603. 

LEHIGH  COUNTY: 

Edward  F.  Blasser,  M.D.,  Internal  Medicine,  U.S.C.G.  Receiving 
Ctr.,  Cape  May,  NJ  08204. 

LUZERNE  COUNTY: 

Wook  H.  Koo,  M.D.,  Anesthesiology,  196  Hanover  St.,  Wilkes- 
Barre  1 8703. 

LYCOMING  COUNTY: 

Susan  C.  Judson,  M.D.,  Internal  Medicine,  410  S.  Iseminger, 
Philadelphia  19147. 

Thomas  A.  LaPointe,  M.D.,  Family  Practice,  699  Rural  Ave.,  Wil- 
liamsport 17701. 


new  members 


MERCER  COUNTY: 

Vinai  Ariyaprakai,  M.D.,  Internal  Medicine,  Grove  City  Hosp.  Med. 
Bldg.,  Grove  City  16127. 

James  J.  Kolenich,  M.D.,  General  Surgery,  1 1 1 N.  Main  St.,  Green- 
ville 16125. 

Constantine  J.  Poolos,  M.D.,  Internal  Medicine,  Med.  Clinic, 
Greenville  16125. 

Bruce  R.  Wolff,  M.D.,  General  Surgery,  90  Shenango  St.,  Green- 
ville 16125. 


PHILADELPHIA  COUNTY: 

Joseph  C.  Beres,  M.D.,  Radiology,  425  Emerson  Rd.,  Huntingdon 
Valley  19006 

David  A.  Baker,  M.D.,  Obstetrics  and  Gynecology,  3400  Spruce 
St.,  Philadelphia  19104 

William  E.  Barry,  M.D.,  Internal  Medicine,  3400  N.  Broad  St., 
Philadelphia  19140 

Chan  K.  Chung,  M.D.,  Radiology,  10th  and  Walnut  Sts.,  Philadel- 
phia 19107 

Mary  W.  Denk,  M.D.,  Radiology,  Mercy  Hospital,  Scranton  18501. 

Arturo  J.  Ferreira,  M.D.,  Internal  Medicine,  8400  Bustleton  Ave., 
Philadelphia  19152 

Joseph  P.  Giffin,  M.D.,  Anesthesiology,  3700  Sheaff  Lane,  602, 
Philadelphia  19145 

J.  Henry  Hinchcliffe,  M.D.,  Family  Practice,  1520  W.  Erie  Ave., 
Philadelphia  19140 

Kundabala  S.  Joshi,  M.D.,  Pediatrics,  9601  Ashton  Rd.,  Ell, 
Philadelphia  19114 

Daniel  B.  Kaplan,  D.O.,  Family  Practice,  352  Foulke  Lane, 
Springfield  19064 

Lawrence  S.  Koons,  M.D.,  Internal  Medicine,  Central  and  Shel- 
mire  Aves.,  Philadelphia  19111 

Oscar  E.  Laborda,  M.D.,  Internal  Medicine,  257  State  Rd.,  22D, 
Springfield  19064 

William  S.  Malin,  M.D.,  Internal  Medicine,  221  MelroseCr.,  Merion 
19066 

Wilfredo  M.  Mediano,  M.D.,  Radiology,  237  Hemlock  Rd., 
Wynnewood  19096 

Carolyn  Z.  Michaelson,  M.D.,  Family  Practice,  6605  Lincoln  Dr., 
Philadelphia  191 19 

Carlos  Moreno,  M.D.,  Pathology,  130  W.  Essex  Ave.,  Lansdowne 
19050 

J.  Martin  Myers,  Jr.,  M.D.,  Psychiatry,  8th  and  Spruce  Sts., 
Philadelphia  19107. 

Kong  T.  Oh,  M.D.,  Ophthalmology,  5001  Frankford  Ave.,  Philadel- 
phia 19124 

Richard  J.  Panicco,  D.O.,  Internal  Medicine,  6700  Marshall  Rd., 
A3,  Upper  Darby  19082 

Halit  Recik,  M.D.,  Anesthesiology,  267  Perry  St.,  Philadelphia 
19117 

Sang  W.  Seo,  M.D.,  Pathology,  225  Newtown  Rd.,  Warminster 
18974 

V.  L.  Shashikumar,  M.D.,  Pediatrics,  2600  N.  Lawrence  St., 
Philadelphia  19133 

Henry  I.  Silva,  M.D.,  Pathology,  Thomas  Jefferson  University  Hos- 
pital, Philadelphia  19104. 

Sanguan  Sapthavichai  Kul,  M.D.,  Anesthesiology,  230  N.  Broad 
St.,  Philadelphia  19102. 

Somkiat  Sethbahakdi,  M.D.,  Internal  Medicine,  51  N.  39th  St., 
Philadelphia  19104. 

Marsha  M.  Silberstein,  M.D.,  Anesthesiology,  619  Addison  St., 
Philadelphia  19147. 


Lawrence  Solish,  M.D.,  Urology,  1335  Tabor  Rd.,  Philadelphia 
19141. 

Chia-Chuen  Su,  M.D.,  Thoracic  Surgery,  603-A  Roxborough  Ave., 
Philadelphia  19128. 

Robert  B.  Swain,  D.O.,  Urology,  255  S.  17th  St.,  Philadelphia 
19103. 

Paul  Walinsky,  M.D.,  Internal  Medicine,  1025  Walnut  St., 
Philadelphia  19107. 

Patrick  T.  Waters,  D O.,  Family  Practice,  437  Twining  Ford  Rd., 
Richboro  18954. 

Alan  J.  Wein,  M.D.,  Urology,  3400  Spruce  St.,  Ste.  W310,  Philadel- 
phia 19104. 

Harriet  V.  Wells,  M.D.,  Psychiatry,  111  N.  49th  St.,  Philadelphia 
19139. 


SCHUYLKILL  COUNTY: 

Mohammed  Aslam,  M.D.,  Neurology,  May  Fair  Apts.,  May  Dr., 
Schuylkill  Haven  17972. 

WESTMORELAND  COUNTY: 

Lawrence  F.  Blackburn,  M.D.,  Internal  Medicine,  20  Cypress  Dr., 
Greensburg  15601. 

Angelito  Delacruz,  M.D.,  Family  Practice,  5300  Fairwood  Dr., 
J201,  Irwin  15642. 

Heriberto  M.  Florentin,  M.D.,  Obstetrics  and  Gynecology,  70  Lin- 
coln Hwy.,  Jeannette  15644. 

James  R.  Lynch,  M.D.,  Radiology,  Latrobe  Area  Hosp.,  Radiology, 
Latrobe  15650. 

Francisco  M.  Mendoza,  Jr.,  M.D.,  Family  Practice,  15  W. 
Hempfield  Dr.,  Irwin  15642. 

Ahsen  T.  Ozarda,  M.D.,  Radiology,  559  Shearer  St.,  Greensburg 
15601. 

David  M.  Toney,  M.D.,  Radiology,  330  Old  Airport  Rd., 
Greensburg  15601. 
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PHYSICIANS  WANTED 


Excellent  Group  Practice  Opportunities  for  primary 
care  physicians,  medical,  surgical  specialists,  pediatri- 
cians, psychiatrists,  dermatologists  in  beautiful  univer- 
sity community  with  hospital  privileges  available.  Con- 
tact Indiana  Medical  Center,  Heatherbrae  Square,  In- 
diana, PA  15701 : telephone  (412)  465-2056. 


Emergency  Physicians — A multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi- 
tion to  full-time  emergency  physicians,  a physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au- 
tonomy in  its  member  physicians.  Financial  arrange- 
ments are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi- 
cians are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write;  Depart- 
ment 650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Psychiatrists,  Physicians  with  Psychiatric  Experience 

— Mental  hospital  in  metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  resort 
area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Pennsylvania  license  required.  Contact:  Henry 
Buxbaum,  M.D.,  Superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411.  Telephone:  (717) 
586-201 1 . 


remuneration  and  fringe  benefit  program,  including  paid 
hospitalization  plan.  Blue  Shield  Major  Medical  Plan,  life 
insurance,  disability  insurance,  sick  leave,  4 weeks  vaca- 
tion and  educational  leave.  We  are  interested  in  career 
Emergency  Medicine  physicians  and  who  are  members  of 
the  American  College  of  Emergency  Physicians.  Call  col- 
lect or  write  Robert  H.  Spratt,  M.D.,  Director,  Department 
of  Emergency  Medicine,  Holy  Redeemer  Hospital,  1648 
Huntingdon  Pike,  Meadowbrook,  PA  19046.  Telephone: 
(215)  947-3000. 

A 200  bed  Western  Pennsylvania  hospital  seeks  a board 

eligible  or  board  certified  ophthalmologist.  Newly  de- 
signed ophthalmological  office  facilities  available.  Con- 
tact: Administrator,  The  Greenville  Hospital,  110  N.  Main 
St.,  Greenville,  PA  16125. 

Anesthesiology — Applications  are  wanted  from  an  expe- 
rienced, quality  group  of  anesthesiologists  to  provide 
complete  anesthesiologic  and  critical  care  service  for  a 
new  262-bed  hospital  under  construction  which  is  part 
of  a three-hospital  group.  Certification  necessary.  The 
services  to  be  provided  will  include  all  forms  of  regional 
and  general  anesthesia.  Complete  24-hour  coverage  for 
obstetrical  unit,  busy  trauma  center  and  critical  care  unit. 
Write  Department  701 . PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  Pa.  17043. 

Pennsburg,  Pennsylvania — Suburban  Philadelphia 
Area — in  great  need  of  a physician.  Modern  office  avail- 
able immediately.  (215)  679-5393;  (215)  723-9688. 


Pediatrician — Needed  in  College  town  with  drawing  popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80. 
Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
minstrator,  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Camp  Physician — July-August  for  2,  4 or  8 week  period. 
NE  Pennsylvania,  family  accommodations,  private  lake, 
tennis,  et  al.  2 RNs.  Write  Camp  Wayne,  633  Barnard  Ave., 
Woodmere,  NY  11598;  (516)  295-5544. 

Radiologist — Board  certified  or  eligible.  Salaried  posi- 
tion. 200  bed  hospital  embarking  on  a multi-million  dollar 
building  program.  University  community  60  miles  NE  of 
Pittsburgh.  Associate  position  with  opportunity  to  assist 
in  planning  new  department  of  radiology.  Contact  Donald 
F.  Smith,  Administrator,  Indiana  Hospital,  Indiana,  PA 
15701;  telephone  (412)  463-0261. 

The  Emergency  Department  of  a 300  bed  ideally  located 

j suburban  Philadelphia  hospital  is  seeking  two  qualified 
physicians  which  will  complete  a six  man  group.  Excellent 


Nuclear  Medicine  Physician  wanted  as  an  assistant,  cer- 
tified oreligiblefor  Boards,  oriented  toward  clinical  medi- 
cine and  teaching.  Full  time  position  with  salary  negoti- 
able. 400  bed  hospital  in  Pennsylvania  with  university  af- 
filiation and  active  teaching  program,  adequately  special- 
ized staff  of  physicians  with  wide  referral  area.  Nuclear 
Medicine  Department  organized  1 958  and  responsible  for 
Imaging  and  Invitro  work.  Write  Department  699,  PENN- 
SYLVANIA MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Pulmonary  Internists — Immediate  opening  (Pennsylvania 
license  required).  Board  eligible/Board  certified;  respon- 
sibilities in  clinical  consultation,  pulmonary  laboratory, 
respiratory  therapy  and  intensive  care.  Position  available 
in  a modern  320-bed  hospital;  attractive  benefits,  good 
schools  and  university,  cultural  and  year-round  recre- 
ational activities.  Contact  or  write:  Richard  F.  Seifert,  Ad- 
ministrator, Lee  Hospital,  320  Main  St.,  Johnstown,  PA 
15901;  (814)  535-7541. 

Emergency  Room  Physician  to  complete  group  in  re- 
cently completed  modern  emergency  room  suite  with 
chopper  pad.  Excellent  compensation  includes  malprac- 
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tice  coverage.  Service  area  of  approximately  50,000  popu- 
lation with  excellent  school  system  from  kindergarten 
through  4 area  colleges.  Cultural  and  recreational  ac- 
tivities include  hunting  and  fishing.  Major  metropolitan 
areas  including  New  York,  Philadelphia,  and  Pittsburgh 
within  3 to  5 hours  commuting  distance.  Contact  A.W. 
Speth,  Administrator,  Lock  Haven  Hospital,  Lock  Haven, 
PA  17745.  Call  collect  (717)  748-7721. 

Family  Physicians — Openings  in  areas  of  medical  care  in 
a large  psychiatric  hospital  which  is  fully  integrated  with 
community  agencies,  hospitals,  and  base  service  units. 
Conveniently  located  near  city  of  Pittsburgh.  Accredited 
by  J.C.A.H.  and  meets  standards  for  Medicare,  Medicaid, 
and  Medical  Assistance.  Salaries  range  to  $28,577  with 
excellent  fringe  benefits  including  opportunities  for  con- 
tinuing medical  education.  Pennsylvania  license  required. 
Contact  Dr.  F.C.  Wagenseller,  Director  of  Medical  Serv- 
ices, Mayview  State  Hospital,  Bridgeville,  PA  15017; 
(412)  343-2700. 

Pathology — Applications  are  wanted  from  a certified,  ex- 
perienced group  of  pathologists  to  provide  complete  clin- 
ical and  surgical  pathological  service  for  two  existing 
hospitals  and  a third  under  construction  to  include  a cen- 
tralized laboratory  facility.  Write  Department  701,  PENN- 
SYLVANIA MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  1 7043. 

Physical  Medicine  and  Rehabilitation — Seeking  qualified 
physiatrist  as  Associate  Director  of  active,  comprehensive 
Rehabilitation  Center.  Excellent  facilities  and  equipment. 
Highly  qualified  supportive  staff.  Adjunct  service  of 
ultra-modern  600-bed  hospital.  Great  Lakes  location  with 
extensive  educational  and  recreational  opportunities. 
Contact:  Thelbert  Moyer,  M.D.,  Director,  Saint  Vincent 
Rehabilitation  Center,  232  W.  25th  St.,  Erie,  PA  16512; 
(814)  459-4000. 

Internist — Board  eligible  or  certified,  with  interest  in  car- 
diology or  gastroenterology  for  a community  hospital  in 
Philadelphia.  Good  remuneration  and  fringe  benefits. 
Write  Department  697,  PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

Orthopedic  Surgeon — Needed  in  College  town  with  draw- 
ing population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
ministrator, Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Radiology — Applications  are  wanted  from  a certified,  ex- 
perienced, quality  group  of  radiologists  to  provide  com- 
prehensive radiological  service  for  a new  262-bed  hospital 
under  construction  which  is  part  of  a three-hospital 
group.  The  services  will  include  general  diagnostic 
radiology,  angiography,  nuclear  medicine  sonography 
and  computer  tomography.  Special  interest  in  emergency 
and  trauma  radiology  is  also  desirable.  Write  Department 
701 , PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne, 
Pa.  1 7043. 


House  Staff  Physician — 280  bed  accredited  hospital 
seeks  Pennsylvania  licensed  physician  for  40  hours  per 
week  plus  two  nights  per  week.  Located  in  the  beautiful 
suburbs  of  Philadelphia.  Paid  malpractice  insurance, 
pension  plan,  hospitalization,  sick  leave,  vacation,  disabil- 
ity insurance  and  other  attractive  benefits.  $28,500  per 
year.  Call  or  write  T.  A.  Harrington,  Administrator,  Holy 
Redeemer  Hospital,  Meadowbrook,  PA  19046;  (215)  947- 
3000. 


Florida  Gulf  Coast — Unique  private  practice  opportunities 
and  hospital  staff  memberships  immediately  available  in 
Tampa-St.  Petersburg,  the  state’s  fastest-growing  metro- 
politan area.  Florida’s  largest  community  hospital  de- 
velopment and  management  firm  seeks  curriculum  vitae 
from  primary  care  physicians — family  medicine,  general 
practice,  internal  medicine — and  specialists  in  plastic 
surgery,  otolaryngology,  neurosurgery,  gynecology, 
anesthesiology,  ENT,  and  physical  and  rehabilitative  med- 
icine. Call  collect  (81 3)  381 -8000  or  write  to  Medical  Affairs 
Department,  MEDFIELD  CORPORATION,  1609  Pasadena 
Ave.  S.,  St.  Petersburg,  FL  33707. 


Pennsylvania — Emergency  Physician  to  complete  6 man 
department.  Background  in  emergency  care,  family  prac- 
tice, medicine  orsurgery.  New  modern  ED;  600  bed  hospi- 
tal; congenial  group.  Community  of  130,000;  clean  envi- 
ronment; good  schools;  5 colleges;  cultural  advantages; 
low  crime  rate;  favorable  taxes.  Malpractice  insurance;  42 
hour  week;  1 month  off;  salary  competitive.  Send  CV. 
Director  of  Medical  Affairs,  Saint  Vincent  Health  Center, 
Erie,  PA  16512. 


Pennsylvania-Great  Pocono  Northeast — 300,000  popula- 
tion, needs  internist,  specialty  rheumatology;  tremendous 
potential.  No  competition.  Private  practice  plus  full  time 
position  with  comprehensive  rehabilitation  complex.  Man 
(or  Ms.)  for  all  seasons — golf,  fishing,  hunting,  skiing. 
God’s  Country.  Contact  George  T.  Walters,  President,  Al- 
lied Services,  Scranton,  PA  18508;  (717)  346-8411. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional  word;  $1.00 
per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical  Society  Payable  in 
advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding  month  of 
publication.  Send  to  PENNSYLVANIA  MEDICINE.  20  Erford  Rd..  Lemoyne.  Penn- 
sylvania 17043  The  right  is  reserved  to  reject  or  modify  copy  to  conform  with 
publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers  forbid  dis- 
closure of  their  identity  Written  inquiries  are  forwarded  to  such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a name,  each 
abbreviation,  isolated  numbers,  groups  of  numbers,  hyphenated  words.  Count 
name  and  address  as  five  words,  telephone  numbers  as  one,  and  “Write  Depart- 
ment . . PENNSYLVANIA  MEDICINE  as  five. 
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Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital.  Affiliated  with  approved  general  hospital  for  all 
medical  and  surgical  treatment  as  required.  $22,351  to 
I $29,869  and  liberal  fringes.  Limited  housing  possible. 
Pennsylvania  license  required.  Robert  L.  Gatski,  M.D.,  Di- 
rector, State  Hospital,  Danville,  PA  17821. 

I POSITIONS  WANTED 

Director  of  Medical  Education/Medical  Director  position 
sought  by  former  Chief  Medical  Education,  U.S.  Army, 
also  experienced  medical  director,  Board  Certified  sur- 
geon, M.S.  in  health  administration.  (215)  376-7013. 

, Board  Eligible  General  Surgeon — F.M.G.  Looking  for 
. partnership/associate  or  solo  practice.  Will  consider  gen- 
eral practice  to  some  extent.  Write  Department  695, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
j 17043. 

Cardiologist — 33,  ABIM,  university  trained  in  all  invasive 

II  and  non  invasive  techniques,  desires  position  in  Philadel- 
phia area.  Available  July  1976.  Write  Department  692, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

FOR  SALE 

Institutionally  Zoned  Parcel  of  3 Acres-Plus — In  Warmin- 


ster Township,  Bucks  County.  Ideally  situated  for  medical 
clinic,  nursing  or  convalescent  home.  Contact;  Glen-Mont 
Realty  Co.,  104  Keswick  Ave.,  Glenside,  PA  19038;  or  call 
(215)  886-4730. 

Kodak  Exomat  M-6, 1 year  old.  Profexray  125  kv.-300  ma. 
generator  with  90°-15°  table,  image  intensifier  and  con- 
ventional spot  film.  Rail-ceiling  tube  stand.  Profexray  125 
kv.-300  generator,  with  90°-1 5°  table,  image  intensifier  and 
90  mm.  camera.  Ceiling  mounted  tube.  Write  Department 
700,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Internist  Retiring  for  Health  Reasons — Currently  occupy- 
ing  well  equipped  office  in  convenient  downtown 
Pittsburgh  area,  in  building  housing  other  physicians  and 
ancillary  facilities.  Will  consider  selling  equipment  as 
needed;  x-ray  screen,  air  conditioners,  ECG  Cambridge 
VS  III  machine,  emergency  oxygen  apparatus,  filing 
cabinets  etc.  Please  communicate  to  Department  702, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  EEG,  EKG, 
x-ray,  and  other  electronic  equipment.  Will  install  and 
remove  x-ray  equipment.  Walker  Electronics,  117  Sylvan 
Terrace,  Harrisburg,  PA  17104;  telephone  (717)  238-1369. 


RESIDENCY  IN  PHYSICAL 

MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  aca- 
demic and  clinical  emphasis  under  the  super- 
vision of  five  physiatrists.  Three  year  program 
and  integrated  internship/residency  with  oppor- 
tunity for  research  and  pursuit  of  special  inter- 
ests both  in  medical  school  and  private  hospital 
settings.  One  year’s  credit  for  four  years  of  gen- 
eral practice  experience  or  training  in  another 
specialty.  Stipends  from  $11,800  to  $14,200 
depending  on  qualifications.  Gl  schooling 
benefits  available  for  veterans.  We  will  pay  for 
visits  in  selected  cases.  Telephone  or  write  for 
information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


Hahnemann  Medical  College  and  Hospital 
Department  of  Surgery 

with 

Division  of  Family  Medicine 
Department  of  Medicine 
participating 

announces 

A Surgical  Symposium  on 
Office  Surgery  for  the  Physician 
in  Private  Practice 


April  12-13-14,  1976 

For  Program  details  write: 

Teruo  Matsumoto,  M.D.,  Ph.D.,  FACS 
Professor  and  Chairman,  Department  of  Surgery 
Hahnemann  Medical  College  and  Hospital 
230  North  Broad  Street 
Philadelphia,  Pennsylvania  19102 

The  symposium  is  approved  for  1 6 hours  of  Category  I Credit. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Francis  J.  Bonner,  Ardmore;  Georgetown  University 
School  of  Medicine,  1939;  age  61;  died  November  19, 
1 975.  He  was  a past  president  of  the  American  Association 
of  Electromyography  and  Electrodiagnosis,  director  of 
the  department  of  physical  medicine  and  rehabilitation  at 
Sacred  Heart  Hospital,  Norristown,  and  former  director  of 
physical  medicine  at  the  Mercy  Catholic  Medical  Center, 
Fitzgerald  Division.  He  is  survived  by  his  wife,  three 
daughters,  six  sons,  one  of  whom  is  Francis  J.  Bonner,  Jr., 
M.D.,  and  two  brothers. 


• Richard  H.  Chamberlain,  Philadelphia;  University  of 
Louisville  School  of  Medicine,  1939;  age  60;  died  De- 
cember 4,  1975.  He  was  professor  of  radiology  at  the 
University  of  Pennsylvania  School  of  Medicine,  and 
former  chief  of  radiology  at  the  university  hospital.  He  was 
involved  in  the  development  of  many  facets  of  improved 
techniques,  new  equipment,  and  units  and  measure- 
ments in  diagnostic  and  therapeutic  radiology.  He  was  a 
pioneer  in  the  use  of  radionuclides  in  diagnosis  and  ther- 
apy. Dr.  Chamberlain  was  an  advisor  on  radiological  prob- 
lems for  the  American  Cancer  Society,  the  National  Coun- 
cil on  Radiation  Protection,  International  Commission  on 
Radiological  Units  and  Measurements,  the  Atomic  Energy 
Commission,  and  the  U.S.  Public  Health  Service.  In  addi- 
tion, he  was  the  U.S.  delegate  to  the  United  Nations  Scien- 
tific Committee  on  the  Effects  of  Atomic  Radiation,  and  a 
member  of  the  World  Health  Organization’s  Expert  Advi- 
sory Panel  on  Radiation.  He  was  the  recipient  of  gold 
medals  for  his  work  from  the  American  College  of  Radiol- 
ogy, the  Radiological  Society  of  North  America,  and  the 
University  of  Lund,  Sweden.  A past  president  of  the 
Philadelphia  Roentgen  Ray  Society,  he  was  honored  in 
the  organization’s  oration  for  1 975.  A sister  and  a brother 
survive  him. 

• Sherman  F.  Gilpin,  Jr.,  Wyncote;  University  of  Penn- 
sylvania School  of  Medicine,  1929;  age  72;  died  November 
25,  1975.  He  was  a former  professor  of  neurology  at  Tem- 
ple University  School  of  Medicine.  His  wife  survives  him. 

• S.  Byron  Goldsmith,  Great  Neck,  New  York;  University 
of  Pennsylvania  School  of  Medicine,  1908;  age  93;  died 
November  3,  1975.  Information  regarding  survivors  is  un- 
available. 

• John  A.  Heberling,  Boca  Raton,  Florida;  University  of 
Pennsylvania  School  of  Medicine,  1923;  age  82;  died 
November  19,  1975.  He  is  survived  by  his  wife  and  two 
daughters. 


and  chairman  of  the  board  of  the  Armstrong  Association,  J' 
the  forerunner  of  the  Urban  League,  of  which  he  was  also  i 
president.  His  wife  and  two  daughters  survive  him. 


• Herman  H.  Hostetter,  Hershey;  Jefferson  Medical  Col- 
lege, 1923;  age  81;  died  December  6,  1975.  He  was  the 
recipient  of  numerous  awards  for  outstanding  service 
from  various  civic  organizations.  He  is  survived  by  his 
wife,  a son,  H.  Glenn  Hostetter,  M.D.,  a daughter,  and  a 
sister. 

• Herbert  S.  Klickstein,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1952;  age  54;  died 
November  21, 1975.  He  was  a research  fellow  in  the  history 
of  medicine  at  Johns  Hopkins  University.  His  wife,  his 
parents,  two  daughters,  a brother,  and  a sister  survive  him. 

• George  E.  Lentz,  York;  University  of  Maryland  School 
of  Medicine,  1933;  age  68;  died  December  2,  1975.  He  is 
survived  by  a daughter,  a brother,  and  a sister. 


J 


• George  M.  Lott,  State  College;  University  of  Colorado 
School  of  Medicine,  1 928;  age  78;  died  December  1 , 1 975. 
He  was  vice  president  of  the  Centre  County  Medical  Soci- 
ety 1960-61,  and  president  1961-62.  He  was  an  emeritus 
professor  at  the  Pennsylvania  State  University.  His  wife 
survives  him. 


• Maurice  W.  Miller,  Allentown;  Johns  Hopkins  Univer- 
sity School  of  Medicine,  1925;  age  81 ; died  December  4, 
1975.  He  was  president  of  the  Lehigh  County  Medical 
Society  in  1946.  His  wife  and  a daughter  survive  him. 


• Thomas  W.  Phillips,  Media;  Hahnemann  Medical  Col- 
lege, 1916;  age  87;  died  November  19,  1975.  He  was  pro- 
fessor emeritus  of  anatomy  at  Hahnemann  Medical  Col- 
lege and  Hospital.  His  wife,  two  daughters,  and  three  sons 
survive  him. 


• Fred  S.  Weintraub,  Pittsburgh;  University  of  Maryland  ^ 
School  of  Medicine,  1928;  age  73;  died  December  10, 
1975.  He  is  survived  by  his  wife,  a son,  and  a daughter. 


Adam  D’Alessandro,  Tampa,  Florida;  Medico- 
Chirurgical  College  of  Pennsylvania,  1914;  age  83;  died 
November  24,  1975.  Two  daughters  and  a son,  Richard 
D’Alessandro,  M.D.,  survive  him. 


Iir 

J'j 


Richard  B.  Lower,  Bryn  Mawr;  University  of  Pennsyl- 
vania School  of  Medicine,  1951 ; age  52;  died  December  6, 
1975.  Information  regarding  survivors  is  unavailable. 


• DeHaven  Hinkson,  Philadelphia;  Medico-Chirurgical 
College  of  Pennsylvania,  1 91 5;  age  84;  died  November  28, 
1975.  He  was  active  in  civil  rights  and  served  as  president 


A.  Lee  McDowell,  Reading;  Hahnemann  Medical  Col- 
lege, 1927;  age  72;  died  November  29, 1975.  He  is  survived 
by  a daughter. 
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LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit' to-risk  ratio 


three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu-. 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  I.I.d.  or  g./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5mg,  10mgand25  mg— bottles  oflOOand 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 

X Laboratories 

ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


UBRIUM 

chlordiazepoxide  HCI/Roche 

Please  see  following  page.  5 mg,  10  mg,  25 mg  capsules 


LIBRIUM 

(dilordiazepoxide  HQ) 

FOR  Aa  THE  RIGHT 
REASONS. 


Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patient’s  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS- 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit- to-risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM 

dilordiazepoxide  HCl/Roche 

Please  see  preceding  page  for  summary  of  product  informatioa 
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^.ARINGS  SET  ON  MALPRACTICE  INSURANCE  RATES  March  30,  31,  and  April  1 are  the  dates 

set  for  hearings  on  medical  malpractice 
nsurance  rates  and  new  rate  increase  filings.  The  hearings  are  scheduled  for  10  a.m. 
ach  day  at  the  William  Penn  Memorial  Museum  Auditorium,  Harrisburg.  All  insurance 
arriers,  whether  or  not  they  are  submitting  filings  for  rate  increases,  have  been 
sked  by  Insurance  Commissioner  William  J.  Sheppard  to  submit  by  March  12  the  following 
nformation  for  the  three  years  prior  to  June  30,  1975:  (1)  Earned  premiums  at  current 
ate  level  (2)  Number  of  paid  losses  (3)  Amount  of  paid  losses  (4)  Amount  of  paid 
[located  loss  adjustment  expenses  (5)  Number  of  outstanding  losses  (6)  Amount  of 
utstanding  losses  (7)  Amount  of  outstanding  allocated  loss  adjustment  expenses, 
arriers  intending  to  submit  rate  increase  filings  were  told  to  do  so  by  March  12  in 
he  notice  which  appeared  in  the  Pennsylvania  Bulletin  of  February  14.  The  State 
ociety  will  testify. 

1.5  BILLION  ADDED  COST  FOR  HEALTH  INSURANCE  Medical  malpractice  costs  are  adding  at 

least  $1.5  billion  annually  to  health 

nsurance  premiums,  the  Health  Insurance  Institute  reported  in  February.  While  this  is 
he  direct  added  cost,  the  Department  of  Health,  Education,  and  Welfare  estimates  that 
n additional  cost,  for  "defensive  medicine"  used  to  forestall  the  possibility  of  suits, 
mounts  to  $3  to  $5  billion  annually. 

TC  TO  INVESTIGATE  BLUE  SHIELD  The  Federal  Trade  Commission  has  begun  an  investiga- 
tion of  physician  control  of  the  nation's  71  Blue 
hield  plans  and  the  National  Association  of  Blue  Shield  Plans.  The  nature  and  extent 
f physician  control  and  its  impact  on  competition  in  the  delivery  of  health  care  will 
e examined.  Approximately  40  percent  of  the  population  pays  for  physician  services 
hrough  Blue  Shield,  according  to  the  FTC. 

R.  MASLAND  RESPONDS  TO  AP  MEDICARE  FEE  STORY  David  S.  Masland,  M.D.,  Society 

president,  responded  to  the  February  25 
ssociated  Press  story  disclosing  physician  groups  receiving  over  $50,000  in  medicare 
ayments  in  1974.  Dr.  Masland  said,  "The  figure,  $50,000,  makes  an  interesting  headline, 
ut  may  not  really  tell  too  much.  I have  seen  the  list  on  which  the  story  was  based  and 
n most  cases,  we  are  dealing  with  group  practices  of  two  or  more.  Second,  they  are 
ross  billing  figures.  On  the  average,  more  than  half  that  money  goes  to  pay  salaries  . . 
nd  overhead.  You've  got  to  know  more  than  the  raw  figures  before  you  can  understand  what 
hey  (the  figures)  mean." 

aMPAC  BOARD  ELECTS  OFFICERS  Charles  K.  Zug,  III,  M.D. , of  Bethlehem,  was  elected 

chairman  of  the  Board  of  Directors  of  the  Pennsylvania 
ledical  Political  Action  Committee  at  a meeting  February  25.  David  Scicchitano,  M.D. , 
f Mt.  Carmel,  is  vice  chairman;  Paul  F.  Kase,  M.D. , Harrisburg,  treasurer;  Mrs.  Donald  E. 
arrop,  Phoenixville,  secretary;  and  Mrs.  J.  L.  Polcyn,  Lancaster,  assistant  secretary, 
lected  as  board  members-at-large  were:  Drs.  Conrad  A.  Etzel,  Richard  L.  Huber,  Theodore 
Nelson,  John  W.  Robertson,  and  Joseph  S.  Silverman.  J.  Preston  Hoyle,  M.D.,  was 
lected  to  the  Executive  Committee. 

FE  SCHOOL  PHYSICIANS  LIABLE?  According  to  the  State  Society's  legal  counsel,  a physician 

employe  of  a school  district  is  liable  for  his  own  actions 
hen  immunizing  or  directing  the  immunization  of  school  children.  The  school  district 
Iso  is  not  immune  from  liability  arising  from  the  negligence  of  a physician  employe. 
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The  Society  will  pursue  the  matter  with  the  Advisory  Health  Board.  Act  210  of  1974  which 
exempts  physicians  and  nurses  from  liability  when  participating  in  Pennsylvania  Health 
Department  approved  mass  immunization  programs  applies  only  to  those  who  receive  no 
remuneration. 


SOCIETY  REQUESTS  ABORTION  LAW  OPINION  The  State  Society  has  asked  Secretary  of  Health 

Leonard  Bachman,  M.D.,  to  request  clarification 
of  the  present  law  governing  abortions  from  the  attorney  general.  Some  sections  of  Act 
209  of  1974,  the  Abortion  Control  Act,  have  been  invalidated  by  court  action.  Among  the 
questions  raised  are:  During  what  time  period  are  there  limitations  on  abortions?  What 

are  those  limitations?  What  elements  are  necessary  in  the  written  informed  consent?  What 
is  the  relationship  between  the  U.S.  Supreme  Court  decision  and  the  Pennsylvania  law? 

SIXTEEN  WEEKS  AND  COUNTING  ON  EDUCATION  REQUIREMENT  Society  members  have  16  weeks  left 

to  meet  the  State  Society's  require- 
ment for  continuing  education  as  a requisite  for  membership.  The  Council  on  Education  and 
Science  announces  the  following  ways  to  earn  Category  I credit  near  home: 

1.  Principles  of  Medical  Practice  Management,  April  30-May  1,  1976,  Penn  Harris  Motor 
Inn,  Camp  Hill — 4 hours  Category  I credit,  8 hours  Category  II  credit.  Contact: 
Council  on  Education  and  Science,  Society  Headquarters. 

2.  Annual  Meeting,  Medical  and  Chirurgical  Faculty  of  the  State  of  Maryland,  April  28- 
30,  Hunt  Valley  Inn,  north  of  Baltimore,  Md.  There  is  no  registration  fee  - 
Category  I credit.  For  complete  information  contact  the  Maryland  state  society 

at  1211  Cathedral  St.,  Baltimore,  MD  21201 

3.  Annual  Meeting,  Medical  Society  of  the  State  of  New  Jersey,  June  5-8,  Cherry  Hill 
Hyatt  House,  Cherry  Hill,  New  Jersey.  No  registration  fee  for  out  of  state  partic- 
ipants - Category  I credit.  For  complete  information  contact  Mrs.  Marion  R.  Walton, 
Convention  Manager,  Medical  Society  of  the  State  of  New  Jersey,  315  West  State  St., 
Trenton,  NJ  08605. 

4.  Joint  Commission  on  Accreditation  of  Hospitals  TAP/MATS  Seminars  March  30-31, 

Hershey  Motor  Lodge,  Hershey  - Category  I credit.  For  further  information  contact 
Council  on  Education  and  Science,  Pennsylvania  Medical  Society,  20  Erford  Rd. , 
Lemoyne,  PA  17043. 
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ARGONAUT  TERMINATES  91  Argonaut  Insurance  Company  has  notified  91  insureds  of  its  _ 

intent  to  terminate  their  professional  liability  coverage  K 

effective  April  1,  1976.  The  State  Society's  Commission  on  Professional  Liability  Insur- 
ance was  not  consulted  in  advance,  as  is  called  for  in  the  Society's  agreement  with  54 

Argonaut,  but  will  hold  hearings  on  each  case  unless  the  insured  notifies  the  commission  5^ 
that  he  does  not  want  a hearing.  The  91  affected  physicians  will  be  covered  by  Argonaut  ^ 

until  notified  that  the  Commission  on  Professional  Liability  Insurance  agrees  that  there 
is  cause  for  termination. 


PENNDOT  HEARING  BOARD  UPHELD  The  decision  of  the  Department  of  Transportation's  Jl. 

Hearing  Board  not  to  permit  chiropractors  to  give  physical  Ll 
examinations  for  drivers  license  applicants  has  been  upheld  in  Commonwealth  Court.  The  ^ 
Pennsylvania  Chiropractic  Society  had  petitioned  the  Court  to  reverse  the  decision  made  by  ^ 
the  board  in  April  1975.  5L 

59 


ATTORNEY  GENERAL  RULES  ON  ACT  111  Paul  F.  Abrams,  administrator  of  the  Medical  Mal- 
practice Arbitration  System,  has  announced  that 
Attorney  General  Robert  P.  Kane  has  ruled  that  health  care  providers  licensed  by  the 
Commonwealth  but  not  practicing  in  Pennsylvania  need  not  comply  with  the  fee  and  insurance 
provisions  of  Act  111  of  1975.  The  ruling  also  applies  to  those  who  are  solely  employed 
by  the  federal  government.  The  ruling  affects  thousands  of  physicians. 
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Dr.  Sammons,  Mark  Russell  Conference  headliners 


The  State  Society’s  1976  Offi- 
cers’ Conference,  April  21-22,  will 
offer  a diversified  program  ap- 
pealing to  a wide  range  of  physi- 
cians' interests. 

James  H.  Sammons,  M.D.,  ex- 
ecutive vice  president,  American 
Medical  Association,  will  high- 


presentation  on  “The  New  AMA.’’ 
Dr.  Sammons  was  elected  execu- 
tive vice  president  in  October 
1974.  Prior  to  his  election  in 
March  1974  as  executive  vice 
president  designate,  he  had 
served  as  chairman  of  the  AMA 
board  of  trustees. 

A member  of  the  board  of  direc- 
tors of  the  American  Medical  Po- 
litical Action  Committee  (AMPAC) 
1964-70,  and  chairman  1969-70, 
Dr.  Sammons  was  a founder  of 
the  Texas  Political  Action  Com- 
mittee. 

Greetings  by  Officers’  Confer- 
ence chairman  R.  William  Alex- 
ander, M.D.,  and  a report  from 
Society  president  David  S.  Mas- 
land,  M.D.,  will  open  the  confer- 
ence. A discussion,  “Practicing 
Under  Act  111,’’  moderated  by  Dr. 
Masland,  will  be  presented  by 
panelists  Paul  F.  Abrams,  director 


of  malpractice  arbitration,  and 
Frank  E.  Raab,  director  of  the  Ca- 
tastrophe Loss  Fund.  Act  111  is 
the  Medical  Malpractice  Act  of 
1975. 

A reception  followed  by  dinner 
will  be  held  Wednesday  evening. 
The  scheduled  speaker  is  well 
known  political  satirist  Mark  Rus- 
sell. Russell  has  made  personal 
and  television  appearances 
throughout  the  nation,  recorded 
albums  such  as  “Up  the  Potomac 
without  a Canoe,”  “The  Face  on 
the  Senate  Floor,”  and  “Wild, 
Weird,  Wired  World  of  Water- 
gate,” and  writes  a newspaper 
column  for  the  Los  Ange/es  Times 
syndicate. 

Thursday  morning  activities 
will  be  highlighted  by  “A  Drug  on 
the  Market,”  a panel  discussion 
with  participants  Arthur  H.  Hayes, 
Jr.,  M.D.,  chief,  division  of  clinical 
pharmacology,  Milton  S.  Hershey 
Medical  Center,  and  chairman  of 
the  State  Society’s  Commission 
on  Therapeutics;  and  Daniel  A. 
Hussar,  Ph.D.,  dean  of  faculty  at 
the  Philadelphia  College  of 
Pharmacy  and  Science,  and  pres- 
ident of  the  Pennsylvania  Phar- 
maceutical Association. 

Councilor  district  breakfasts 
for  questions  and  feedback  are 
scheduled  for  7:00  Thursday 
morning. 

“O  Nolo  Contendere:  Fraud  in 
Government  Health  Programs,”  a 
discussion  moderated  by  Orlo  G. 
McCoy,  M.D.,  trustee  of  the 
Twelfth  Councilor  District,  is  ex- 
pected to  be  of  special  interest. 
Scheduled  participants  are:  Rob- 
ert E.  Neilson,  director  of  special 
investigation  for  the  state  of 
Washington;  Victor  Schwartz,  as- 
sistant United  States  attorney, 
Philadelphia;  and  Thomas  P. 
Kerr,  director  of  the  Bureau  of 


Public  Assistance  Audits. 

Donald  E.  Harrop,  M.D.,  chair- 
man of  the  Council  on  Gov- 
ernmental Relations,  will  discuss 
new  legislative  priorties  for  the 
Society.  A multimedia  presenta- 
tion on  “PaMPAC,  Politics  and 
the  Facts  of  Life”  will  follow. 

Also  included  in  the  Officers’ 
Conference  program  will  be  seg- 
ments on:  the  Pennsylvania  Med- 
ical Cooperative,  by  H.  Robert 
Davis,  M.D.,  Co-op  president; 
“The  HSA  Hassle,”  by  John  L. 
Steigerwalt,  M.D.,  chairman  of  the 
Commission  on  Health  Planning; 
the  continuing  medical  education 
membership  requirement,  by 


MARK  RUSSELL 


James  A.  Raub,  M.D.,  chairman  of 
the  Council  on  Education  and 
Science;  the  Pennsylvania  Medi- 
cal Care  Foundation,  by  Sidney  O. 
Krasnoff,  M.D.,  Foundation  presi- 
dent; and  a Bicentennial  review  of 
Philadelphia’s  medical  heritage. 
Roger  O.  Egeberg,  M.D.,  will 
present  the  annual  Walter  F. 
Donaldson  Memorial  Lecture. 

The  Officers’  Conference  will 
begin  Wednesday,  April  21  at  1 :00 
p.m.,  and  adjourn  at  noon  Thurs- 
day. 
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Dr.  Edmiston  sees  challenge  in  Blue  Shield  post 


MARY  L.  UEHLEIN 
Managing  Editor 

Robert  B.  Edmiston,  M.D.,  ex- 
ecutive vice  president- 
professional  relations  for  Penn- 
sylvania Blue  Shield,  celebrates 
his  first  anniversary  in  that  posi- 
tion this  month.  Dr.  Edmiston 
began  his  service  with  Blue 
Shield  in  November  1974  as  vice 
president  designate.  The  Harris- 
burg family  physician,  long  inter- 
ested in  utilization  review  and 
quality  appraisal,  worked  with  the 
then  vice  president  for  profes- 
sional relations,  Sydney  E. 
Sinclair,  M.D.,  of  Williamsport, 
until  the  latter’s  retirement  last 
March. 

A graduate  of  Haverford  Col- 
lege and  the  University  of  Penn- 
sylvania School  of  Medicine,  Dr. 
Edmiston  has  been  active  in  the 
Dauphin  County  Medical  Society 
and  in  the  State  Society.  He 
served  as  a member  of  the  Coun- 
cil on  Medical  Service,  and  is  a 
member  of  the  board  of  directors 
of  the  Pennsylvania  Medical  Care 
Foundation.  He  is  a member  of 
the  American  Academy  of  Family 
Physicians  and  the  American  Col- 
lege of  Utilization  Review,  and  is  a 
member  of  the  board  of  directors 
of  the  Hospital  Utilization  Project, 
Pittsburgh.  PENNSYLVANIA 
MEDICINE  marks  his  first  an- 
niversary with  Pennsylvania  Blue 
Shield  (PBS)  with  this  interview. 
Dr.  Edmiston,  what  is  your  feeling 
as  you  complete  your  first  year  of 
service  as  a Blue  Shield  execu- 
tive vice  president? 

In  perspective  let  me  say  that 
after  dealing  with  the  problems  of 
the  delivery  and  financing  of  med- 
ical care  on  a full  time  basis  for 
one  year.  I’m  just  beginning  to 
scratch  the  surface,  and  am 
realizing  how  rapidly  change  is 
taking  place  and  getting  some 
idea  of  what  tremendous  changes 
probably  will  occur  in  the  future.  I 


find  this  job  fascinating.  Next  to 
direct  patient  care,  I know  of  no 
other  field  so  dynamic,  where  so 
many  new  ideas  are  emerging,  as 
in  the  area  of  the  delivery  and  fi- 
nancing of  medical  care.  I feel  for- 
tunate to  be  working  with  an  or- 
ganization which  has  been  a 
leader  in  this  field — a pioneer  so 
to  speak.  PBS  has  tremendous 
expertise  and  is  a pacesetter 
nationwide. 


The  expansion  of  PBS  has  been 
dramatic  and  has  focused  gov- 
ernment and  public  attention  on 
the  role  of  Blue  Shield.  Does  this 
impact  on  the  relationship  with 
the  medical  profession? 

I am  pleased  and  encouraged 
about  our  relationship  with  the 
Pennsylvania  Medical  Society 
and  physicians  generally.  PBS 
looks  to  the  State  Society  for  ad- 
vice and  comment  on  our  prob- 
lems and  programs,  and  on  the 
changes  we  face  in  the  financing 
of  health  care.  At  Blue  Shield  we 
feel  the  Pennsylvania  Medical 
Society  provides  our  most  impor- 
tant input  from  physicians.  We 
have  120  medical  advisers  across 
the  state  and  at  times  we  deal  di- 
rectly with  state  specialty 
societies,  but  we  look  seriously  to 
the  State  Society  as  a sounding 
board  for  new  ideas  and  further 
advice  on  programs  and  prob- 
lems. We  would  be  very  con- 
cerned if  the  day  came  when  we 


couldn’t  have  advice  and  criti- 
cism from  the  State  Society. 

Is  this  close  relationship  respon- 
sible in  any  way  for  the  PBS  posi- 
tion as  a leader  among  Blue 
Shield  plans? 

I believe  so.  I have  observed  in 
the  past  year  that  medicine  as  it  is 
practiced  here  makes  Pennsylva- 
nia different  from  many  other 
states.  Among  the  reasons  that 
the  quality  of  care  in  Pennsylvania 


is  superior  are  the  number  of 
medical  schools  we  have  and  the 
long  history  we  enjoy  as  a 
forerunner  in  medical  education. 
Another  contributing  factor,  I be- 
lieve, is  that  Pennsylvania  physi- 
cians have  addressed  the  issues 
of  utilization  review  and  quality  of 
care  earlier  and  to  a greater  ex- 
tent than  in  other  states.  If  the 
medical  profession  in  all  states 
were  pursuing  the  course  pio- 
neered by  Pennsylvania  physi- 
cians, most  federal  legislation 
being  imposed  on  the 
profession — perhaps  even  most 
of  national  health  insurance 
proposals — might  not  be  neces- 
sary. But  the  federal  government 
looks  at  the  picture  nationwide, 
and  despite  our  leadership,  we 
are  going  to  have  the  same  rules 
imposed  on  us  as  elsewhere.  I’m 
very  serious  about  this  and  make 
such  a statement  only  after  hav- 
ing studied  in  depth  proposed 
(Continued  on  page  8) 
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EWUG-INDUCED  CONSTIPATION: 

A PORTRAIT 


1.  Reduced  tone  and  motility  of  colon  smooth  muscle 

2.  Sluggish  segmentation  with  excessive  dehydration  of  stool 

3.  Blunted  rectosigmoid  sensitivity 

4.  Rectal  distention  with  hard,  dry  stool 


A PORTRAIT  OF 

MODANE 

Laxative  Tablets 
It  works -gently,  overnight 

Gentle  Laxation:  A single-entity  laxative 
(danthron),  Modane  produces  gentle  laxation 
—with  a low  incidence  of  straining,  griping  or 
cramping  at  optimum  dosage. 

Dependable  Overnight  Action:  Taken  after 
the  evening  meal,  one  Modane  tablet  usually 
produces  a soft  stool,  brings  welcome  relief 
in  the  morning.  Naturally,  neither  Modane 
nor  any  laxative  should  be  used  in  presence 
of  abdominal  pain,  nausea,  vomiting  or  other 
signs  and  symptoms  of  appendicitis. 

In  new  Stat-Pak®  (unit  dose):  Modane®  30 
comes  in  a handsome  gold-and-russet  package 
containing  30  individually  wrapped  and 
labeled  tablets.  Available  only  at  pharmacies. 

MODANE  30* 

Stat-Pak® 

(unit  dose) 

It  works... 
gently,  overnight. 

*30  laxative  tablets 


^ PERTINENT  ^ 

MEDICAL  INFORMATION 
FROM  WARREN-TEED: 

Drug-induced 

constipation 

and  its  management 

Certain  drugs  normally  prescribed 
for  serious  diseases  and  disorders 
produce  a relatively  benign  side 
effect,  constipation,  which  is  none 
the  less  distressing  to  the  patient. 

For  example,  a major  side  effect  of 
belladonna  alkaloids,  and  of 
ganglionic  blockers  generally,  is 
reduction  in  tone  and  motility  of  the 
gastrointestinal  tract,  leading  to 
constipation.  Sympathomimetics 
have  a peripheral  inhibitory  action 
on  the  smooth  muscle  of  the 
gastrointestinal  tract.  And  anti- 
histamines, in  blocking  smooth 
muscle  response  to  histamines,  may 
thereby  cause  constipation. 

Other  agents  that  can  cause 
constipation  include  opiates 
(especially  codeine),  anticholinergics, 
antiparkinsonism  agents,  non- 
absorbable antacids  (calcium 
carbonate  and  aluminum  hydroxide 
gel),  iron  supplements,  diuretics, 
antidepressants,  rauwolfia 
preparations,  and  sedatives.’  ’ 

It  is  therefore  advisable  when 
prescribing  such  drugs,  that  the 
physician  counsel  his  patient  on  the 
possibility  of  constipation  as  an 
attendant  side  effect.  It  is  equally 
important  to  instruct  the  patient  on 
the  following  methods  of  self- 
treatment or  retraining: ' 

1.  Develop  regular  after-breakfast 
morning  ritual. 

2.  Never  ignore  the  urge  to  defecate. 

3.  Drink  hot  water  and  lemon  juice 
on  arising. 

4.  Drink  at  least  1.500  ml.  of  water 
a day  (approximately  six  8-oz. 
glasses). 

5.  Increase  bulk  residue  in  diet: 
prunes,  figs,  applesauce,  bananas, 
whole  grain  bread  and  cereals 
containing  bran. 

6.  Laxatives  should  be  used  only 
when  necessary. 
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First  anniversary  marked  by  retrospective  review 


(Continued  from  page  5) 

and  existing  federal  legislation 
regarding  medical  care. 

How  are  physicians  going  to  be 
able  to  continue  to  practice  in 
view  of  the  current  malpractice 
climate? 

I wish  I knew  how  to  solve  that 
problem.  My  chief  concern  right 
now  is  the  increase  in  physicians’ 
charges  to  offset  premium  in- 
creases. It  is  obvious  to  us  at  PBS 


that  physicians  must  reasonably 
increase  their  fees  because  of  this 
additional  expense.  Because  of 
this  the  PBS  board  of  directors, 
within  the  last  year,  enunciated 
the  policy  that  management 
should  make  every  effort  to 
achieve  the  goal  of  paying  90  per- 
cent of  total  charges.  Blue  Shield 
updates  profiles  of  physicians’ 
usual  charges  annually,  but 
within  the  last  month,  PBS  sought 
and  received  from  the  Insurance 
Department  permission  for  a spe- 
cial update  because  our  studies 
showed  payments  were  dropping 
below  the  90th  percentile  of  total 
reported  charges.  As  a result  the 
prevailing  fee  program  will  be  up- 
dated based  on  actual  charges  for 
the  period  April  1,  1975  to  Sep- 
tember 30,  1975.  The  annual  up- 
date which  occurs  around  July  1 
will  occur  as  usual. 


Section  1879  of  Public  Law 
92-603  (Social  Security  Amend- 
ments of  1972)  has  been  a source 
of  confusion  for  physicians  and 
patients.  Is  Blue  Shield  as  the 
intermediary  for  medicare  having 
many  problems  with  the  waiver  of 
liability  provision? 

We  did  a study  on  this  and  I was 
surprised  that  the  number  of 
problems  is  so  small.  The  provi- 
sion applies  to  services  rendered 
after  October  30,  1972  and  to  as- 
signed claims  only.  Under  the 
provision,  the  provider’s  liability 
depends  on  whether  the  physi- 
cian exercises  “due  care’’  in  deal- 
ing with  the  beneficiary — 
meaning  that  the  physician  fol- 
lows accepted  practice  and  bills 
the  program  for  covered  services 
only  when  reasonably  sure  that 
they  will  be  considered  medically 
necessary,  and  informing  the  pa- 
tient when  the  service  may  not  be 
considered  medically  necessary 
by  medicare.  If  the  patient  has 
been  informed,  the  physician  may 
bill  the  patient,  but  if  the  patient 
could  not  be  reasonably  expected 
to  know  that  the  service  is  not 
covered,  and  if  the  physician  does 
not  inform  the  patient  of  this, 
medicare  will  not  make  payment. 
If  the  physician  collects  a fee  from 
the  patient  for  the  service,  medi- 
care will  reimburse  the  patient. 


less  deductible  and  coinsurance,  i 
and  collect  the  amount  as  an  ( 
overpayment  from  the  physician.  ,i 
The  complicated  provision  re-  t 
quires  a gradual  educational  | 
process  to  understand,  and  | 
physicians  and  patients  can  be- 
come angry  and  frustrated  when 
it  is  first  encountered.  But  our 
representatives  in  the  field  and  on 
the  telephone  have  worked  hard 
to  explain  the  provision,  and  most 
doctors  understand  now  that  the  i 
effects  are  minor. 

Paperwork  is  an  increasingly  ir-  i 
ritating  problem  for  physicians.  I k 
understand  PBS  has  been  work-  | 
ing  on  a way  to  alleviate  it.  Can  | 
you  explain  it? 

Yes.  Basically  this  is  a comput-  ■ 
erized  billing  and  claims  service,  , 
which  should  be  ready  for  use  this  i 
spring  and  will  eliminate  much  i 
paper  work  for  physicians  and  I 
their  aides.  Don  Holland  is  in  i 
charge  of  developing  this  service,  , 
and  it’s  being  marketed  now.  It  i 
has  unlimited  potential  because  it  I ' 
can  become  a management  serv-  ■ 
ice  for  physicians  by  providing  ' 
him  with  a great  deal  of  informa-  • 
tion  about  the  financial  aspects  of  ^ 
his  practice.  For  example,  he  can  ’ 
have  accurate  knowledge  of  his  ^ 

accounts  receivable.  But  basi-  ^ 

cally  the  service  offered  is  com-  ° 
plete  billing  of  all  patients 
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whetherthey  pay  in  cash,  through 
a commercial  carrier,  or  through 
Blue  Shield.  Medicare  and  gov- 
ernment programs  have  not  yet 
given  permission,  but  the  outlook 
is  optimistic.  Ultimately,  physi- 
cians can  have  in  their  offices 
equipment  which  can  be  used  to 
feed  billing  information  directly 
into  the  Blue  Shield  computers. 
Blue  Shield  then  will  complete  the 
paper  work,  and  keep  an  account 
of  payments.  As  far  as  third  party 
carriers  are  concerned,  paper 
work  has  been  a big  problem,  and 
with  increasing  demands  for  cov- 
erage would  grow  larger  without 
this  kind  of  solution.  In  other 
words.  Blue  Shield  handles  about 

50.000  claims  a day  now.  Our  re- 
search people  tell  us  that  eventu- 
ally, as  new  programs  become  ef- 
fective, we  could  be  handling 

200.000  claims  per  day.  This  is 
one  of  the  approaches  we  are  tak- 
ing to  assist  in  solving  the  paper 
work  problem.  We  are  just  be- 
ginning to  develop  a new  idea  on 
reporting  which  would  vastly 
simplify  the  procedure  for  those 
physicians  who  qualify.  Blue 
Shield  would  accept,  forexample, 
a monthly  account  of  the  services 
provided  without  all  the  details. 
As  part  of  this  system  we  foresee 
the  possibility  of  depositing  so 
much  directly  into  the  physician’s 
back  account  every  month,  based 
on  how  many  Blue  Shield  billings 
he  has  had  in  the  past.  Periodical 
reconciliation  would  occur,  but 
Blue  Shield  would  be  giving  the 
physician  a certain  amount  of 
money  prospectively,  based  on 
past  billings. 

What  is  the  progress  of  the  pri- 
mary care  project? 

The  primary  care  project  is  a 
pilot  program  to  offer  ambulatory 
and  outpatient  services  as  an  ad- 
ditional benefit  with  an  increased 
premium.  We  have  negotiated 
with  a group  of  physicians  in  Phil- 
lipsburg  to  try  this  experiment, 
but  arrangements  have  not  been 
finalized  and  no  contracts  have 


been  sold.  It  is  still  in  the  planning 
phase. 

Can  you  explain  the  surgical  con- 
sultation service  for  PBS  and 
Capital  Blue  Cross  employes? 

This  program  will  pay  for  a sec- 
ond and  possibly  a third  consulta- 
tion whenever  surgery  is  pre- 
scribed. It  is  a pilot  program  and  it 
is  too  early  to  tell  much  about  it. 
We  will  find  out  whether  or  not 
patients  will  make  use  of  such  a 
service  as  time  goes  on,  but  I am 
not  sure  we  will  learn  very  much 
about  whether  or  not  surgery  is 
necessary  because  the  criteria  to 
make  that  judgement  do  not  exist. 
So  what  we're  testing  is  whether 
or  not  patients  will  use  the  benefit 
if  it  is  offered. 

Doesn’t  this  depend  on  how  well 
educated  the  patient  is  about  his 
health?  Has  PBS  done  anything 
in  this  area? 

PBS  and  the  Blue  Cross  plans 
have  done  a moderate  amount  of 
patient  education,  but  this  whole 
area  of  health  education,  fascinat- 
ing as  it  is,  has  been  neglected. 
The  public  school  system  has  not 
been  able  to  develop  a program  to 
arouse  student  interest,  and  it  is 
in  the  schools  that  such  educa- 
tion must  begin. 

What  role  to  physicians  play  in 
health  education? 

Certainly,  physicians  are 
educating  their  own  patients  all 


the  time.  The  real  question  is 
whether  patient  education  should 
be  a service  covered  by  third  party 
carriers.  So  far,  we  haven’t  seen  a 
financially  reasonable  program. 
The  implication  in  the  past  has 
been  that  the  educational 
aspect — teaching  the  diabetic 
about  his  disease,  for  example — 
has  been  covered  by  the  physi- 
cian’s total  fee.  Health  education 
means  education  about  the  envi- 
ronment, personal  behavior,  and 
safety  as  well  as  basic  knowledge 
about  the  human  body  and  hered- 
ity. Altering  human  behavior 
through  education  doesn’t  ap- 
pear to  have  been  very  successful 
despite  many  well-meaning  ef- 
forts. People  tend  to  believe  that 
physicians  can  handle  any  prob- 
lems which  may  arise  from  their 
indifference  to  their  own  wellbe- 
ing. Physicians  can  help  people  in 
many  ways,  but  they  cannot  stop 
people  from  abusing  themselves. 
When  the  people  as  a nation  be- 
come as  aroused  about  their  own 
responsibilities  to  take  care  of 
themselves  as  they  are  about  the 
cost  and  quality  of  medical  care, 
effective  health  education  may 
emerge,  and  people  will  realize 
that  physicians  have  little  or  no 
control  of  the  health  of  the  people 
as  a whole,  that  adding  more  dol- 
lars to  medical  care  costs  will  not 
affect  a change  in  the  health  of 
the  people  as  a whole. 
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Philadelphia  county  society  installs  new  officers 


The  Philadelphia  County  Medi- 
cal Society  installed  officers  for 
1976  during  the  organization’s 
annual  banquet  held  recently  at 
the  Union  League,  Philadelphia. 
Milton  M.  Perloff,  M.D.,  became 
the  society’s  new  president. 

Dr.  Perloff  received  his  M.D. 
from  Jefferson  Medical  College 
and  interned  at  Albert  Einstein 
Medical  Center,  Northern  Divi- 
sion. He  is  presently  on  the  staff  at 
Einstein  and  teaches  at  the  Insti- 
tute of  Pennsylvania  Hospital  and 
Temple  University  School  of 
Dentistry. 

He  is  a past  president  of  the 
Pennsylvania  Academy  of  Family 
Physicians,  and  first  vice  presi- 
dent of  the  American  Society  of 
Clinical  Hypnosis.  Dr.  Perloff  is  a 
charter  diplomate  of  the  Ameri- 
can Board  of  Family  Practice,  a 
diplomate  of  the  American  Board 
of  Medical  Hypnosis,  a charterfel- 
low  of  the  American  Academy  of 


Family  Physicians,  a fellow  of  the 
College  of  Physicians  of 
Philadelphia  and  the  American 
Society  of  Clinical  Hypnosis. 


DR.  PERLOFF 


Other  officers  installed  during 
the  banquet  were  Charles  R. 
Shuman,  M.D.,  Philadelphia, 
president  elect,  and  Robert  S. 


Pressman,  M.D.,  Philadelphia, 
vice  president.  Incumbents  Ed- 
ward J.  Resnick,  M.D.,  Philadel- 
phia, secretary,  and  David  S.  Cris- 
tol,  M.D.,  Jenkintown,  treasurer, 
were  elected  to  new  terms. 


PAOO  annual  meeting 
in  May  at  Bedford 

The  Bicentennial  meeting  of 
the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngol- 
ogy is  scheduled  to  be  held  May 
19-22  at  the  Bedford  Springs 
Hotel,  Bedford. 

The  program  will  consist  of 
presentations  by  well  known 
physicians  from  Pennsylvania 
and  other  states. 

For  details  contact  Donald  B. 
Kamerer,  M.D.,  secretary,  Penn- 
sylvania Academy  of  Ophthal- 
mology and  Otolaryngology,  1501 
Locust  St.,  Pittsburgh,  PA  15219. 


Malpractice  premiums 
subject  to  surcharge 

The  Argonaut  Insurance  Co. 
applies  surcharges  to  malprac- 
tice insurance  premiums  for  prior 
losses  to  risks  classified  and  rated 
in  accordance  with  the  “Physi- 
cians, Surgeons,  and  Dentists  Li- 
ability Manual,’’  a publication 
copyrighted  by  the  Insurance 
Services  Office  and  on  file  with 
the  Pennsylvania  Insurance  De- 
partment. 

Surcharges  (debit  modifica- 
tions) are  leveled  as  follows: 

Surcharge  No.  Prior  Claims 

5 percent  one 
10  percent  two 

There  were  22,014  bodily  injuries  as  a 
result  of  traffic  accidents  in  Pennsylva- 
nia in  1971.  Of  this  total,  1,604  were 
related  to  visual  factors  and  causation. 
Arthur  H.  Keeney,  M.D.,  dean  of  the 
University  of  Louisville  School  of  Med- 
icine, offered  these  figures  to  correct 
an  article  by  him  on  page  49  of  the 
August  1974  issue  of  PENNSYLVANIA 
MEDICINE. 


20  percent  three 
25  percent  four  or  more 
or  consent  to  rate 
A claim  is  defined  as  any  case,  if 
open,  which  carries  a reserve; 
and  any  case,  if  closed,  on  which 


a settlement  has  been  made  to  the 
claimant  or  on  which  defense 
costs  were  paid  to  an  attorney  as  a 
result  of  an  occurrence  not  more 
than  eight  years  prior  to  the  in- 
ception date  of  the  policy. 


THE  MEMBERSHIP  CERTIFICATE  shown  above  Is  being  mailed  to  each  Pennsylva- 
nia Medical  Society  member  along  with  his  1976  membership  card.  Suitable  for 
framing,  the  certificate  attests  to  the  holder's  professional  status  and  his  compliance 
with  the  continuing  medical  education  requirement  of  the  Society.  The  Council  on 
Professional  Relations  and  Services  is  responsible  for  the  membership  certificate. 
Council  Chairman  Robert  Poole,  M.D.,  prepared  the  article  on  membership  which 
appears  on  page  50  of  this  issue. 
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Dr.  Raub:  ‘Education  requirement  snags  avoidable’ 


ROBERT  L.  Lamb 
Director  of  Communications 

A simple  piece  of  paper 
threatens  to  block  implementa- 
tion of  the  Society’s  continuing 
medical  education  requirement 
(CME)  on  July  1 . That  paper  is  the 
report  form  for  the  AMA  Physi- 
cian’s Recognition  Award  (PRA). 

Society  records  show  that  ap- 
proximately 5,000  members  have 
not  sent  their  forms  to  the  AMA,  or 
in  the  case  of  non-AMA  members, 
to  the  Pennsylvania  Medical  So- 
ciety. 

To  assist  members  in  filling  out 
the  forms  a PRA  information 
center  has  been  formed  at  Society 
headquarters.  For  information 
contact  Claudia  Henry,  award 
program  assistant.  The  telephone 
number  is  (717)  238-1635. 

“Taking  courses  is  not  the 
problem,’’  said  James  R.  Raub, 
M.D.,  chairman  of  the  Council  on 
Education  and  Science.  “Mem- 
bers are  already  taking  courses 
and  have  enough  credits  to  meet 
the  education  requirement.  The 
thing  that’s  really  hanging  them 
up  is  the  report  form.” 

Although  vastly  simplified  in 
the  last  six  months,  the  rules  of 
the  AMA  Physician’s  Recognition 
Award  for  many  years  defied  ex- 
planation. Even  today  confusion 
is  widespread. 

When  asked  what  advice  he 
would  give  to  members.  Dr.  Raub 
replied,  “(1)  Set  up  a reasonable 
continuing  education  program 
for  yourself  being  sure  to  take  as 
many  Category  I courses  as  pos- 
sible; (2)  Keep  accurate  records 


Claudia  Henry  and  Susan  McCarty  at  Soci- 
ety Headquarters  assist  in  processing  ed- 
ucation requirement  forms. 


as  you  go  along;  (3)  As  soon  as 
you  get  close  to  the  150  hours, 
call  the  Society’s  PRA  informa- 
tion center  for  help  in  filling  in  the 
form.” 

Physicians  who  believe  they 


DR.  RAUB 


should  be  exempted  from  the  ed- 
ucation requirement  should  also 
contact  the  PRA  center. 

Pennsylvania  is  one  of  14  state 
societies  which  now  have  an  edu- 
cation requirement  for  member- 
ship. “The  first  year  is  the  rough- 
est,” said  Dr.  Raub.  “If  we  can  get 
everybody  into  the  routine  of  re- 
porting we’ll  be  over  the  hurdle.” 

Alternatives  to  the  AMA’s 
Physician’s  Recognition  Award 
include  the  education  require- 
ments of  national  specialty 

Commission  accredits 
McKeesport  Hospital 

According  to  Frederick  D.  Fis- 
ter,  M.D.,  chairman  of  the  Soci- 
ety’s Commission  on  Accredita- 
tion, the  McKeesport  Hospital, 
McKeesport,  has  received  provi- 
sional accreditation  to  offer  Cat- 
egory I credit  for  its  continuing 
education  programs. 

At  a recent  meeting  the  com- 
mission resurveyed  and  granted 
full  accreditation  to;  the  Robert 
Packer  Hospital,  Sayre;  the  Vet- 


societies  (American  Academy  of 
Family  Physicians)  and  the  pass- 
ing of  national  board  recertifica- 
tion exams. 

“Continuing  medical  education 
is  here  to  stay.  Nine  states  already 
require  it  by  law.  It’s  imperative 
that  in  Pennsylvania  we  make  it 
work  ‘our  way’  before  it  becomes 
an  issue  for  the  legislature,”  Dr. 
Raub  said. 


The  Berks  County  Medical  So- 
ciety held  its  94th  annual  banquet 
featuring  awards  presentations 
and  the  installation  of  president 
Eugene  Mendelsohn,  M.D.,  and 
other  officers  for  1976. 

John  M.  Kearney,  M.D.,  imme- 
diate past  president,  and  James  F. 
Welsh,  M.D.,  secretary  from  1971 
to  1975,  received  plaques  in  ap- 
preciation of  their  service  to  the 
society.  Honored  for  fifty  years  of 
medical  service  were  Samuel  H. 
Imboden,  M.D.,  Reading,  Earl  W. 
Rothermel,  M.D.,  Topton,  and 
John  R.  Spannuth,  M.D.,  West 
Reading.  Also  receiving  plaques 
were  the  society’s  new  members 
for  1975. 

Other  officers  installed  are: 
James  F.  Welsh,  M.D.,  Reading, 
president  elect,  and  Arlington  A. 
Nagle,  M.D.,  Womelsdorf,  secre- 
tary. 

erans  Administration  Hospitals  in 
Coatesville  and  Lebanon;  and  the 
Washington  Hospital,  Washing- 
ton. 

The  deadline  for  submitting  re- 
ports of  continuing  medical  edu- 
cation for  the  American  Medical 
Association  Physician’s  Recogni- 
tion Award  is  June  30.  Physicians 
who  have  not  submitted  a report 
in  the  last  two  years  must  do  so  to 
retain  membership  in  the  State 
Society.  Contact  the  Council  on 
Education  and  Science  at  Society 
Headquarters  for  additional  in- 
formation. 
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Resolution  75-22 

Expulsion  of  the  professional  expert  witness 


ROBERT  W.  ALLEN,  M.D.,  Secretary 

Mercer  County  Medical  Society 

In  behalf  of  the  Mercer  County  Medical  Society 

At  the  October  1 975  meeting  of  the  House  of  Dele- 
gates of  the  Pennsylvania  Medical  Society,  Resolu- 
tion 75-22  was  passed. 

“Resolved  that  testifying  as  an  expert  witness  in  a 
malpractice  case  outside  of  the  specialty  of  the 
physician  represents  unethical  conduct.  In  the  fu- 
ture any  physician  who  testifies  as  an  expert  wit- 
ness outside  of  his  specialty  (or  logical  extension 
of  his  field  of  expertise)  will  be  expelled,  after  due 
process,  from  the  Pennsylvania  Medical  Society 
and  this  fact  shall  be  publicized.” 

For  any  resolution  to  be  effective  the  membership 
of  the  Pennsylvania  Medical  Society  must  know  of 
its  existence  and  must  understand  how  it  will  work. 
These  are  the  objectives  of  this  communication. 

The  following  is  essentially  the  speech  given  in- 
troducing the  resolution  on  the  floor  of  the  House  of 
Delegates. 

House  Bill  1367  (Malpractice  Reform  Bill)  is  not  a 
good  bill  in  that  it  does  not  define  an  expert  witness. 
Why  is  that?  It  is  because  the  trial  lawyers  of  the  state 
of  Pennsylvania  have  determined  that  it  is  too  impor- 
tant for  them  to  retain  their  professional  expert  wit- 
nesses. Well  we  think  there  is  something  we  can  do 
about  that  and  that  is  why  we  have  introduced  this 
resolution. 

I was  involved  in  a malpractice  case  last  year.  It 
was  an  IVP  reaction  case.  The  expert  witness  for  the 
plaintiff  was  a man  I will  call  Dr.  Doe.  Four  hours  of 
the  two  week  trial  were  spent  in  determining 
whether  Dr.  Doe  was  truly  an  expert  in  IVP  reactions. 
It  was  pointed  out  that  Dr.  Doe  had  injected  only  one 
IVP  and  that  was  14  years  ago  as  an  intern  under 
supervision.  It  was  pointed  out  that  Dr.  Doe  had 
never  observed  an  IVP  reaction  of  any  type.  Yet  at 
the  end  of  four  hours  it  was  determined  that  Dr.  Doe 
was  indeed  an  expert  in  IVP  reactions. 

When  Dr.  Doe  is  asked  what  organizations  he  be- 
longs to  he  replies,  “I  am  a member  of  the  ABC 
County  Medical  Society,  I am  a member  of  the  Penn- 
sylvania Medical  Society,  I am  a member  of  the 
American  Medical  Association.”  In  other  words 
these  men,  these  Dr.  Does,  are  using  our  organiza- 
tions to  gain  the  respect  of  the  judge  and  the  jury  so 
they  are  allowed  to  testify  against  us.  How  long  are 
we  going  to  allow  this  to  continue? 

How  will  this  resolution  work?  First  a complaint 
will  be  made  to  the  county  medical  society  of  Dr. 
Doe.  The  county  medical  society  will  then  investi- 
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gate  the  complaint  and  this  will  include  a hearing  for 
Dr.  Doe.  At  the  conclusion  of  the  investigation  the 
county  medical  society  will  decide  whether  the  reso- 
lution has  been  violated.  If  they  determine  that  it  has 
been  violated  the  Pennsylvania  Medical  Society  will 
be  notified  and  Dr.  Doe  will  be  expelled. 

There  will  be  many  arguments  raised  against  this 
resolution.  Some  of  these  will  include: 

1 . It  will  not  do  any  good.  You  can  pass  1 5 resolu- 
tions and  Dr.  Doe  will  still  continue  to  testify  as  a 
professional  expert  witness.  If  Dr.  Doe  does  con- 
tinue to  testify  and  if  he  is  expelled  from  the  Penn- 
sylvania Medical  Society  this  fact  can  be  used  in 
cross  examination  of  Dr.  Doe.  “Dr.  Doe,  were  you 
expelled  from  the  Pennsylvania  Medical  Society? 
Dr.  Doe,  were  you  expelled  because  of  unethical 
conduct?  Dr.  Doe,  was  the  unethical  conduct  testify- 
ing as  an  expert  outside  of  your  specialty?  Dr.  Doe,  is 
that  not  why  you  are  here  today,  to  testify  as  an  expert 
outside  of  your  specialty?”  It  will  also  be  useful 
against  non  members  and  out  of  state  professional 
expert  witnesses.  “Dr.  Doe,  are  you  aware  that  the 
elected  representatives  of  the  13,000  physicians  of 
the  Pennsylvania  Medical  Society  have  declared 
that  it  is  unethical  to  testify  as  an  expert  outside  of 
your  specialty?  Are  you  aware  that  they  have  de- 
clared that  it  is  so  unethical  that  the  penalty  is  not 
merely  censure  or  suspension  but  is  expulsion?” 
This  resolution  will  help  the  doctor  in  the  courtroom. 
We  all  know  that  the  doctor  in  the  courtroom  needs 
all  the  help  that  we  can  give  him. 

2.  It  is  unconstitutional  and  will  be  overturned  in 
the  courts.  The  first  sentence  of  the  resolution  states 
that  a certain  act  is  unethical.  Only  we,  the  physi- 
cians of  the  Pennsylvania  Medical  Society,  can  de- 
termine if  an  act  is  medically  ethical  or  medically 
unethical.  The  second  sentence  states  that  a re- 
quirement for  continuing  membership  in  the  Penn- 
sylvania Medical  Society  is  that  the  doctor  is  ethical 
in  this  regard.  We  have  also  used  the  phrase  in  the 
future.  We  are  giving  everyone  a chance  to  reform. 
We  should  welcome  a chance  to  defend  this  resolu- 
tion in  the  courts.  If  a judge  has  a myocardial  infarct 
he  goes  to  a family  physician,  an  internist,  or  a car- 
diologist because  they  are  the  experts  in  treating 
myocardial  infarction.  He  does  not  go  to  an 
otolaryngologist  or  a pathologist  because  they  do 
not  treat  myocardial  infarcts  and,  therefore,  cannot 
possibly  be  experts  in  the  treatment  of  myocardial 
infarcts.  So  how  can  that  same  judge  allow  an 
otolaryngologist  or  a pathologist  to  testify  as  an 
expert  in  the  treatment  of  myocardial  infarction?  We 

(Continued  on  page  13) 
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Implementing  Resolution  75-22 


DAVID  S.  MASLAND,  M.D.,  President 

In  the  article  beginning  on  the  facing  page,  Dr. 
Allen  presents  the  reasons  for  adopting  Resolution 
75-22,  reasons  I personally  agree  with,  and  which 
found  favor  with  our  House  of  Delegates.  This  reso- 
lution is  now  Society  policy  and  this  is  an  interim 
report  on  the  implementation  of  that  policy. 

The  resolution,  after  adoption,  was  referred  by  the 
House  to  the  Committee  on  Constitution  and 
Bylaws.  This  committee  must  draw  up  language  to 
implement  the  resolution  and  present  it  to  the  next 
House  session  for  adoption.  During  this  same  period 
of  time,  we  are  taking  additional  measures  to 
strengthen  this  policy  when  implemented.  The  deci- 
sion to  expel  expert  witnesses  who  testify  outside 
their  specialty  is  an  important  one,  and  we  must  pay 
proper  respect  to  any  difficulties  that  would  hinder 
effective  enactment  of  our  policy.  Frankly,  I regret 
the  complexity  that  impedes  our  fast  enforcement  of 
this  policy.  I am  more  enthusiastic  about  this  resolu- 
tion than  almost  any  other  I’ve  seen  our  House  enact 
over  the  past  several  years.  As  Dr.  Allen  points  out, 
the  ethical  issue  is  simple  and  straightforward:  We 
as  doctors  know  it  to  be  unethical  to  provide  “ex- 
pert” testimony  in  a field  where  one  is  not  an  expert. 
Unfortunately,  the  imposition  of  our  ethical  princi- 
ples on  a real  world  of  courts,  lawyers,  and  recalci- 
trant expert  witnesses  is  another  matter.  Expert  wit- 


nesses must  have  ready  access  to  lawyers,  by  the 
nature  of  their  trade.  They  are  certain  to  react 
strongly  when  we  brand  their  conduct  unethical  and 
expel  them  from  our  Society.  We  are  using  the  time 
given  us  by  the  House  to  develop  the  most  effective 
means  to  meet  their  threat.  Even  with  the  best  con- 
ceivable preparation,  it  is  probable  that  the  Society 
will  be  confronted  with  expensive  litigation  and  the 
possibility  of  heavy  damages. 

Dr.  Allen  correctly  points  out  the  need  for  a hear- 
ing characterized  by  due  process  in  the  county  med- 
ical society  to  which  the  “expert”  belongs.  To  this 
must  be  added  explicit  guidelines  of  who  may  give 
testimony  on  what  subject  areas.  The  Board  has 
assigned  the  Commission  on  Forensic  Medicine  the 
task  of  developing  these  guidelines.  We  expect  a 
preliminary  report  from  this  commission  in  May, 
with  a full  report  going  to  the  Board  in  August  and  to 
the  House  in  September.  We  could  probably  put 
Resolution  75-22  into  effect  without  House  approval 
of  guidelines,  but  we  feel  such  approval  will  give 
additional  force  to  the  policy  as  it  is  implemented 
and  then  challenged  in  the  courts. 

Resolution  75-22  clearly  expresses  our  ethical  po- 
sition on  spurious  “expert”  testimony  and  we  ex- 
pect to  enforce  it  firmly  once  we  have  taken  the  steps 
necessary  to  ensure  that  our  enforcement  won’t  fail 
due  to  hasty  preparation. 


Expulsion  (Continued  from  page  12) 

should  welcome  a chance  to  appeal  this  issue  to  the 
highest  court  because  we  are  so  obviously  right  and 
if  we  cannot  win  on  this  issue  there  is  no  hope  for  us. 

3.  We  are  depriving  the  plaintiffs  of  their  expert 
witnesses.  This  is  a valid  complaint  and  we  must 
advocate  that  all  experts  testify  as  friends  of  the 
court.  The  Pennsylvania  Medical  Society  or  the  state 
specialty  societies  must  furnish  lists  of  physicians 
willing  to  testify  as  experts. 

4.  Let  us  get  a legal  opinion.  No  other  phrase  has 
done  more  to  weaken  organized  medicine  in  the 
past  ten  years.  If  we  have  a legal  problem  we  should 
get  a legal  opinion  but  we  must  not  try  to  solve 
medical  problems  with  legal  opinions.  This  resolu- 
tion concerns  medical  ethics.  Only  we,  the  physi- 
cians of  the  Pennsylvania  Medical  Society,  can  de- 
cide whether  it  is  proper.  It  is  a simple  matter  of  right 
versus  wrong.  If  you  think  it  is  wrong  for  these  men 
to  be  testifying  as  experts  in  fields  in  which  they  do 
not  practice,  to  testify  merely  for  financial  gain,  if 
you  think  that  is  wrong  then  you  should  support  this 
resolution. 

In  my  two-week  experience  in  the  courtroom  I 


repeatedly  heard  the  phrase — the  standard  of  medi- 
cal practice.  Did  the  doctor  conform  to  the  standard 
of  medical  practice?  The  courts  tend  to  accept  our 
standards  but  if  we  do  not  have  any  standard  they 
tend  to  impose  them  upon  us.  This  resolution  will 
serve  as  our  standard.  It  will  be  the  standard  of 
medical  practice  for  a physician  to  testify  as  an  ex- 
pert only  in  his  specialty.  A physician  testifying  as  an 
expert  outside  of  his  specialty  will  not  be  conform- 
ing to  the  standard  of  medical  practice. 

In  H.B.  805  we  naively  expected  the  State  Legisla- 
ture to  say  it  was  wrong  for  a physician  to  testify  as 
an  expert  outside  of  his  specialty.  How  can  we  pos- 
sibly expect  the  State  Legislature  or  the  courts  to  say 
it  is  wrong  when  we  have  not  said  it  is  wrong  our- 
selves? Well  this  is  our  opportunity  to  say  that  it  is 
wrong.  We  must  say  it  loud  and  clear  so  we  are  heard 
by  the  courts,  the  state  legislature  and  all  of  the  Dr. 
Does  in  Pennsylvania. 

We,  the  members  of  the  Mercer  County  Medical 
Society,  feel  that  this  is  an  important  resolution.  We 
think  the  attitude  of  organized  medicine  today 
should  be  a strong  stand  on  those  issues  that  we 
know  are  right  irrespective  of  the  actions  of  the 
courts  or  of  the  State  Legislature. 
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MDs  in  the  news 


The  Institute  of  Pennsylvania  Hos- 
pital recently  created  a lectureship  in 
honor  of  Lauren  H.  Smith,  M.D., 
physician  in  chief  and  administrator 
of  the  institute  for  nearly  three  dec- 
ades. The  Lauren  Smith  Visiting  Psy- 
chiatrist program  will  span  1976, 
which  marks  Dr.  Smith’s  75th  year  of 
life,  his  50th  year  at  the  institute,  and 
the  225th  birthday  of  Pennsylvania 
Hospital. 

Si 

DR.  SMITH  DR.  PAO 

David  S.  C.  Pao,  M.D.,  formerly  of 
Philadelphia  County,  presented  a 
statement  on  the  phacoemulsifica- 
tion devices  used  in  cataract  surgery 
to  the  FDA  Ophthalmic  Device  Review 
Panel  in  Washington,  D.C.  Addition- 
ally, he  presented  a paper  entitled,  “A 
New  Irrigation  Aspiration  Machine," 
and  an  exhibit  on  clinical  elec- 
troretinography  at  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology  in  Dallas,  Texas.  Dr. 
Pao,  who  is  chairman  of  the  ophthal- 
mology session  of  the  eleventh  an- 
nual meeting  of  the  Association  for 
the  Advancement  of  Medical  In- 
strumentation in  Atlanta,  Georgia,  is 
currently  fulfilling  his  military  obliga- 
tion as  the  sole  Army  ophthalmologist 
in  New  England. 

H.  Ralph  Schumacher,  M.D.,  Gulph 
Mills,  was  elected  chairman  of  the 
Philadelphia  Electron  Microscope 
Society.  He  is  arthritis  specialist  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania and  associate  professor  of  med- 
icine at  the  school  of  medicine. 

Raphael  J.  Bonita,  M.D.,  was  re- 
cently certified  in  internal  medicine 
by  the  American  Board  of  Internal 
Medicine. 


Walter  Rubin,  M.D.,  Gladwyne,  was 
selected  recently  to  serve  on  the 
United  States  Pharmacopeia  advisory 
panel  on  gastroenterology.  Dr.  Rubin 
is  professor  of  medicine  and  anatomy 
at  the  Medical  College  of  Pennsylva- 
nia. 

The  American  College  of  Radiology 
recently  chose  Robert  P.  Barden, 
M.D.,  to  receive  its  highest  honor,  a 
gold  medal,  for  distinguished 
achievements  in  medicine.  Dr.  Bar- 
den serves  as  associate  editor  of 
Radiology,  the  official  journal  of  the 
Radiological  Society  of  North 
America.  He  is  former  director  of 
radiology  at  Chestnut  Hill  Hospital 
and  former  associate  professor  of 
radiology  at  the  University  of  Penn- 
sylvania School  of  Medicine  and  the 
Graduate  School  of  Medicine. 

Sylvan  Stool,  M.D.,  was  recently 
appointed  professor  of  otolaryngol- 
ogy and  pediatrics  at  the  University 
Health  Center  of  Pittsburgh.  He  is  as- 
sociate professor  of  pediatric 
otolaryngology  at  the  University  of 
Pennsylvania,  a member  of  the  execu- 
tive committee  of  the  American  Cleft 
Palate  Association,  past  president  of 
the  Society  for  Pediatric  Otolaryngol- 
ogy, and  a member  of  the  National 
Institues  of  Health  Committee  on 
Standards  for  Cleft  Palate  Care. 

Five  Delaware  County  Medical  So- 
ciety physicians  were  recently  hon- 
ored for  50  years  of  service  to  the  pro- 
fession. Receiving  plaques  were:  J. 
Wallace  Cleland,  M.D.,  Ohio  (formerly 
of  Lansdowne);  James  W.  Dunn, 
M.O.,  Drexel  Hill;  Richard  W.  Garlichs, 
M.D.,  Havertown;  Pum  Koo  Park, 
M.D.,  New  York  (formerly  of  Chester); 
and  Charles  A.  Rankin,  M.D.,  Upper 
Darby. 

LaRue  E.  Pepperman,  M.D.,  was  re- 
cently named  a fellow  of  the  American 
Academy  of  Family  Physicians.  Dr. 
Pepperman  is  a member  of  the 
Emergency  Care  Physicians  Associa- 
tion, Williamsport. 


The  American  Academy  of 
Ophthalmology  and  Otolaryngology 
recently  presented  awards  of  merit 
for  distinguished  service  to  the 
Academy  to  Charles  D.  Bluestone, 
M.D.,  and  Sidney  N.  Busis,  M.D.  Dr. 
Bluestone  is  professor  of  otolaryn- 
gology at  the  University  of  Pittsburgh 
School  of  Medicine  and  director  of 
otolaryngology  at  the  Children  s 
Hospital  of  Pittsburgh.  Dr.  Busis  is 
clinical  professor  of  otolaryngology 
at  the  University  Health  Center  of 
Pittsburgh. 

William  Weiss,  M.D.,  was  recently 
named  editor  of  Philadelphia  Medi- 
cine, the  official  publication  of  the 
Philadelphia  County  Medical  Society. 
Dr.  Weiss  is  professor  of  medicine 
and  directorof  thedivision  of  occupa- 
tional medicine  at  Hahnemann  Medi- 
cal College  and  Hospital.  In  the  past 
he  has  received  the  John  C.  Clark 
Prize  for  research  from  the  University 
of  Pennsylvania  School  of  Medicine, 
the  Merit  in  Authorship  Award  of  the 

James  A.  Yates,  M.D.,  Camp  Hill, 
was  recently  named  a fellow  of  the 
American  College  of  Surgeons.  An 
active  member  of  the  American  Soci- 
ety of  Plastic  and  Reconstructive 
Surgery,  he  is  a clinical  instructor  at 
the  Milton  S.  Hershey  Medical  Center, 
Pennsylvania  State  University. 

Robert  L.  Folk,  M.D.,  was  recently 
named  the  first  director  of  medical 
education  at  the  Geisinger  Medical 
Center,  Danville.  Dr.  Folk's  respon- 
sibilities are  supervision  of  medical 
student  education,  coordination  of 
the  training  of  graduate  physicians, 
and  management  of  continuing  edu- 
cation programs  for  practicing  physi- 
cians. 

Three  DuBois  area  physicians  were 
recently  named  physicians  of  the  year 
by  Goodwill  Industries  of  North  Cen- 
tral Pennsylvania.  Honored  for  their 
contributions  to  medical  rehabilita- 
tion were:  Howard  Fugate,  Sr.,  M.D.,  a 
physician  for  over  40  years,  and  his 
two  sons,  Howard  Fugate,  Jr.,  M.D., 
head  of  the  cardiovascular  program 
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in  Maple  Avenue  Hospital,  and  James 
Fugate,  M.D.,  psychiatrist  and  head  of 
the  staff  at  the  Clearfield-Jefferson 
Mental  Health  and  Mental  Retarda- 
tion Program. 

“Vertigo  Caused  by  Temporoman- 
dibular Joint  Arthrosis  ’ was  the  title 
of  the  lecture  presented  by  Herbert  T. 
Kelly,  M.D.,  F.A.C.P.,  at  the  recent 
151st  anniversary  meeting  of  the  Jef- 
ferson Medical  College  Alumni  Asso- 
ciation. Dr.  Kelly  represented  the 
class  of  1925  on  the  occasion  of  their 
50th  reunion.  He  also  presented  the 
lecture  at  the  neurology  conference 
held  at  the  University  Health  Center  of 
Pittsburgh. 


Delaware  County  Medical  Society 
F.  Peter  Kohler,  M.D.,  Media,  presi- 
dent 

Hunter  S.  Neal,  M.D.,  Media,  president 
elect 

W.  William  Nagle,  M.D.,  Media,  vice 
president 

Sidney  A.  Parsons,  M.D.,  Chester, 
secretary 

Samuel  D.  Allen,  M.D.,  Drexel  Hill, 
treasurer 

Columbia  County  Medical  Society 
Robert  G.  Hunter,  M.D.,  Mountaintop, 
president 

David  R.  Campbell,  M.D.,  Berwick, 
vice  president 

J.C.  Martin,  M.D.,  Bloomsburg,  secre- 
tary treasurer 

Centre  County  Medical  Society 
Harry  M.  McDermott,  M.D.,  State  Col- 
lege, president 

Richard  J.  McQuire,  M.D.,  State  Col- 
lege, president  elect 
Stanley  P.  Mayers,  M.D.,  State  Col- 
lege, vice  president  and  secretary 
Ling  G.  Wong,  M.D.,  State  College, 
treasurer 

Washington  County  Medical  Society 
Gilbert  B.  McMaster,  M.D.,  McMurray, 
president 

S.  Charles  Badiali,  M.D.,  Washington, 
president  elect 

John  F.  Weldon,  M.D.,  Charleroi,  vice 
president 

Jon  S.  Adler,  M.D.,  McMurray,  secre- 
tary treasurer 


Domingo  Aviado,  M.D.,  Wyn- 
newood,  recently  received  the  Pres- 
ident’s T rophy  for  the  Most  Outstand- 
ing Filipino  Abroad  from  Ferdinand 
Marcos,  president  of  the  Philippines, 
during  a visit  to  that  country.  The 
award  was  established  by  an  associa- 
tion of  the  five  medical  schools  and 
other  major  medical  organizations  in 
the  Philippines.  During  his  visit  Av- 
iado also  delivered  several  lectures 
on  the  comparison  of  the  incidence 
and  treatment  of  various  diseases  in 
the  United  Statesand  the  Philippines. 


Joseph  F.  Martinak,  M.D.,  was  re- 
cently named  director  of  emergency 


NEW  OFFICERS 


Lancaster  City  and  County  Medical 
Society 

James  F.  Young,  M.D.,  Lancaster, 
president 

John  L.  Farmer,  M.D.,  Lancaster, 
President  elect 

Joseph  L.  Eckenrode,  M.D.,  Lancas- 
ter, vice  president 

Roland  A.  Loeb,  M.D.,  Lancaster,  sec- 
retary treasurer 


Northumberland  County  Medical  So- 
ciety 

Benjamin  Broscius,  M.D.,  Shamokin, 
president 

Joseph  Sienkiewicz,  M.D.,  Mount 
Carmel,  president  elect 
Dorothy  G.  Wilson,  M.D.,  Sunbury, 
vice  president 

G.  R.  Wentzel,  M.D.,  Sunbury,  secre- 
tary 

W.  W.  Christman,  M.D.,  Shamokin, 
treasurer 

Northampton  County  Medical  Soci- 
ety 

Charles  K.  Zug,  III,  M.D.,  Bethlehem, 
president 

George  B.  Laubach,  M.D.,  Easton, 
president  elect 

George  M.  Joseph,  M.D.,  Easton,  vice 
president 

John  H.  Hobart,  M.D.,  Easton,  secre- 
tary 

Walter  K.  Peters,  M.D.,  Bethlehem, 
treasurer 


services  at  Jeannette  District  Memo- 
rial Hospital.  He  is  a diplomate  of  the 
American  Board  of  Family  Practice 
and  a fellow  of  the  American  College 
of  Emergency  Physicians. 

Geisinger  Medical  Center,  Danville, 
recently  appointed  two  associates, 
Philip  C.  Breen,  M.D.,  Ph.D.,  and  John 
E.  Deitrick,  Jr.,  M.D.,  in  the  division  of 
surgical  services.  Dr.  Breen  is  spe- 
cially trained  in  peripheral  vascular 
surgery.  Previously,  Dr.  Deitrick  was 
an  assistant  professor  of  surgery  at 
New  York  Hospital,  Cornell  Medical 
Center,  where  he  had  been  awarded 
the  Lewis  Cass  Ledyard  Fellowship  in 
Surgical  Research. 


Lycoming  County  Medical  Society 
Matthew  M.  Mansuy,  M.D.,  Wil- 
liamsport, president 
Galal  Ahmed,  M.D.,  Williamsport, 
president  elect 

Charles  F.  Cipolla,  M.D.,  Wil- 
liamsport, vice  president 
Edward  N.  Moser,  M.D.,  Williamsport, 
secretary 

Donald  E.  Shearer,  M.D.,  Mon- 
toursville,  treasurer 

Warren  County  Medical  Society 
Donald  J.  Furman,  M.D.,  Warren, 
president 

Ronald  Simonsen,  M.D.,  Warren, 
president  elect 

Harold  J.  Reinhard,  M.D.,  Warren, 
secretary  treasurer 

Westmoreland  County  Medical  Soci- 
ety 

Ray  G.  Sarver,  M.D.,  Latrobe,  presi- 
dent 

Richard  M.  Doncaster,  M.D., 

Greensburg,  president  elect 

Eugene  W.  Herron,  M.D.,  Export,  vice 
president 

Frank  V.  Maida,  M.D.,  Acme,  secretary 

York  County  Medical  Society 
William  M.  Shue,  M.D.,  York,  presi- 
dent 

J.  Joseph  Danyo,  M.D.,  York,  presi- 
dent elect 

Kenneth  Ehrhart,  M.D.,  Hanover,  vice 
president 

John  P.  Whiteley,  M.D.,  York,  secre- 
tary treasurer 
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MDs  in  the  news 


Third  District  has  Richard  L.  Huber,  M.D.,  on  Board 


ROBERT  L.  LAMB 
Director  of  Communications 


Richard  L.  Huber,  M.D.,  a 53- 
year-old  general  practitionerfrom 
Scranton  and  a former  president 
of  the  Lackawanna  County  Medi- 
cal Society,  is  the  new  trustee 
and  councilor  for  the  Third  Dis- 
trict. He  was  elected  at  the  annual 
House  of  Delegates  session  in 
Lancaster,  October  8,  1975.  Dr. 
Huber’s  district  embraces  the 
counties  of  Carbon,  Lackawanna, 
Monroe,  Northampton,  and 
Wayne-Pike. 

Dr.  Huber  is  a native  of  Scran- 
ton and  completed  premedical 
studies  at  Duke  University.  He  re- 
ceived his  medical  degree  in  1948 
from  Jefferson  Medical  College, 
Philadelphia.  He  interned  at 
Scranton’s  Moses  Taylor  Hospital 
and  then  served  a residency  at  the 
former  West  Side  Hospital  (Scran- 
ton). 

Dr.  Huber  was  president  of  the 
Lackawanna  County  Medical  So- 


ciety in  1972.  For  the  past  decade 
he  has  been  extremely  active  in 
the  Pennsylvania  Medical  Society 
having  served  on  the  Council  on 
Governmental  Relations  for  five 
years  and  the  Council  on  Profes- 
sional Relations  and  Services  for 
one  year.  He  is  also  a member  of 
the  board  of  the  Pennsylvania 
Medical  Cooperative. 

As  a member  of  the  Pennsylva- 
nia Medical  Political  Action 
Committee  Board  of  Directors 
(PaMPAC),  Dr.  Huber  in  1974  be- 
came the  founder  and  chairman 
of  LAMPAC  (Lackawanna  Medi- 
cal Political  Action  Committee),  a 
post  he  continues  to  serve. 

“Whether  we  like  it  or  not,  med- 
icine has  become  politicized.  It 
began  as  a trickle  with  the  pas- 
sage of  the  medicare  law  and  in 
this  Bicentennial  year  has  turned 
into  a flood.  As  we  rapidly  ap- 
proach another  national  election. 


it  is  vital  that  every  physician  and 
his  family  become  political  ac- 
tivists,” said  Dr.  Huber.  “Only  by 
supporting  candidates  either 
through  work  or  money,  can  we 
hope  to  speak  to  them  suc- 
cessfully after  they  are  in  office.” 

Active  in  community  affairs.  Dr. 
Huber  is  a board  member  of  the 
Visiting  Nurses  Association,  Child 
Guidance  Center,  and  the  Meals 
on  Wheels  Program.  For  two 
years  he  was  president  of  Scran- 
ton’s Goodwill  Industries  and  is  in 
his  second  term  as  health  director 
for  the  city  of  Scranton. 

He  has  been  a delegate  to  the 
House  of  Delegates  of  the  Penn- 
sylvania Medical  Society  for  three 
years  and  an  alternate  delegate  to 
the  AMA  for  four  years. 

Dr.  Huber  serves  on  the  medical 
staffs  of  Moses  Taylor,  Commun- 
ity Medical  Center,  and  Mercy 
Hospitals  (all  in  Scranton). 

Although  devoted  to  his  pa- 
tients, Dr.  Huber’s  eyes  really  light 
up  when  he  starts  to  talk  about 
music.  “There  was  a time  back  in 
college  when  I had  so  much  fun 
playing  the  drums,  that  I almost 
became  a professional  musi- 
cian,” said  Dr.  Huber.  Today,  the 
only  time  I get  to  enjoy  those  mus- 
ical experiences  is  when  the 
‘Dixie  Docs’  get  together.”  The 
“Dixie  Docs”  is  an  all-physician 
Dixieland  band  which  has  enter- 
tained numerous  medical  society 
groups  in  the  east.  Dr.  Huber  lists 
fishing,  tennis,  and  gardening 
among  his  leisure  time  activities. 
Heand  his  wife,  Marjorie,  havefive 
children — Richard,  Christine, 
James,  Susan  and  Laura — and 
live  in  Scranton. 
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Carol  N.  Maurer,  M.D.,  new  trustee  from  Ninth  District 


DONNA  N.  WENGER 
Communications  Division 

As  the  first  woman  trustee  of 
the  Pennsylvania  Medical  Soci- 
ety, Carol  Nellis  Maurer,  M.D., 
points  out,  “While  it  is  special  to 
be  the  first  woman  trustee,  I feel  I 
was  elected  not  as  a woman,  but 
because  of  my  qualifications  as  a 
physician.” 

A lifelong  Pennsylvanian,  Dr. 
Maurer  received  an  associate  de- 
gree from  Colorado  Women’s 
College  and  her  undergraduate 
degree  from  Goucher  College, 
Baltimore,  Maryland.  After  com- 
pleting her  medical  studies  at  the 
Temple  University  School  of  Med- 
icine, she  served  a year  on  rotat- 
ing internship  at  Nazareth  Hospi- 
tal in  Philadelphia.  When  three 
years  as  staff  physician  at  Polk 
State  School  and  Hospital  were 
completed.  Dr.  Maurer  began  her 
residency  in  psychiatry  at  Warren 
State  Hospital.  Following  her 
psychiatric  residency,  she 
worked  for  six  months  as  senior 
psychiatrist  at  the  same  institu- 
tion. 

Her  career  in  psychiatry  begun. 
Dr.  Maurer  served  for  three  years 
as  staff  psychiatrist  for  the  Ven- 
ango County  Mental  Health  Clinic 
in  Franklin.  In  her  third  year  as 
staff  psychiatrist.  Dr.  Maurer 
undertook  two  years  as  medical 
director  of  the  Titusville  Mental 
Health  Clinic.  Then  in  1972,  Dr. 
Maurer  began  to  develop  her  pri- 
vate practice  in  general 
psychiatry.  One  year  later,  she 
went  into  full  time  private  practice 
and  continues  there. 

Dr.  Maurer’s  full  time  private 
practice  is  a role  that  brings  her 
great  satisfaction.  She  shares  that 
role  with  another  equally  satisfy- 
ing one.  As  wife  of  Kenneth,  and 
mother  to  Tim,  K.C.,  and  Sabrina, 
Dr.  Maurer  successfully  balances 
career  and  home. 


Even  a cursory  conversation 
with  Dr.  Maurer  will  quickly  reveal 
a prime  concern  she  has  “for 
greater  public  education,  particu- 
larly on  the  subject  of  the  need  for 
psychiatric  help.’’  Dr.  Maurer 
elaborates  that  “there  is  much 
public  terror  on  this  subject.” 
Pointing  to  the  social  stigma  still 


attached  to  people  who  seek 
psychiatric  help.  Dr.  Maurer 
hopes  for  a day  “when  people  in 
the  United  States  learn  that  it  is 
acceptable,  even  human,  to  have 
feelings  and  to  talk  about  them. 
Perhaps  then  seeking  psychiatric 
help  will  not  be  cause  for  social 
stigma.” 

In  part.  Dr.  Maurer’s  numerous 
community  activities  are  an  ex- 
tension of  her  empathetic  con- 
cern for  people.  She  has  served 
four  years  as  a member  of  the 
Venango  County  March  of  Dimes 
board,  chairing  the  board  for 
three  of  those  four.  She  is  cur- 
rently a board  member  of  the 
Family  Service  Agency  of  Oil  City, 
her  present  home  town,  and  a 
newly  named  consultant  to  the 
board  of  Goodwill  Industries  of 
Northwestern  Pennsylvania. 


In  1971,  Dr.  Maurer  ran  for  the 
Oil  City  School  Board  and  won. 
Her  present  service  there  enables 
her  to  turn  attention  to  another 
concern,  the  over-competi- 
tiveness of  society.  She  points  out 
that  “part  of  this  emphasis  begins 
in  childhood.  Athletics  is  a prime 
example.  We  have  become  a na- 
tion of  athlete  worshipers.” 

Dr.  Maurer  comes  back  to  her 
view  of  children  and  over- 
competition. ‘‘Children  are 
pushed  to  compete:  they  are  or- 
ganized to  death.  There  are  few 
sand  lot  games  of  ball.  Instead  we 
have  various  organized  forms  of 
sports  which  take  childhood  en- 
joyment out  of  them.” 

Dr.  Maurer’s  involvement  with 
organized  medicine  began  when 
she  joined  the  Venango  County 
Medical  Society  in  1962.  Since 
then,  she  has  been  as  active  in 
medical  concerns  as  in  commun- 
ity. A member  of  both  her  state 
and  national  specialty  societies, 
the  Pennsylvania  Psychiatric  So- 
ciety and  the  American  Psychiat- 
ric Association,  she  is  also  a 
member  of  the  American  Medical 
Association. 

She  served  her  county  medical 
society  for  six  years  £is  delegate  to 
the  Pennsylvania  Medical  Soci- 
ety’s House  of  Delegates.  She 
also  held  the  office  of  secretary 
treasurer  for  Venango  County 
Medical  Society  from  1969  to 
1975.  At  the  October  1975,  An- 
nual Session  of  the  Society’s 
House  of  Delegates,  Carol  Nellis 
Maurer,  M.D.,  was  elected  T rustee 
and  Councilor  of  the  Ninth  Coun- 
cilor District.  In  representing 
Armstrong,  Butler,  Clarion,  In- 
diana, Jefferson,  and  Venango 
Counties,  Dr.  Maurer  takes  an- 
other step  in  her  distinguished 
career  as  a physician. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodiiator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  Interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODIIAN 

{ISOXSUPRINEHCD 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadtiliTMin 

© 1976MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  A7721  U.S.A. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 


MJL-54117 
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A five-year  history  of  pathogen  susceptibility  | 

to  Garamycirf  (gentamicin  sulfate)— 1971-1975  i 


Gram-Negative  Susceptibility  1 ^98% 
No.  of  Patient  Isolates  | 89,317 
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Source;  PMR  Bacteriologic  Reports— 1971-1975. 

These  in  vitro  data  are  based  on  results  obtained 
from  a nationwide  panel  of  1 80  acute-care  hospitals 
of  100  beds  or  more.  All  hospitals  in  the  audit  used  the 
Kirby-Bauer  method  of  disc  sensitivity.  Data  are 
presented  in  unweighted  form. 

In  vitro  susceptibility  data  are  not  necessarily  indicative 
of  clinical  effectiveness. 

See  Clinical  Considerations  section  which  follows... 


Garamyan 

oentamian/sulfateS 


/ 


LMAV. 


gentamian/sulfateSOfflg^L 

40  mg  /ml  Each  ml  contains  gentamicin  sulfate 
irilCdO wl  W equivalent  to  40  mg  of  gentamicin 


The  seven  m^or  gram-negative  pathogens 
and  Staphylococci  remain  highiy  susceptibie... 


Of  the  seven  major  gram-negative  pathogens  encountered  in  the  hospital,  97  percent  remained 
sensitive  to  Garamycin  in  vitro  over  a five-year  period;  99  per  cent  of  Staphylococci  remained  sensitive. 


GARAMYCIN  Injectable.  brand  of  gentamicin 
sulfate.  U.S.R.  injection,  40  mg.  per  ml. 

Each  ml.  contains  gentamicin  sulfate.  U.S.P.  equivalent 
to  40  mg.  gentamicin. 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN.  NPN.  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other 'neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin.  cephaloridine. 
viomycin.  polymyxin  B.  and  polymyxin  E 
(colistin).  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi- 
cated, with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa.  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella  EnterobacterSerratia 
species 

Clinical  studies  have  shown  GARAMYCIN  Inject- 
able to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ- 
isms and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion:  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin-type  drug  is  also  usually  indi- 
cated as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box 
PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg./kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated 
ADVERSE  REACTIONS; 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note;  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT,  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg- 
aly, anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo- 
cytopenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth- 
argy and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  may  be  given  intramuscularly 
or  intravenously. 

For  Intramuscular  Administration; 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg./kg./day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  ( 132  lb.),  the  usual 
dosage  is  80  mg.  (2  ml.)  three  times  daily.  For  patients 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  dosage  is 
60  mg.  ( 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages 
up  to  5 mg./kg./ day  may  be  administered  in  three  or 
four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg./kg./day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and  patients 
with  impaired  renal  function,  dosage  must  be  adjusted 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e.g„ 
patients  in  shock,  with  hematologic  disorders,  with 
severe  bums,  or  with  reduced  muscle  mass). 

For  intravenous  administration  in  adults,  a single 
dose  of  GAflAMYCIN  Injectable  maybe  diluted  in  100 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  solu- 
tion of  dextrose  5%  in  water;  in  infants  and  children, 
the  volume  of  diluent  should  be  less.  The  concentra- 
tion of  gentamicin  in  solution  in  both  instances  should 
normally  not  exceed  1 mg./ml.  (0.1%).  The  solution  is 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
premixed  with  other  drugs,  but  should  be  administered 
separately  in  accordance  with  the  recommended  route 
of  administration  and  dosage  schedule. 

HOW  SUPPUED  GARAMYCIN  Injectable, 

40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg.)  multiple- 
dose  vials  and  in  1,5  ml.  (60  mg.)  and  2 ml.  (80  mg.) 
disposable  syringes  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  multiple- 
dose  vials  for  parenteral  administration, 
on  JUNE  1975 

AHFS  Category  8: 12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians’  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional 
Services  Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 


Garamyan 

oentamian/sulfated 


I.MAV. 

gentamian/sulfate80fflg/2ffll. 

» 40  mg /ml  Each  ml  contains  gentamicin  sulfate 
iniCCtoPiC  equivalent  to  40  mg  of  gentamicin 


Copyright  © 1976.  Schering  Corporation  All  Rights  Reserved 


SLS-583 


If  your  angina  patient* 
isn't  having  3outof4 
better  days  than  usual... 


try  Cardilate 

‘'(ERYTHRITYLTETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat 
ment  of  the  acute  attack  of  angina  pec- 
toris. since  Its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses. 

Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED:  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100.  10  mg  scored 
tablets  also  supplied  m bottle  of  1,000. 

Also  available  Cardilate-  P brand 
Erythntyl  Tetranitrate  with  Phenobarbital* 
(*Warning  may  be  habit-forming], 

1 Russek  HI:  AM  J M Sc  239.478,  1960 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


■Please  note  unstable  angina  patients  may  be  refractory  to  all  long  acting  nitrates 


“Pain  days”  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl  tetranitrate]  in  48-patient 
study,'  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3. . compared  to  1 day  out  of  4 
while  on  Cardilate, 


Rapid-acting  chewable  tablets 

[10mg]  preferred  by  many  pa- 
tients. Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates. 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin 


Prevailing  fee  payment  mechanism  explained 


Prevailing  Fee  Programs  pay 
for  covered  services  on  the  basis 
of  three  criteria — usual,  custom- 
ary, or  reasonable  charges — 
rather  than  a uniform  fee  sched- 
ule. The  program  was  developed 
to  provide  equitable  payment  for 
doctors’  services  and  paid-in-full 
benefits  for  subscribers  at  predic- 
table cost.  Prevailing  Fee  Pro- 
gram coverage  first  became 
available  to  groups  of  subscribers 
on  a master  contract  basis  in  1965 
and  to  individuals  and  groups  on 
a standard  agreement  basis  in 
1970. 

In  order  to  avoid  confusion  be- 
tween Blue  Shield’s  terms,  usual 
and  customary  charges,  and  Med- 
icare Part  B’s  parallel  terms,  cus- 
tomary and  prevailing  charges, 
the  Blue  Shield  staff  uses  the 
terms  Level  I for  the  first  charge 
against  which  a claim  is  mea- 
sured and  Level  II  for  the  second. 
Comparable  terms  for  the  two 
programs  and  the  simplified 
terms  appear  in  Table  I. 

The  concept  of  paying  usual, 
customary,  or  reasonable 
charges  grew  out  of  the  work  of  a 
Joint  Committee  to  Study  De- 
velopment of  a New  Fee  Schedule 
Structure  which  was  constituted 
in  1963  of  representatives  of  the 
Pennsylvania  Medical  Society, 
the  Pennsylvania  Osteopathic 
Medical  Association,  the  Penn- 
sylvania Dental  Association,  and 
Blue  Shield. 

In  reviewing  doctors’  charges 
as  reported  to  Blue  Shield  on 
Doctors  Service  Report  forms,  the 
committee  found  three  facts  with 
important  ramifications  for  any 
new  fee  schedule: 

1.  It  was  evident  that  individual 
doctors  did  not  ordinarily  vary 
their  fee  for  the  same  procedure 
for  different  patients.  Reported 
charges  for  any  given  procedure 
tended  to  be  uniform  for  all  pa- 
tients. 


2.  It  was  evident  that  doctors 
practicing  in  a particular  specialty 
and  in  the  same  geographic  area 
tended  to  have  usual  charges 
within  a definable  range. 

3.  It  was  clear  that  it  would  be 
impossible  to  establish  statewide 
fee  allowances  that  would  satisfy 
a majority  of  the  doctors  without 
raising  fees  inordinately  in  some 
areas. 

In  the  light  of  these  findings,  the 
joint  committee  recommended 
that  Blue  Shield  develop  a Prevail- 
ing Fee  Program  in  lieu  of  at- 
tempting further  development  of 
a new  fixed  fee  schedule. 

How  payment  is  determined 

Prevailing  fee  payment  is  made 
on  the  basis  of  the  usual,  custom- 
ary, or  reasonable  charges,  de- 
fined as  follows: 

Usual  (Level  I) — The  fee  which 
an  individual  doctor  most  fre- 
quently charges  to  his  patients  for 
the  procedure  performed. 

Customary  (Level  II) — The  cus- 
tomary range  of  usual  fees 
charged  by  doctors  of  the  same 
specialty  in  a given  geographic 
area  classification  for  the  proce- 
dure performed. 

Reasonable — The  fee  which 
differs  from  the  usual  or  custom- 
ary charges  because  of  unusual 
circumstances  involving  medical 
complications  which  require  ad- 
ditional time,  skill  and  experi- 
ence. 

Usual  (Level  I)  charges  for  an 
individual  doctor  are  determined 
from  actual  charges  reported  to 
Blue  Shield  on  Doctors  Service 
Report  forms,  CHAMPUS  claims, 
and  for  Medicare  Part  B on  the 


Request  for  Medicare  Payment 
forms,  statements,  and  receipted 
bills.  Usual  charges  were  first  de- 
termined through  a confidential 
fee  survey  in  1966  and  written 
notification  of  subsequent 
changes  from  the  doctor.  In  order 
to  demonstrate  that  usual 
charges  of  record  for  the  Medi- 
care Program  were  in  fact 
charges  being  made  by  doctors. 
Blue  Shield  changed  to  the 
present  method  in  1969. 

Blue  Shield  records  charges  for 
each  procedure  reported  by  each 
doctor  on  each  claim  to  which 
unusual  clinical  circumstances 
do  not  apply.  The  usual  charge  of 
record  from  which  payment  is  de- 
termined is  then  calculated  as  the 
median  for  the  reported  charges 
for  each  procedure.  When  the 
median  would  be  the  average  of 
two  charges,  the  higher  of  the  two 
actual  charges  is  used.  For  exam- 
ple: 

1.  Charges  reported  for  a given 
procedure: 

$5,  $5,  $6,  $6,  $6 
The  median  is  the  middle 
charge  of  the  series  arranged  in 
numerical  order,  in  this  case 
the  third  of  five  charges.  The 
usual  charge  of  record  would 
be  $6. 

2.  Charges  reported  for  a given 
procedure: 

$10,  $10,  $12,  $12 
The  median  would  be  the  aver- 
age of  the  two  middle  charges. 
However,  in  this  case  Blue 
Shield  uses  the  higher  actual 
charge.  The  usual  charge  of 
record  would  be  $12. 

The  usual  (Level  I)  charges  de- 
termined and  recorded  in  this  way 


TABLE  I 

Comparable  Medicare  Part  B and  Blue  Shield  Terms 

PBS  Prevailing 

Medicare 

Simplified 

Fee  Program 

Part  B 

Usual  Charges 

Customary  Charges 

Level  I 

Customary  Charges 

Prevailing  Charges 

Level  II 
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TABLE  II 


Calculation  of  Customary  Charges  for  Blue  Shield 


Usual 

Doctors 

Number  of 

Percent  of 

Cumulative 

Charge 

Reporting 

Times  Charge 

All  Charges 

Percent 

(Level  1) 

This  Charge 

Made 

$10 

3 

40 

10% 

10% 

12 

3 

44 

11% 

21% 

15 

6 

160 

40% 

61% 

20 

5 

120 

30% 

91% 

25 

1 

24 

6% 

97% 

30 

1 

12 

3% 

100% 

Customary  Charge  (Level  II) 

are  referred  to  as  the  doctor’s  pro-  cent  of  the  instances  in  which  a 


file  of  charges.  Individual  doctors 
may  obtain  copies  of  their  own 
profiles  by  written  request  to  Pro- 
files Department,  Pennsylvania 
Blue  Shield,  Camp  Hill,  Pennsyl- 
vania, 17011. 

The  customary  (Level  II)  range 
(90th  percentile)  of  usual  charges 
for  each  procedure  is  calculated 
from  the  usual  charges  of  doctors 
of  similar  training  and  experience 
in  a given  geographic  area, 
weighted  by  the  number  of  times 
the  procedure  is  reported. 

Similar  training  and  experience 
is  further  defined  in  terms  of  spe- 
cialty classification. 

Geographic  area  is  defined  in 
terms  of  the  Hospital  Service 
Areas  established  by  the  Pennsyl- 
vania Department  of  Public  Wel- 
fare. These  areas  reflect  such  fac- 
tors as  homogeneity  of  popula- 
tion, distribution  of  medical  serv- 
ices, transportation,  trade  pat- 
terns, and  natural  geographic 
boundaries.  In  most  cases  a 
single  county  comprises  a hospi- 
tal service  area.  These  geo- 
graphic areas  are  further  grouped 
on  the  basis  of  reported  charges 
and  calculated  customary  charge 
levels  into  charge  class  areas  to 
simplify  claims  processing  and 
provide  sufficient  data  to  estab- 
lish customary  charges  for  many 
less  frequently  performed  proce- 
dures. 

The  90th  percentile  concept  is 
used  to  determine  the  customary 
charge  for  payment  determina- 
tion. The  90th  percentile  concept 
requires  that  the  highest  fee  al- 
lowed be  high  enough  to  pay  in 
full  the  charges  for  at  least  90  per- 


given  procedure  is  reported. 

To  determine  a doctor’s  usual 
charges.  Blue  Shield  uses  all 
charges  reported  in  a given  data 
base  year.  Blue  Shield  policy  is  to 
update  usual  charges  each  July  1 
using  claims  data  reported  during 
the  previous  calendar  year.  For 
example,  usual  charges  effective 
July  1 , 1975,  were  based  on  claims 
data  for  all  of  1974.  Any  update 
must  be  approved  by  the  Pennsyl- 
vania Insurance  Department. 

The  actual  calculation  proce- 
dure for  customary  (Level  II) 
charges  for  Blue  Shield  is  illus- 
trated in  Table  II. 

In  this  example  the  90th  percen- 
tile includes  charges  up  to  $20. 
This  includes  the  charges  for  91 
percent  of  the  instances  in  which 
the  procedure  was  reported  and 
for  17  (or  90  percent)  of  the  19 
doctors  who  reported  it  in  that 
area.  Of  course,  in  many  in- 
stances the  90th  percentile  re- 
sults in  substantially  more  than 
the  minimum  90  percent  of  the 
reported  procedures  being  within 
the  customary  charge  limit.  It 
should  be  noted  that  Medicare 
Part  B does  not  use  the  same 
method  of  determining  Level  I 
and  Level  II  charges,  particularly 
in  regard  to  the  percentile  used  to 
determine  the  Medicare  Level  II 
charge. 

The  reasonable  criterion  per- 
mits individual  consideration  for 
those  cases  in  which  clinical  cir- 
cumstances have  been  truly  un- 
usual. 

The  steps  in  determining  Pre- 
vailing Fee  Program  payment  are 
as  follows: 


1.  Check  each  report  charge 
against  the  usual  charge  of 
record  (Level  I)  in  the  individual 
doctor’s  profile  to  determine  if  it 
is  his  usual  charge.  Unless  unus- 
ual circumstances  are  reported, 
the  doctor’s  usual  charge  is  the 
maximum  that  can  be  paid. 

2.  Check  each  reported  charge 
against  the  customary  charge 
(Level  II)  for  the  procedure  in  the 
doctor’s  specialty  and  geo- 
graphic area.  Unless  unusual  cir- 
cumstances are  reported,  the 
customary  charge  is  the 
maximum  that  can  be  paid. 

3.  The  following  steps  are  taken 
in  applying  the  reasonable  cri- 
terion: (a)  Review  to  determine  if 
the  Doctors  Service  Report  con- 
tains a description  of  unusual  cir- 
cumstances; (b)  Correspondence 
with  the  doctor  to  permit  him  to 
supply  additional  information 
from  his  records;  (c)  Review  by  a 
Blue  Shield  Medical  Advisor 
whose  specialty  encompasses 
the  reported  procedure;  (d)  Re- 
ferral to  an  appropriate  peer  re- 
view committee. 

The  following  example  shows 
how  several  claims  are  paid  for  a 
fictitious  doctor : 

1. Dr.  Doe  submits  a claim 
under  procedure  21681  with  a 
charge  of  $25.  Blue  Shield  pays 
$25.  Dr.  Doe’s  usual  charge  (Level 
I)  is  $25  and  that  is  within  the  cus- 
tomary (Level  II)  charge  for  the 
area. 

2.  Dr.  Doe  submits  a claim 
under  procedure  21971  with  a 
charge  of  $25.  Blue  Shield  pays 
$20.  Although  Dr.  Doe’s  usual 
charge  (Level  I)  is  $25,  the  area 
customary  (Level  II)  charge  is  $20. 

3.  Dr.  Doe  submits  a claim 
under  procedure  21974  with  a 
charge  of  $25  and  substantiation 
of  unusual  clinical  cir- 
cumstances. Blue  Shield  pays 
$25,  although  Dr.  Doe’s  usual 
charge  (Level  I)  is  $10  and  the 
area  customary  charge  (Level  II)  is 
$20,  the  $25  charge  is  determined 
reasonable  and  paid. 
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In  a multicenter  study  of  patients  w ith  chronic  or  freriucntly  recurrent  urinaiy-  tract  infections 

Bactrirn 
was  27.2%  more 
effective  than  ampicillin 
in  keeping  patients 
infection-free  for 


8 weeks: 


of  patients  infection-free  at  8 weeks 
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*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the 
difference  between  Bactrim  and  ampicillin  results  (1 5.1  %)  by  the 
per  cent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 


ROCHE 


Please  see  last  page  of  this  advertisement  for  summary  of  product  information. 


10-day  Bactrim  “ therapy 
outperforms  10-day 
ampicillin  therapy 

In  a multicenter  double-blind  study  of 
patients  with  chronic  or  frequently 
recurrent  urinary  tract  infection, 

1 0-day  therapy  with  Bactrim  outper- 
formed ampicillin  10-day  therapy  by 
27.2%  when  comparing  patients  who 
maintained  clear  cultures  for  8 weeks. 

When  compared  at  the  end  of  therapy,  90.4%  of  83  Bactrim- 
treated  patients  had  clear  cultures  in  contrast  to  81 .7%  of 
82  ampicillin-treated  patients.  Of  even  greater  significance 
is  the  fact  that  a higher  percentage  of  Bactrim-treated 
patients  maintained  clear  cultures  for  8 weeks.  Criterion  for 
“clear  culture”  was  1 000  or  fewer  organisms/ml  urine. 

Adverse  reactions  noted  in  this  study  were  relatively 
mild,  e.g.,  nausea,  vomiting,  rash.  However,  more  serious 
side  effects  can  occur  with  the  agents  studied.  Please  see 
product  information  of  each  manufacturer  for  complete 
listing  of  adverse  reactions. 


Note:  Bactrim  single  strength  tablets  were  used  In  these  clinical  trials. 
However,  studies  have  established  the  bioequivalency  of  Bactrim  DS  with  the 
single  strength  tablets. 


BactrimDS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 
Just  1 tablet  B.LD. 


Baetrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  BID 


For  chronic  or  frequently  recurrent 
cy  stitis  and  py  elonephritis 
due  to  suseeptible  organisms. 


H 


Significant  Prescribing 
Factors 

■ Primarily  for  cystitis  and  pyelonephritis 

due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus 
vulgaris  and  Proteus  morganii. 

■ Usual  therapy  10  to  14  days. 

■ Contraindicated  during  pregnancy  or  the 
nursing  period. 

■ Maintain  adequate  fluid  intake; 
perform  frequent  CBC’s  and  urinalyses  with 
microscopic  examination. 

■ SxT  sensitivity  discs  available  to  test 
sensitivity  to  Bactrim. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 


Baetrim 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  £.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

A/Orf;  The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemiaand  methemoglobinemia.  A//erg/c reacf/ons; Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions. 


epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;Tel-E-Dose@ 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16 oz  (1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


MECO  participation  benefits  students,  preceptors  alike 


Communities  wanting  to  attract 
family  practice  medical  students 
may  be  able  to  do  it  by  participat- 
ing in  the  AMA’s  Medical  Educa- 
tion and  Community  Orientation 
project  (MECO).  This  eight  week 
summer  program  for  medical 
students  is  heading  into  its 
seventh  year.  In  the  Common- 
wealth it  operates  in  eastern  and 
central  Pennsylvania  and  is  co- 
sponsored by  the  Pennsylvania 
Medical  Society,  the  Pennsylva- 
nia Academy  of  Family  Physi- 
cians, and  the  Hospital  Associa- 
tion of  Pennsylvania. 

Last  summer  some  fifty  medical 
students  spent  eight  weeks  learn- 
ing about  primary  health  care  at 
the  grassroots  level  in  26  Penn- 
sylvania communities. 

The  MECO  program  was  devel- 
oped in  1969  under  a grant  from 
the  Sears  Foundation.  The  pri- 
mary goal  of  the  program  is  to  as- 
sist the  redistribution  of  physician 
manpower  in  the  United  States. 
Hopefully,  exposure  of  students 
to  community  medicine  early  in 
their  medical  education  will  assist 
them  in  making  a decision  for 
primary  care  and  community 
practice.  Continuing  education 
credit  is  also  given  to  preceptor 
physicians. 

Getting  a local  MECO  program 
started  is  easy  once  the  proper 
degree  of  enthusiasm  has  been 
reached  by  a hospital  medical 
staff,  a preceptor  physician,  and 
the  hospital  administration. 

The  hospital  and  its  medical 
staff  usually  provide  the  student 
with  room  and  board  and  a 
stipend  of  $85  per  week.  The  pre- 
ceptor or  preceptors  (primary 
care  physicians)  serve  as  the  stu- 
dent’s advisor,  exposing  him  to 
office  practice,  taking  him  on 
hospital  rounds,  and  providing 
him  with  the  opportunity  to  spend 
some  time  with  other  physicians, 
technicians,  administrative  and 


social  service  personnel  who  staff 
the  hospital  and  the  various 
health  agencies  of  the  commun- 
ity. Pre-sophomore  and  pre- 
junior medical  students  are 
matched  from  seven  of  the  state’s 
eight  medical  schools. 

A program  for  western  Penn- 
sylvania, entitled  “Western  Penn- 
sylvania Health  Preceptorship 
Program,’’  is  administered  by  the 
University  of  Pittsburgh  School  of 
Medicine.  The  telephone  number 
for  that  service  is  (41 2)  624-251 7. 

How  do  busy  primary  care 
physicians  find  time  to  be  precep- 
tors for  eight  weeks  in  the  sum- 
mer? Those  who  do  report  that 
having  a student  slows  them 
down  a bit,  but  much  less  than 
they  expected.  Often  a normal 


Dr.  Dorian  installed 
Montgomery  president 

Alan  L.  Dorian,  M.D.,  Norris- 
town, became  president  of  the 
Montgomery  County  Medical  So- 
ciety during  the  organization’s 
recent  annual  installation  cere- 
mony. 

Dr.  Dorian  received  his  medical 
degree  from  Georgetown  Univer- 
sity and  served  his  internship  and 
residency  at  the  Graduate  Hospi- 
tal of  the  University  of  Pennsylva- 
nia. Heisadiplomate  of  the  Amer- 


Soclety  members  save 
on  subscription  program 

According  to  a recent  As- 
sociated Press  article  in  the 
Philadelphia  Inquirer,  magazine 
subscription  prices  have  risen 
substantially  over  the  past  two 
years,  largely  due  to  rises  in 
postal  rates,  and  are  expected  to 
rise  even  more  in  the  future. 

One  way  to  avoid  some  of  the 
future  price  increases  for  sub- 
scriptions is  to  take  advantage  of 
proprietary  rates  and  terms  made 


routine  is  maintained  with  dis- 
cussions held  over  lunch  or  en- 
route  to  the  hospital. 

Room  and  board  is  customarily 
provided  in  the  hospital’s  own 
facilities,  although  sometimes 
students  stay  in  homes  of  physi- 
cians. Last  year  29  community 
hospitals  participated  in  the 
MECO  program.  Usually  there  are 
more  applicants  than  positions.  If 
you’re  interested  in  a MECO  stu- 
dent this  summer  now  is  the  time 
to  contact:  AMSA/MECO,  Penn- 
sylvania Medical  Society,  20  Er- 
ford  Road,  Lemoyne,  PA  17043. 
Telephone:  (717)  238-1635,  or 
Fred  Teichman,  Eastern  Pennsyl- 
vania MECO  Director,  313  South 
Tenth  Street,  Philadelphia,  PA 
1 91 07.  Telephone  (215)  923-3063. 


ican  Board  of  Surgeons,  and  a fel- 
low of  the  American  College  of 
Surgeons,  American  College  of 
Gastroenterology,  American  So- 
ciety for  Trauma,  and  the 
Philadelphia  Academy  of 
Surgery. 

Other  society  officers  include: 
John  C.  Maerz,  M.D.,  Norristown, 
president  elect;  Harold  J.  Byron, 
M.D.,  Norristown,  vice  president; 
Ulysses  E.  Watson,  M.D., 
Philadelphia,  secretary;  and 
Joseph  L.  Hunsberger,  M.D.,  Nor- 
ristown, treasurer. 


available  to  Society  members  by 
the  Periodical  Publishers  Service 
Bureau,  Inc.  The  bureau  offers  a 
wide  selection  of  periodicals  at 
“trade”  rates  which  will  remain 
unchanged  during  the  full  term  of 
service. 

Society  membership  recently 
received  information  about  the 
special  subscription  offer,  which 
had  an  enthusiastic  reception. 
For  more  information  contact  the 
Council  on  Professional  Rela- 
tions and  Services,  Society  Head- 
quarters. 
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Education  goal  of  midwinter  sessions 


MEDICAL  EDUCATORS  from  throughout  the  nation  met  in  Chicago  at  January’s  end 
at  the  AMA's  annual  Conference  on  Medical  Education,  Pennsylvanians  present 
gathered  to  exchange  ideas  during  the  meeting.  Shown  above,  left  to  right,  are  Philip 
E.  Ingaglio,  M.D.,  Philadelphia,  member  of  the  State  Board  of  Medical  Education  and 
Licensure;  William  E.  DiSanto,  D.O.,  member  of  the  State  Board  of  Osteopathic 
Examiners;  Raymond  C.  Grandon,  M.D.,  Fifth  District  Trustee  and  member  of  the 
state  medical  board;  and  Lawrence  Alexander,  legal  counsel  for  the  state  medical 
board.  Above  right  are  Indru  T.  Khubchandani,  M.D.,  and  Frederick  M.  Fister,  M.D., 
chairman  of  the  Society's  Commission  on  Accreditation,  both  of  Allentown.  To  the 
right  are  Leonard  Fenninger,  M.D.,  of  the  AMA;  and  Paul  C.  Royce,  M.D.,  of  Sayre, 
member  of  the  Society’s  Commission  on  Education  and  Manpower.  Below  are 
scenes  from  a two  day  meeting  in  February  on  long  term  care  facilities.  Nathan 
Sussman,  M.D.,  standing,  is  a member  of  the  Council  on  Education  and  Science. 


Neonatal  program  grows 

The  Pennsylvania  Department  of  Health  has  an- 
nounced that  four  hospitals  are  participating  cen- 
ters in  its  neonatal  surgery  program.  The  program  is 
designed  to  supply  fiscal  support  for  infants  requir- 
ing surgical  correction  of  certain  congenital  abnor- 
malities such  as  asophageal  atresia,  tracheo- 
esophageal fistula,  omphalocele,  imperforate  anus, 
diaphragmatic  hernia,  and  other  lesions  causing 


obstruction  of  the  intestinal,  respiratory,  and  urinary 
tracts. 

The  hospitals  are:  Children’s  Hospital  of  Philadel- 
phia; St.  Christopher’s  Hospital  for  Children, 
Philadelphia;  Children’s  Hospital  of  Pittsburgh;  and 
the  Milton  S.  Hershey  Medical  Center,  Hershey. 

Further  information  about  the  program,  which  is 
supported  by  Crippled  Children’s  Reserve  Fund  B, 
title  V funds,  is  available  from  the  Neonatal  Surgery 
Program,  Pennsylvania  Department  of  Health,  P.O. 
Box  90,  Harrisburg,  PA  17120. 
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How  to  relieve  personal  financial 
management  headaches  if  you’re 
under  heavy  business  pressures 


If  your  business  responsibilities  or  other  interests  leave  you  too 
little  time  to  manage  your  personal  financial  affairs,  our  Variable 
Trust®  can  be  of  service.  The  Variable  Trust®  provides  continuing, 
professional  management  of  your  personal  finances.  It’s  a flexible, 
efficient  means  of  simplifying  your  entire  financial  picture,  allowing 
you  to  devote  full  attention  to  your  business  or  other  outside  interests. 

You  begin  by  placing  your  assets  in  a trust  at  Pittsburgh  National 
Bank,  and  delegate  to  us  only  those  duties  you  want  us  to  assume. 
For  example,  we  can: 

• Manage  your  investment  portfolio 

• Handle  all  your  bookkeeping  and  tax  records 

• Assist  with  real  estate  management 

• Manage  all  your  personal  finances  in  the  event  of  illness,  accident, 
or  prolonged  travel. 

The  services  under  the  Variable  Trust®  can  be  adapted  to  meet 
your  changing  needs.  At  any  time  you  can  give  us  more  to  do— or 
less  to  do— depending  upon  your  immediate  circumstances. 

For  more  information,  call  355-3512  to  arrange  an  appointment 
with  one  of  our  trust  officers.  Or  write  for  a free  copy  of  our  helpful 
booklet,  “The  Variable  Trust®”. 


PITTSBURGH  NPTIONPL  BPNK 

Fifth  Avenue  and  Wcx)d  Street,  Pittsburgh,  Pa.  15222 
PITTSBURGH  S OLDEST  TRUST  COMPANY 


editorials 


Like  Alice,  we’re  confused! 

“Who  are  you?’’  said  the  Caterpillar. 

. . . Alice  replied  rather  shyly,  “I  - 1 hardly  know,  sir, 
just  at  present — at  least  I know  who  I was  when  I got 
up  this  morning,  but  I think  I must  have  been 
changed  several  times  since  then.’’ 

“What  do  you  mean  by  that?’’  said  the  Caterpillar 
sternly.  “Explain  yourself!’’ 

“I  can’t  explain  myself.  I’m  afraid,  sir,’’  said  Alice, 
“because  I’m  not  myself,  you  see.’’ 

The  dichotomy  of  the  image  of  medicine  as  a 
whole  and  that  of  the  individual  practitioner  is  every 
bit  as  nonsensical  as  Alice’s  predicament.  The 
health  care  system,  on  the  one  hand,  has  been 
soundly  reproached  by  politicians  and  news  media 
for  real  or  imagined  shortcomings  and  is  generally 
held  in  very  low  regard.  The  physician,  however,  is 
individually  respected  by  his  patients  and  the  in- 
habitants of  the  community  in  which  he  lives. 

The  social  and  scientific  changes  of  the  last  two 
decades  have  brought  about  a change  in  ethical 
values.  The  abstract  concept  of  ethics  makes  it  dif- 
ficult to  measure  the  positive  aspects.  But  it  be- 
comes relatively  easy  to  judge  those  values  which 
we  view  as  unethical.  Thus,  medicare  fraud  and 
income  tax  evasion  are  publicly  and  negatively 
stressed  while  the  fight  for  privacy  of  the  physician  - 
patient  relationship  and  confidentiality  of  the  medi- 
cal record  are  almost  forgotten.  The  moral  dilemma 
of  life  and  death  of  the  terminally  ill  patient  has 
recently  received  sensational  publicity  but  the  legal 
system  has  failed  to  solve  the  problem.  Indeed,  it  has 
probably  served  to  increase  the  anxiety  of  both  the 
physician  and  the  public  by  seeking  a legal  solution 
to  a medical  and  ethical  problem. 

The  medical  profession  has  moved  to  meet  most 
of  the  problems  within  the  health  field  but  the  ac- 
cusers get  more  attention  than  the  defenders.  Crit- 
ics are  quick  to  point  to  studies  that  would  seem  to 
indicate  that  practicing  physicians  fail  to  keep  up 
with  medical  advances.  The  Network  for  Continuing 
Medical  Education  recently  produced  a National  An- 
tibiotic Therapy  Test,  the  results  of  which  were  pub- 
lished in  the  New  England  Journal  of  Medicine  in 
December.  “As  might  be  expected,  this  test  showed 
that  residents  scored  much  higher  than  interns  and 
physicians  in  private  practice.’’  This  study  should 
not  be  misconstrued  to  indicate  that  the  practitioner 
is  ignorant  on  how  to  properly  use  antibiotics.  The 
authors  point  out  that  it  was  “designed  primarily  as  a 
self-assessment  and  learning  experience  . . .’’  Con- 


tinuing education  has  become  a requirement!  Ig- 
norance is  one  charge  that  cannot  be  leveled  fairly  at 
the  medical  profession  as  a whole. 

Pennsylvanians  were  told,  in  the  recent  past,  of  a 
study  that  purportedly  indicates  that  physicians 
charge  “what  the  traffic  will  bear.’’  Gross  incomes 
were  quoted  without  consideration  of  the  overhead 
incurred  in  a medical  practice — salaries,  rent, 
equipment,  supplies,  and  malpractice  insurance.  No 
one  argues  that  medical  costs  are  high,  but  they  are 
commensurate  with  the  rest  of  the  economy.  It 
would  be  interesting  to  compare  cost  increases  of 
real  estate,  colortelevision,  orfood.  Americans  have 
been  led  to  believe  that  health  care  is  their  right  and 
are  appalled  by  the  price.  Because  of  this  mistaken 
belief,  we  ignore  the  importance  of  sanitation  and 
proper  diet  in  the  prevention  of  disease. 

It  has  been  charged  that  organized  medicine  is 
self-protective,  that  it  covers  up  the  inadequacies  of 
some  of  its  practitioners.  Bizarre  cases  are  cited  to 
document  charges.  Admittedly,  even  these  rare  in- 
stances should  not  occur  but  no  police  system  is 
infallible.  It  must  also  be  remembered  that  physi- 
cians have  legal  rights  too  and  that  infringement  on 
these  rights  can  initiate  serious  repercussions. 
Overlooked  are  the  internal  surveillance  by  the  med- 
ical profession  through  peer  review  and  medical 
audit.  Physicians  are  quick  to  correct  colleagues 
who  have  erred,  but  only  through  channels  that  in- 
sure abuse  to  both  physician  and  patient. 

The  individual  physician  as  well  as  the  medical 
profession  have  attempted  to  make  the  ethical  and 
social  changes  necessary  to  meet  the  demands  of 
modern  medical  practice.  Publicity  afforded  the 
negative  aspects  of  the  health  care  system  has 
clouded  the  advances  that  have  been  achieved.  Al- 
though we  seem  to  have  an  unsavory  reputation  in 
general,  singly  we  are  regarded  as  compassionate 
humanitarians. 

“I  don’t  see,’’  said  the  Caterpillar. 

“I’m  afraid  I can’t  put  it  more  clearly,’’  Alice  replied 
very  politely,  “for  I can’t  understand  it  myself  to 
begin  with  . . .’’ 

We  must  support  the  continuing  efforts  of  our 
national  leadership  to  insure  that  the  public  has  no 
serious  misconceptions  or  misunderstandings  of 
just  how  good  American  medicine  is  and  has  been. 
No  more  and  no  less! 

David  A.  Smith,  M.D. 

Medical  Editor 


(Quotations  from  Alice's  Adventures  in  Wonderland  by  Lewis  Carrol) 
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PAC  does  it  for  us 


Political  action  safeguards  right  to  be  heard 


During  the  past  year  in  our  state  and  across  the 
nation,  we  have  seen  vivid  examples  of  government 
in  action  in  the  field  of  health  care.  And  that  “action” 
we  have  seen  has  most  often  been  in  the  form  of 
some  restrictive  or  regulatory  legislation  which  im- 
pinges on  the  physician’s  ability  to  practice  medi- 


cine. Under  Act  1 1 1 , for  example,  it  is  no  longer  left 
to  the  physician  to  decide  about  malpractice  cover- 
age. Physicians  now  must  purchase  a set  amount  of 
coverage  under  the  law.  So  it  seems  apparent  that 
the  legislative  forum  is  becoming  more  and  more 
important  in  determining  how  we  will  do  our  jobs  in 
the  future.  And  it  is  in  this  area  that  wemust  become 
more  active  if  the  practice  of  medicine  as  we  know 
and  cherish  it  is  to  survive! 

How  can  we  do  this?  How  can  busy  physicians, 
working  10-12  or  more  hours  every  day  devote  their 
time  and  energy  to  political  activity?  The  answer  I 
offer  to  you  now  \s  organization — and  the  organiza- 
tion is  the  PAC  federation — PaMPAC  and  its  national 
affiliate,  AMPAC.  These  organizations  were  founded 
fifteen  years  ago  specifically  to  unify  and  coordinate 
the  efforts  of  physicians  in  the  political  and  legisla- 
tive sphere.  Their  beginning  was  a response  to  the 
queries  of  legislators  who  said  to  doctors,  “You 
come  to  us  when  you  want  something  from  us. 
Where  are  you  when  we  need  your  help?”  It  became 
apparent  that  these  legislators  were  making  a valid 
point,  so  the  PAC  organization  was  formed. 

From  its  inception,  the  PAC  movement  has  had 


two  interrelated  goals:  to  educate  physicians  and 
theirfamilies  on  the  realities  of  political  activity,  and 
to  channel  contributions  to  worthy  and  qualified 
candidates.  Financial  support  of  a candidate  does 
not  mean  that  we  have  purchased  his  vote.  If  it  were 
possible  to  buy  a vote  in  this  fashion,  obviously  the 
same  vote  could  be  bought  by  some  other  group  at  a 
higher  price.  No,  that  is  not  the  purpose  of  PAC 
contributions.  A candidate  who  would  sell  his  vote  in 
such  a fashion  is  not  worthy  of  his  office,  and  cer- 
tainly not  deserving  of  our  support. 

The  impact  of  PAC  contributions  guarantees  that 
a candidate,  when  elected,  will  listen  to  our  point  of 
view  on  matters  of  concern  to  us.  This  is  all  we  can 
legitimately  ask  of  him.  At  that  point  it  is  up  to  our 
Society  representatives  to  make  a convincing  argu- 
ment for  our  viewpoint.  The  PAC  organization  does 
not  become  involved  in  legislative  policy  making 
decisions.  Its  sole  function  is  candidate  support. 
Yet,  it  is  a truism  in  politics  that  laws  are  made  in  the 
voting  booth  on  election  day,  and  not  in  the  halls  of 
the  legislature.  The  PAC  attitude  has  always  been 
that  the  best  way  to  fight  undesirable  legislation  is  to 
elect  the  right  candidate,  so  that  bad  legislation  is 
never  introduced.  But  if  it  is,  have  a good  name  in  the 
right  place  at  the  right  time  to  stop  that  legislation. 

I have  occasionally  heard  physicians  object  to  the 
PAC  organization  because  it  is  “partisan”  or  “al- 
ways supports  Republicans”  or  “only  backs  conser- 
vative candidates.”  These  objections  reflect  a basic 
misunderstanding  of  the  function  of  the  PAC  organ- 
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ization.  The  PAC  organization  is  abipartisan  organi- 
zation made  up  of  Republican  and  Democratic 
physicians  united  by  a common  bond — their  con- 
cern for  the  future  of  our  excellent  medical  care 
system.  It  is  true  that  the  PAC  supports  conservative 
candidates  more  often  than  liberal  ones  because 
this  group  of  individuals  more  often  agrees  with  our 
belief  in  the  free  enterprise  system  and  more  often 
opposes  government  intervention  programs. 

Yes,  in  the  last  election,  the  PAC  organization 
supported  9 Democrats  and  10  Republicans  in 
the  Congressional  elections,  and  27  Democrats 
and  53  Republicans  in  our  last  state  legislative 
elections.  That  is  hardly  a partisan  effort,  by  any 
standard.  Incidentally,  we  supported  the  winning 
candidates  81  percent!  The  results  of  the  PAC 
efforts  were  readily  apparent  to  the  leadership  of  the 
Pennsylvania  Medical  Society  when  the  intensive 
debate  on  malpractice  legislation  was  taking  place. 
Many  legislators  on  both  sides  of  the  aisle  came  to 
our  support  and  accepted  our  position  over  that  of 
the  trial  lawyers.  The  result.  Act  111,  was  much  more 
representative  of  our  position  than  that  of  our  oppo- 
nents. 

Act  1 1 1 is  now  the  law  of  the  land  in  Pennsylvania. 

Let  George  say  it! 


Danger  ahead 

Physicians  until  recently  have  felt  that  a strike  was 
an  indecent  and  unthinkable  action  for  such  a dis- 
tinguished and  selfless  profession.  Today,  full  scale 
strikes  by  residents  and  other  employed  physicians 
are  common.  The  slow  down,  a semistrike  by  private 
doctors,  is  being  seen  in  an  increasing  number  of 
places. 

Somehow,  since  this  occurs  along  with  an- 
nouncements of  half  million  dollar  medicaid  in- 
comes and  five  million  dollar  malpractice  judge- 
ments, it  no  longershocks  us.  Health  is  big  business. 
Sensistivity  to  the  attacks  experienced  from  the  pub- 
lic and  government  makes  doctors  feel  that  such 
retaliation  is  appropriate  and  almost  inevitable. 

Perhaps  it  is  inevitable  even  though  the  action  is 
aimed  at  those  whom  the  profession  is  pledged  to 
serve.  Tyrants  since  earliest  times  have  slaughtered 
innocent  people  in  order  to  rid  themselves  of  an 
unknown  enemy.  Terrorists  now  kidnap  people  to 
force  some  altogether  unrelated  action.  Even  if  the 
shotgun  technique  is  effective  in  accomplishing  its 
end,  it  does  not  produce  good  will. 

So  it  is  that  danger  may  lie  in  wait  for  medicine  in 
the  slow  down  strike.  As  physicians  in  private  hospi- 
tals reduce  their  facilities,  medical  care  will  be  in- 


How this  law  will  affect  us  cannot  be  accurately 
predicted  at  this  time.  But  it  is  safe  to  predict  that 
some  further  changes  in  the  law  will  be  necessary  in 
the  future.  It  is  also  obvious  that  other  measures 
threatening  our  delivery  of  medical  care  will  appear 
in  the  future,  both  in  Harrisburg  and  in  Washington. 
The  ideological  struggle  between  the  forces  favor- 
ing and  those  opposing  government  regulation  of 
medical  care  will  continue  for  many  years.  Our  suc- 
cess in  future  encounters  will  be  directly  related  to 
our  ability  to  unify  and  coordinate  our  efforts,  both 
in  the  political  arena,  by  joining  PaMPAC,  and  in  the 
legislative  arena,  by  becoming  active  in  our  county 
and  state  medical  societies.  Sir  Francis  Bacon,  in 
h\sElements  of  the  Common  Law,  said,  “I  hold  every 
man  a debtor  to  his  profession.”  I believe  that  physi- 
cians accept  this  professional  responsibility  more 
than  any  other  profession  in  our  society,  and  I urge 
you  all  to  consider  membership  in  PaMPAC  as  an 
honorable  and  responsible  way  to  repay  that  debt. 

Michael  P.  Levis,  M.D. 

Past  President, 

Allegheny  County  Medical  Society 


creasingly  sought  from  salaried  clinicians  in  gov- 
ernment installations.  Wilbur  Cohen,  who  pioneered 
in  the  drive  for  socialized  medicine,  must  be  de- 
lighted as  more  and  more  southern  Californians 
queue  up  at  county  clinics  and  hospitals.  The  longer 
the  slow  down  lasts,  the  greater  this  trend;  (1)  Pa- 
tients denied  private  medical  care  seek  help  at  gov- 
ernment clinics  and  hospitals.  (2)  With  greater  need 
for  doctors  in  government  facilities,  more  will  be 
hired.  (3)  Attracted  by  the  promise  of  malpractice 
protection,  more  private  physicians  will  be  seeking 
government  jobs.  It  could  be  a bloodless  victory  for 
political  medicine. 

Strikes  may  alarm  legislatures  and  convince  them 
that  action  is  needed.  In  the  absence  of  real  solu- 
tions, lawmakers  may  be  forced  only  to  the  kind  of 
answer  Alexander  found  for  the  Gordian  Knot.  Both 
the  insurers  and  the  insured  will  be  damned.  When 
the  sword  has  cut  the  tangled  rope  little  may  be  left 
of  the  private  practice  of  medicine.  That  is  one  of  the 
great  treasures  of  our  civilization. 

George  A.  Rowland,  M.D.,  Chairman 

Board  of  Trustees  and  Councilors 
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We’ve 

expanded! 

Just  Added  to  Our  Product  Line: 


• Catheters 

• Cleaning  Products 

• Diagnostic  fil  Surgical 
Instruments 

• Disinfectants 


• Electrocardiograph 
Supplies  (expanded) 

• Germicides 

• Lab  Products 

• Liquid  Pharmaceuticals 

• X-Ray  Supplies 


• Dbstetrical-Gynecological 
Supplies 

• Skin  Care 

• Sutures 

• Thermometers 


SYLVAN  I A MEDICAL 


r 

I Please  send  me  free  of  charge  your  expanded  medical  supply  catalog  containing  your  prices. 

i Name  

I Address  

j City  State Zip  

I Telephone  Number 

■ Pennsylvania  Medical  Cooperative  - 3617B  Simpson  Ferry  Road  - Camp  Hill,  PA  17011  - (717)  761-8215 
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PAID’S  utilization  review  invoives  Foundation 


ROBERT  L.  LAMB 
Director  of  Communications 

A plan  to  provide  pre-paid  prescrip- 
tion services  for  Pennsylvania's  med- 
ical assistance  patients  now  has  im- 
portant utilization  review  ramifica- 
tions for  physicians.  Byproducts  of 
the  contract  between  PAID  Prescrip- 
tions and  the  Department  of  Public 
Welfare  are  monthly  computer  print- 
outs describing  the  drug  utilization 
patterns  of  recipients  and  the  pre- 
scribing habits  of  their  physicians. 

According  to  Sidney  O.  Krasnoff, 
M.D.,  president  of  the  Pennsylvania 
Medical  Care  Foundation,  “With  the 
flick  of  a pen,  the  Commonwealth, 
through  PAID,  launched  a utilization 
review  program  without  consultation 
with  the  state's  physicians.” 

Long  after  the  contract  between  the 
Commonwealth  and  PAID  was 
signed,  during  a presentation  by  PAID 
to  the  Council  on  Medical  Service  in 
April  1975,  this  new  utilization  review 
program  became  apparent.  By  that 
time,  PAID  had  already  begun  setting 
up  its  own  review  teams  without  the 
benefit  of  consultation  with  the  medi- 
cal community. 

During  thesummer,  the  UR  plansof 
PAID  prescriptions  were  scrutinized 
by  both  the  Pennsylvania  Medical 
Care  Foundation  and  the  Council  on 
Medical  Service.  Meetings  were  held 
with  the  Department  of  Public  Wel- 
fare and  with  PAID.  Representatives 
of  the  Foundation  met  with  PAID  ex- 
ecutives in  San  Francisco  in  August. 
Meanwhile,  PAID  proceeded  to  set  up 
its  own  review  committees  of  four 
pharmacists  and  two  physicians. 

By  PMS  Annual  Meeting  time  in  Oc- 
tober, negotiations  with  PAID  and  the 
Department  of  Welfare  were  dead- 
locked. Resolution  75-26  was  passed 
urging  members  of  PMS  to  partici- 
pate only  in  medical  review  programs 
“sponsored  or  approved  by  organiza- 
tions representing  practicing  physi- 
cians. " 

Following  the  House  of  Delegates 
meeting,  the  president  of  the  State 
Society,  David  S.  Masland,  M.D., 
wrote  to  the  presidents,  executive  di- 
rectors, and  secretaries  of  county 


societies  describing  the  breakdown 
in  negotiations  with  PAID. 

A break  in  the  stalemate  occurred 
when  Secretary  of  Health  Leonard 
Bachman,  M.D.,  called  for  a meeting 
of  all  parties  on  November  12.  Using 
the  weight  of  his  office,  the  secretary 
encouraged  PAID  to  continue 
negotiating  with  the  Foundation  until 
agreement  on  a contract  could  be 
reached. 

One  month  later  on  December  12, 
the  newly  elected  president  of  the 
Pennsylvania  Medical  Care  Founda- 
tion, Dr.  Krasnoff  sent  Edward  Baker, 
president  of  PAID,  a revised  proposed 
contract  which  had  the  approval  of 
the  Foundation  Board  of  Directors. 
On  December  18,  1975,  PAID  Pre- 
scriptions signed  the  contract  and 
turned  the  utilization  review  portions 
of  the  PAID  program  over  to  the 
Pennsylvania  Medical  Care  Founda- 
tion. 

The  contract  calls  for  the  Pennsyl- 
vania Medical  Care  Foundation  to  or- 
ganize and  operate  a professional 
drug  utilization  and  quality  review 
system  in  the  Commonwealth  for  the 
review  of  medical  assistance  (M.A.) 
drug  utilization.  To  carry  out  the  con- 
tract, the  Foundation  will  organize 
peer  review  committees  comprised  of 
two  (2)  physicians  and  four  (4)  phar- 
macists in  each  of  the  twelve  PSRO 
areas.  Because  of  the  number  of  med- 
ical assistance  recipients  in  Al- 
legheny and  Philadelphia  Counties, 
more  than  one  committee  will  be 
needed  in  these  areas. 

These  committees  will  meet 
monthly  to  review  patient  drug  pro- 
files. These  profiles  are  generated  au- 
tomatically if  the  M.A.  recipient'sdrug 
utilization  that  month  exceeds 
criteria  programmed  into  the  compu- 
ter. 

Some  of  the  specifics  these  com- 
mittees will  revieware:  (1  )small  quan- 
tities prescribed  and/or  dispensed; 

(2)  utilization  of  several  different 
physicians  and/or  pharmacy  services; 

(3)  apparent  misutilization  of  drugs; 

(4)  repeated  renewals;  (5)  drug  in- 


teractions. The  committees  will  also 
consider  the  criteria  used  by  PAID  in 
establishing  the  computer  screens 
and  will  make  recommendations  for 
changes  where  appropriate. 

‘Once  again  we  have  witnessed  the 
power  of  third  party  payers,”  said  Dr. 
Krasnoff.  “Every  prepayment  plan 
from  now  on  will  be  accompanied  by 
an  accountability  system.  It  was  true 
for  the  federal  program  (PSRO)  and  it 
is  now  true  of  the  state  program 
(PAID).  The  data  in  these  systems  are 
of  paramount  importance,  and  the 
input  of  physicians  through  such 
mechanisms  as  the  Foundation  can- 
not be  over-emphasized,”  said  Dr. 
Krasnoff. 

In  addition  to  the  committees  in 
each  of  the  twelve  PSRO  areas,  the 
Foundation  will  also  establish  and 
staff  a statewide  oversite  committee 
composed  of  physicians  and  phar- 
macists. The  statewide  committee 
will  monitor  operation  of  the  review 
system  and  make  recommendations 
for  improvements.  It  can  call  upon  the 
PMS  specialty  advisory  committees 
and  the  Pennsylvania  Osteopathic 
Medical  Association  for  consultation. 

The  PAID/PMCF  contract  also  calls 
for  the  creation  of  a consumer  advi- 
sory committee  which  will  include 
medical  assistance  recipients.  The 
consumercommittee  will  meetfourto 
six  times  a year  to  review  reports  to 
provide  feedback  on  the  effective- 
ness of  the  system  from  the  con- 
sumer's standpoint. 

Review  committee  members  will  be 
paid  at  the  rate  of  $35  per  hour.  Cost 
of  the  six  month  contract  with  the 
Foundation  (excluding  hourly  review 
costs)  is  $30,330.  The  pilot  contract 
began  January  I and  runs  to  June  30, 
1976. 

In  addition  to  computer  profiles  for 
review  by  local  committees,  PAID  is  to 
provide  narrative  reports  describing 
the  problems  identified  by  the  pro- 
files. Larry  R.  Fosselman,  Foundation 
executive  director,  said  training  meet- 
ings for  members  of  the  review  com- 
mittee are  being  planned. 
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cardiovascular  brief 


CLINICAL  EVALUATION  OF  AORTIC  STENOSIS 


This  article  has  been  prepared  for  the  American  Heart  Association,  Pennsylvania 
Affiliate,  by  David  M.  Leaman,  M.D.,  Chairman  of  the  Affiliate’s  Professional  Education 
Committee. 


The  clinical  evaluation  of  aortic  stenosis  can  be  difficult.  In 
contrast  to  other  valvular  lesions,  the  bedside  evaluation  of 
the  severity  of  aortic  stenosis  is  many  times  fraught  with  frus- 
tration. The  physical  findings  of  aortic  stenosis  depend,  to  a 
large  degree,  on  the  functional  state  of  the  left  ventricle.  Be- 
cause of  this,  patients  who  have  minimal  aortic  stenosis  but 
severe  left  ventricular  disease  may  have  many  of  the  same 
physical  findings  as  the  patient  with  aortic  stenosis  and  a 
normally  functioning  left  ventricle.  On  the  other  hand,  the 
patient  with  severe  aortic  stenosis  and  a normally  contracting 
left  ventricle  may  have  physical  findings  which  would  suggest 
very  minimal  aortic  stenosis.  In  this  brief  note,  we  will  try  to 
reiterate  the  pertinent  history  and  physical  findings  which 
point  toward  critical  aortic  stenosis. 

There  are  several  pertinent  things  in  the  history  which  point 
toward  critical  aortic  stenosis:  (1)  Angina  pectoris.  In  the  pres- 
ence of  aortic  stenosis,  the  ventricle  will  hypertrophy.  In  spite 
of  the  fact  that  many  patients  have  normal  coronary  arteries, 
the  increased  demand  for  oxygen  delivery  by  the  hyper- 
trophied myocardium  outstrips  the  ability  of  the  coronary  ar- 
teries to  supply  oxygen.  The  result,  then,  is  angina  pectoris. 
Characteristically,  the  angina  comes  on  only  with  exercise. 
When  a patient  develops  angina  pectoris  secondary  to  aortic 
stenosis,  the  outlook  for  life  becomes  rather  grim.  The  aver- 
age life  span  following  the  onset  of  angina  pectoris  is  approx- 
imately five  years.  These  patients  also  are  prone  to  sudden 
cardiac  death.  (2)  Presyncope  or  syncope.  Characteristically, 
presyncopal  orsyncopal  episodes  occurwith  exercise.  During 
exercise,  the  heart  is  called  upon  to  deliver  an  increased 
cardiac  output.  This  is  in  association  with  peripheral  vasodila- 
tation. If  the  vasodilatation  outstrips  the  ability  of  the  heart  to 
increase  the  blood  supply,  the  result  may  be  a presyncopal 
episode.  Again,  this  is  a grave  symptom  and  patients  who 
exhibit  this  finding  have  an  average  lifespan  of  approximately 
three  to  four  years.  (3)  Congestive  heart  failure.  Congestive 
heart  failure  is  secondary  to  inability  of  the  myocardium  to 
maintain  a normal  cardiac  output.  It  usually  signifies  consid- 
erable left  ventricular  muscle  damage  and  patients  who  have 
reached  this  stage  frequently  will  have  permanent  myocardial 
damage.  The  symptom  complex  is  a grave  warning  and  the 
average  lifespan  is  three  to  four  years  following  the  onset  of 
the  congestive  heart  failure. 

The  historical  findings,  then,  which  point  to  critical  aortic 
stenosis  are:  (1)  angina;  (2)  presyncopal  or  syncopal 
episodes;  (3)  congestive  heart  failure. 

Physical  findings  in  critical  aortic  stenosis:  first,  the  find- 
ings on  palpation.  The  carotid  pulse  is  many  times  quite  help- 
ful. In  critical  aortic  stenosis,  the  upstroke  is  quite  slow  and 
the  pulse  is  of  a small  volume.  This  is  the  classical  pulses 
parvis  et  tardis.  On  palpating  the  cardiac  apex  impulse,  it  will 


be  noted  that  the  impulse  is  sustained  and  diffuse.  The  im- 
pulse will  come  out  and  hit  the  examiner's  fingers  and  main- 
tain an  impulse  for  a considerable  time.  This  sustained  im- 
pulse and  the  diffuseness  of  the  impulse  are  an  indication  that 
there  is  left  ventricular  hypertrophy.  In  general,  the  impulse 
will  not  be  displaced  laterally  or  interiorly  because  most  pa- 
tients with  aortic  stenosis  who  do  not  have  congestive  heart 
failure  do  not  have  left  ventricular  dilatation.  The  cardiac  apex 
impulse  also  should  be  palpated  for  the  presence  of  an  S4 
gallop.  In  patients  under  the  age  of  40,  this  would  indicate  that 
there  is  at  least  a 40  mmHg  gradient  across  the  aortic  valve.  In 
patients  over  the  age  of  40,  the  presence  of  an  S4  gallop  is  not 
helpful  in  determining  the  gradient  across  the  aortic  valve. 
Most  patients  with  critical  aortic  stenosis  will  have  a systolic 
thrill.  The  two  places  to  check  for  the  thrill  are  in  the  supra- 
sternal notch  and  the  second  right  intercostal  space.  In  gener- 
al, the  presence  of  a thrill  would  indicate  that  there  is  a systolic 
gradient  across  the  valve  of  at  least  40  mmHg. 

Auscultation  of  the  patient  with  critical  aortic  stenosis  fre- 
quently reveals  a single  second  heart  sound.  This  is  because 
the  aortic  valve  is  calcified  and  not  capable  of  producing  a 
closure  sound.  Some  patients  with  critical  aortic  stenosis  will 
have  a paradoxically  split  second  heart  sound.  This  may  be 
due  to  a prolonged  ejection  period  due  to  the  severity  of  the 
stenosis. 

An  ejection  click  may  or  may  not  be  present  with  critical 
aortic  stenosis.  The  presence  or  absence  of  an  ejection  click  is 
not  helpful  in  determining  the  severity  of  the  stenosis. 

The  murmur  of  aortic  stenosis  is  a systolic  ejection-type 
murmur.  In  general,  the  more  severe  the  stenosis,  the  longer 
the  murmur  and  the  later  that  the  murmur  peaks  in  systole. 
Frequently,  the  murmur  of  significant  aortic  stenosis  will  peak 
at  midsystole  or  in  the  latter  half  of  systole. 

In  summary,  the  physical  findings  of  significant  aortic 
stenosis  are  the  presence  of  a slow-rising,  small  volume 
carotid  pulse,  a systolic  thrill  in  the  suprasternal  notch  or  the 
right  second  interspace,  a palpable  S4  gallop  in  the  younger 
person,  a single  or  paradoxically  split  second  heart  sound, 
and  a long,  late-peaking  systolic  ejection  murmur. 

All  of  the  above  physical  findings  can  occur  in  a patient  with 
minimal  aortic  stenosis  and  a severely  compromised  left  ven- 
tricular contraction.  Because  of  this,  any  patient  who  has  a 
systolic  ejection  murmurand  the  historical  findingsof  angina, 
presyncope,  or  syncope,  or  the  presence  of  congestive  failure 
should  be  further  evaluated  with  cardiac  catherization. 
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As  potent  as  the  pain  it  relieves, 


e.3.the  pain  of 
sprains  and  strains 


NOT  TOO  LITTLE 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost  ^ 

■ readily  available  in  both  hospital  and  local  pharmacies 

Cil  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in  f 

6 months  at  your  discretion  (where  state  law  permits) ! 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  Vj 

Each  tablet  also  contains  aspirin  gr3Vj,  phenacetin  gr2!4,  caffeine  gr  ‘Warning-may  be  habit-formmg 


Wellcome 


Burroughs  Wellcome  Co 

Research  Triangle  Park  i 
North  Carolina  27709 


GLYCOTUSS; 

[guaifenesin] 

it  frees  coughs  by 
removing  their  cause. 


GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
percentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 


:'es 
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Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 


Indications;  GLYCOTUSS  (guaifene- 
sin) IS  of  value  in  the  treatment  of 
coughS-  particularly  the  unproductive 
cough  due  to  the  common  cold 
In  chronic  bronchitis  and  bronchiecta- 
sis It  apparently  aids  healing  in  the 
chronic  stage  of  inflammation  by  caus- 
ing irritation  The  sputum  often  de- 
creases in  amount  and  is  less  objec- 
tionable in  taste  and  odor 
Dosage;  Adults  One  or  two  tablets  or 
teaspoonfuls  every  four  hours  The 
suggested  adult  maximum  daily  dos- 
age IS  800  mg  unless  directed  other- 
wise by  the  physician  Children  (6  to 
12  years)  one  tablet  or  teaspoonful 
every  four  hours  Children  under  6 
years  as  the  physician  directs 
Contraindications;  Contraindicated  in 
patients  who  have  a history  of  sensi- 
tivity to  guaiacol 

Side  Effects;  No  serious  side  effects 
have  been  reported  of  guaifenesin 
Cccasional  gastric  disturbance  and 
nausea  have  been  encountered 
Supplied;  GLYCCTUSS  (guaifenesin) 
IS  available  as  tablets  m bottles  of  100. 
500.  and  1.000  as  a pleasantly  fla- 
vored syrup,  in  pints  and  gallons 
Each  tablet  contains  100  mg  guaifene- 
sin Each  teaspoonful  (5  ml ) contains 
100  mg  guaifenesin 


PHARMACEUTICALS  Since  1922. 

THE  VALE  CHEMICAL  CO..  IHC. 


Allentown.  Pennsylvania  18102 


When  impotence  due  to 


androgenic  deficiency 


is  driving  them  apart 


Android-  5 


i Android  - 10 
Android-  25 


Methyltestosterone  N.F.  — 5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  17^-Hydroxy-17- 
Methylandrost-4-en-3-one  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In  the 
male:  1 . Eunuchoidism  and  eunichism.  2.  Male  climacteric 
symptoms  when  these  are  secondary  to  androgen  defi- 
ciency. 3.  Impotence  due  to  androgenic  deficiency.  4.  Post- 
puberal  cryptorchidism  with  evidence  of  hypogonadism. 
Cholestatic  hepatitis  with  jaundice  and  altered  liver  function 
tests,  such  as  increased  BSP  retention,  and  rises  in  SCOT 
levels,  have  been  reported  after  Methyltestosterone.  These 
changes  appear  to  be  related  to  dosage  of  the  drug.  There- 
fore, in  the  presence  of  any  changes  in  liver  function  tests, 
drug  should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid  retention. 
This  may  present  a problem,  especially  in  patients  with  com- 
promised cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of 
increasing  the  nervous,  mental,  and  physical  activities 
beyond  the  patient's  cardiovascular  capacity. 
CONTRAINDICATIONS:  Contraindicated  in  persons  with 
known  or  suspected  carcinoma  of  the  prostate  and  in  car- 
cinoma of  the  male  breast.  Contraindicated  in  the  presehce 
of  severe  liver  damage.  WARNINGS:  If  priapism  or  other 
signs  of  excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or  excessive 
dosage  may  cause  inhibition  of  testicular  function,  with  resul- 
tant oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensitivity 
and  gynecomastia  may  occur  rarely.  PBI  may  be  decreased 
in  patients  taking  androgens.  Hypercalcemia  may  occur, 
particularly  during  therapy  for  metastatic  breast  carcinoma, 
if  this  occurs,  the  drug  should  be  discontinued.  ADVERSE 
REACTIONS:  Cholestatic  jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume  • Hypercalcemia  particularly  in 
patients  with  metastatic  breast  carcinoma.  This  usually  indi- 
cates progression  of  bone  metastases  • Sodium  and  water 
retention  • Priapism  • Virilization  in  female  patients  • Hyper- 
sensitivity and  gynecomastia.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  strictly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements 
are  best  administered  in  divided  doses.  The  following  is 
suggested  as  an  average  daily  dosage  guide.  In  the  male: 
Eunuchoidism  and  eunuchism,  10  to  40  mg.;  Male  climac- 
teric symptoms  and  impotence  due  to  androgen  deficiency, 
10  to  40  mg.;  Postpuberal  cryptorchism,  30  mg.  HOW 
SUPPLIED;  5,  10,  25  mg.  in  bottles  of  60,  250. 
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PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street.  Los  Angeles.  California  90057 
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EASTERN  PENNSYLVANIA  OFFICE 

D R Lowe.  L R Wilson.  Jr,.  S-  B Elston.  Jr  , R J Nolen,  Jr.,  and  G.  A Baack.  Representatives 
Suite  101,  The  Benson  Manor.  Jenkintown  19046  Telephone:  (215)  805-6090 

WESTERN  PENNSYLVANIA  OFFICE  Ned  Wells.  S.  T.  Ingram,  and  D.  C.  Hoffman.  Representatives 
1074  Greentree  Road.  Pittsburgh  15220  Telephone  (412)  531-4226 


Anabolic  Stimulant 
Increased  Muscular  Tone 
Osteoporosis 

EACH  ANDROIO-G  TABLET  CONTAINS: 

Ethinyl  Estradiol 0.005  mg 

Methyltestosterone 1 .25  mg 

L-lysine  100  mg 

Nicotinic  Acid 12.5  mg 

Iron  (from  Ferrous  Sulfate) 2.82  mg 

Vitamin  A 2.500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg 

Riboflavin 2.5  mg 

Ascorbic  Acid  25.0  mg 

Folic  Acid 0.1  mg 

Vitamin  B-12  1.5  meg 

Methionine 12  mg 

Choline  Bitartrate 15  mg 

Inositol 10  mg 

Calcium  Pantothenate 2.5  mg 

Pyridoxine  0.25  mg 

Copper  (from  Copper  Sulfate) 0.25  mg 

Zinc  (from  Zinc  Oxide) 0.25  mg 

Iodine  (from  Potassium  Iodide 0.075  mg 

Calcium  (from  Dicalcium  Phosphate 72.5  mg 

Phosphorus  (from  Dicalcium  Phosphate) 55  mg 

Potassium  (from  Potassium  Sulfate) 2.5  mg 

Manganese  (from  Manganese  Sulfate)  0.5  mg 

Magnesium  (from  Magnesium  Sulfate) 0.5  mg 

ACTION  AND  USES  — DOSAGE:  1 tablet  after  breakfast 
and  supper,  or  as  required.  In  females.  3-week  courses  of 
therapy  are  recommended  followed  by  a 1 -week  rest  period. 
Withdrawal  bleeding  may  occur  during  the  rest  period. 
PRECAUTIONS:  Administer  cautiously  to  female  patients 
who  tend  to  develop  excessive  hair  growth  or  other  signs  of 
masculinization  CONTRAINDICATIONS:  Patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as  in 
carcinoma  of  the  breast,  genital  tract,  or  prostate,  and  in 
patients  with  a familial  tendency  to  these  types  of 
malignancy.  AVAILABLE:  Bottles  of  100  and  500  tablets. 
Rxonly. 
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Tenth  Annual  Main  Line  Conference 
“CURRENT  CONCEPTS  IN  MEDICINE 

The  University  of  Pittsburgh 

FOR  THE  PRACTICING  PHYSICIAN” 

May  6,  7,  8,  1976 

Division  of  Continuing  Education 

at  the 

SHERATON  - VALLEY  FORGE 

presents 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

Affiliated  with  Jefferson  Medicai  Coiiege 

The  Fourth  Annual  Course  on 

PROGRAM  INCLUDES:  • ENT  Infections 

• Coronary  Disease  • Arthritis 

• Infectious  Disease  • Hypertension 

• Sports  Injuries  • 42  Concurrent  Clinics  and 

Pediatric  Otolaryngology 

Seminars 

GUEST  SPEAKERS  INCLUDE:  • Ray  H.  Rosenman.  M.D. 

• William  C.  Roberts.  M.D.  Co-author 

Chief.  Section  of  Pathology  "Type  A Behavior  and  Your  Heart  " 

National  Heart  & Lung  Institute  Harold  Brunn  Institute 

National  Institutes  of  Health  San  Francisco.  California 

Bethesda.  Maryland 

• Joseph  S.  Torg.  M.D.  • Michael  A.  Manko.  M.D. 

Director.  Temple  University  Center  Chief.  Department  of  Infectious  Diseases 
for  Sports  Medicine  and  Science  Lankenau  Hospital 

Course  Director:  Herman  Felder,  M.D. 

Co-Director:  Sylvan  Stool,  M.D. 

Date:  June  11  and  12,  1976 
Place:  Children’s  Hospital  of  Pittsburgh 

Approved  for  20  hours  of  Prescribed  AAFP, 

PMS,  AMA  Category  1 CME  Credit;  AOA  and  ACGPOMS 

approved 

Send  Inquiries  to: 

FOR  INFORMATION  WRITE: 

William  M.  Cooper,  M.D. 

Harold  J.  Robinson,  M.D.,  Director,  Main  Line  Conference 

Associate  Dean  for  Continuing  Education 

The  Bryn  Mawr  Hospital 

1022  H Scaife  Hall 

Bryn  Mawr,  Pennsylvania  19010 

University  of  Pittsburgh,  School  of  Medicine 

Registration  Fee:  $90.00 

Pittsburgh,  PA  15261 

(includes  3 luncheons,  cocktails  and  dinner) 
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cefazolin  sodium 


Amfxjules,  equivalent  to  250  mg.,  500  mg.,  1 Cm., 
and  10  Cm.  of  cefazolin 


CRYSTAUlNt 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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practice  management 


in  forming  group  practice  planning  spells  success 


LEIF  C.  BECK,  LL.B. 

VASILIOS  J.  KALOGREDIS,  J.D. 

Bala  Cynwyd 

Our  experiences  have  shown  a growing  trend  toward 
group  practice.  More  and  more  physicians  are  seriously 
contemplating  the  hiring  of  new  physicians  or  the  forming 
of  group  practices  by  merging  of  two  or  more  already 
existing  medical  practices.  Many  of  the  important  consid- 
erations involved  in  deciding  whether  to  take  either  of  the 
above  two  steps  are  set  forth  below. 

Hiring  a new  physician 

Basic  considerations — As  a practice  grows,  in  patient 
volume  and/or  financially,  the  idea  of  taking  on  an  addi- 
tional physician  presents  itself.  Doctors  may  have  various 
reasons,  some  of  which  may  not  be  very  well  thought  out, 
for  taking  the  expansion  step.  Hence,  an  independent 
advisor's  hard  evaluation  of  the  factors  involved  will  often 
be  valuable.  Some  of  the  commonly  considered  factors 
are  discussed  below. 

Coverage — The  need  to  arrange  adequate  coverage  of 
one's  practice  on  nights,  days  off,  weekends,  and  vaca- 
tions probably  gives  rise  to  the  seeking  of  a new  physician 
more  than  any  other  reason.  A solo  physician  may,  for 
example,  be  unable  to  arrange  acceptable  cross-coverage 
among  other  small  practices  in  his  community;  a group 
may  have  members  insisting  on  reduction  in  their  call 
obligations;  and  so  on. 

Coverage  is  indeed  a valid  reason  to  seek  an  additional 
physician.  However,  the  hiring  may  not  solve  the  problem 
in  the  long  run.  The  early  stages  of  having  an  additional 
doctor  share  the  obligations  may  indeed  be  a delight  to  all 
members  of  the  practice.  However,  the  practice  usually 
continues  or  accelerates  its  growth  pattern  as  the  new 
doctor  establishes  himself  in  the  community,  until  the 
burden  of  coverage  becomes  multiplied. 

Many  feel  that  fewer  nights  and  weekends  will  assuredly 
follow  as  a good  result  of  having  an  extra  doctor.  Unfortu- 
nately, some  experiences  have  been  to  the  contrary.  For 
example,  while  a solo  surgeon  has  only  his  own  patients  to 
cover  on  nights  and  weekends  (a  disturbing  but  usually 
tolerable  strain),  his  burdens  of  covering  a three  or  four- 
man  practice’s  patients  every  third  or  fourth  night  may  be 
intolerable. 

At  any  rate,  coverage  is  not  an  adequate  automatic  ex- 
cuse for  expanding  one’s  practice.  Any  doctor  should  very 
critically  consider  the  alternatives  of  developing  working 
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arrangements  with  others  in  his  community  before  taking 
the  employment  step.  If  he  feels  the  other  doctors  cannot 
or  will  not  really  serve  his  patients  satisfactorily,  or  if  no 
physician  with  the  needed  specialty  training  is  available, 
only  then  should  coverage  justify  the  hiring. 

Peer  communication  and  review — Many  doctors  find 
joint  practice  valuable  because  the  interrelationship  with 
one  or  more  peer  professionals  helps  them  retain  and 
improve  their  own  professional  skills.  This  is  an  excellent 
reason  for  a solo  physician  's  seeking  a second  doctor  and, 
to  a lesser  extent,  for  a small  group’s  expanding. 

A solo  physician  will  often  feel  that  he  is  "alone  ” in  his 
handling  of  patients.  He  cannot  bounce  a difficult  ques- 
tion off  his  partner  who  is  equally  involved  in  the  practice; 
nor  has  he  a partner  who  might  see  the  same  patients  and 
thus  challenge  his  handling  of  various  cases.  Especially 
since  the  young  physicians  coming  out  of  training  typi- 
cally are  more  up-to-date  than  many  doctors  who  have 
been  in  practice  for  some  years,  the  hiring  will  often  be  a 
means  of  the  established  doctor’s  assuring  continued 
quality. 

Once  again,  however,  this  reason  for  hiring  should  be 
critically  questioned.  The  same  peer  communication,  and 
its  resulting  professional  maintenance,  may  also  be  com- 
ing from  cross-coverage.  Or  it  may  be  inherent  in  the 
interrelationship  of  the  hospital  department’s  attendings, 
or  of  a small  group  of  them  who  are  particularly  compati- 
ble. If  those  sources  are  not  satisfactory,  hiring  one’s  new 
physician-employee  may  be  a sound  professional  deci- 
sion. 

The  appeal  of  bigness — Some  doctors,  and  unfortu- 
nately many  of  their  advisors,  somehow  seem  to  equate 
“bigger”  with  “better.  ” This  is  unfortunate,  for  it  is  not 
always  true. 

One  argument  sometimes  made  to  justify  adding  a doc- 
tor or  doctors  is  that  a group  will  somehow  have  better 
protection  against  the  political  cross-currents  at  the  hos- 
pital. This  is  a particularly  popular  excuse  presented  by 
the  “empire  builder  ” — the  physician  who  seems  to  glory 
in  being  part  of  (and  often  in  being  responsible  for)  the 
largest  group  of  his  specialty  in  the  region.  The  excuse  is 
rarely  as  valid  as  this  type  of  doctor  would  make  it  appear. 
At  best,  it  should  be  a marginally  positive  factor  when 
many  other  factors  favor  the  addition. 

Addition  of  a doctor  or  doctors  will  rarely  result  in  in- 
creased income  for  the  doctors  already  in  practice.  There 
may  be  a short  term  profit  if  the  practice  has  been  unable 
to  accommodate  many  patients,  but  within  just  a few  years 
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the  new  physician  will  be  an  equal  partner  in  a propor- 
tionately busier  practice.  The  result  will  simply  be  more 
busy  doctors  taking  home  income  roughly  equivalent  to 
their  efforts. 

There  are  real  “costs”  to  bigness.  When  a group  ex- 
pands beyond  three  or  four  doctors  it  is  almost  inevitable 
that  its  overhead  percentage  will  be  higher  than  that  of  a 
comparable  solo  practice.  A separately  paid  business 
manager  will  be  required;  aides  will  have  single  full  time 
duties  and  will  not  have  the  capacity  to  handle  several 
jobs;  and  so  on.  What  may  be  even  worse  is  that  the  larger 
group  will  require  still  greater  investment  of  physician 
time  for  managing  and  coordinating  the  practice  and  the 
doctors’  activities. 

Furthermore,  doctors  in  the  three-to-five-man  group 
size  often  find  their  work  burdens  are  heavier  than  the 
burdens  on  a solo  practice.  For  example,  a typical  four- 
man  surgical  practice  will  function  more  than  half  the  year 
with  only  three  doctors  because  of  vacations,  professional 
meeting  absences,  days  off,  and  illness.  The  demands  of 
handling  the  larger  practice  during  all  that  time  tend  to  be 
heavier  than  the  demands  upon  a solo  practice.  This  is  a 
matter  intensity  of  work;  some  older  doctors  find  that  it 
far  outweighs  the  advantage  of  reduced  night  and  week- 
end calls. 

A solo’s  hiring  of  one  new  physician  is  the  first  step 
down  this  path  toward  bigness.  There  are  clearly  some 
valuable  advantages  of  the  direction,  but  the  steps  should 
be  taken  with  a positive  appreciation  of  the  circumstances 
to  which  they  might  lead. 

Specialization — A new  physician  may  be  sought  be- 
cause a specific  subspecialty  training  or  talent  will  im- 
prove the  practice’s  quality.  Particularly  in  view  of  the 
constantly  developing  new  procedures  and  medical  ap- 
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proaches,  this  can  be  an  important  and  admirable  reason 
for  expansion — to  provide  more  complete  care  for  the 
patients. 

Care  should  be  exercised,  however,  that  the  desired 
extra  talent  be  compatible  with  the  practice  itself.  A car- 
diologist’s taking  on  another  cardiologist  who  has  train- 
ing in  echocardiography  or  cardiac  catheterization  might 
be  excellent,  for  example,  but  his  recruiting  a gastroen- 
terologist for  more  complete  internal  medicine  coverage 
will  more  often  be  unfortunate.  As  a general  rule,  the 
mixing  together  of  several  separately  identifiable  subspe- 
cialty physicians  will  result  in  difficult  problems  which  are 
best  avoided. 

Short  term  economic  effect — The  employing  doctor  or 
group  must,  of  course,  consider  an  additional  doctor’s 
long  term  advantages,  such  as  handling  the  increased 
patient  load,  sharing  responsibility,  adding  special  skills, 
and  increasing  coverage.  In  the  short  run.  however,  the 
potential  employer  may  have  to  recognize  that  the  hiring  is 
likely  to  lower  his  own  income. 

First  of  all,  the  cost  of  hiring  another  doctor  will  be 
considerably  more  than  just  the  agreed  salary.  Before  the 
tremendous  explosion  of  malpractice  insurance  premium 
rates,  it  was  routinely  assu med  that  another  $1 0,000  above 
the  salary  figure  would  be  a minimum  figure.  That  figure 
should  now  be  increased  to  reflect  the  malpractice  insur- 
ance situation. 

The  extra  costs  would  also  include  a variety  of  benefits 
to  be  provided  the  new  physician,  possibly  including  pro- 
fessional society  dues  and  hospital  staff  fees,  educational 
and  meeting  costs,  automobile  expenses,  retirement  plan 
contributions,  and  insurance  programs  covering  all  em- 
ployees. There  would  also  be  a likely  increase  in  all  the 
routine  practice  costs  which,  though  easily  ignored,  will 
grow  as  the  number  of  patients  seen  grows. 

The  hiring  may  also  necessitate  moving  to  larger  office 
space,  buying  more  equipment,  and  employing  more  sup- 
porting personnel  (nurses,  secretaries,  bookkeepers, 
etc.).  To  continue  the  expanded  practice  without  enough 
examining  rooms,  equipment,  and  lay  assistance  would 
be  a false  economy,  although  a hiring  doctor  too  often 
tends  to  ignore  or  resist  these  accompanying  changes. 
The  changes  may  add  another  $10,000  to  $20,000  to  the 
first-year  cost  of  the  new  medical  help. 

While  the  first-year  expenditures  due  to  a new  physician 
(including  his  salary)  could  thus  add  up  to  $50,000  or 
more,  the  first-year  fee  income  received  because  of  his 
presence  may  be  considerably  less.  Since  the  new  doctor 
normally  will  begin  his  employment  with  no  patient  load  at 
all,  it  will  obviously  take  a period  of  time  (perhaps  several 
years)  for  him  to  gradually  develop  a volume  comparable 
to  the  hiring  physician  or  physicians.  Similarly,  even  if  the 
existing  practice  has  an  overflow  of  business,  there  may 
be  a considerable  time  delay  in  integrating  the  new  doctor 
into  that  activity.  Finally,  the  normal  time  elapsed  between 
performance  of  a service  and  collection  o^  the  fee  may 
result  in  very  little  income  from  the  new  doctor’s  work 
during  the  first  two  or  three  months  regardless  of  his 
activity — a factor  which  may  mean  only  9 or  10  months’ 
income  during  his  first  full  year  of  work. 

These  first-year  economic  factors  are  not  intended  to 
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dissuade  one  from  seeking  additional  help.  Rather,  they 
should  be  recognized  and  evaluated  so  that  the  hiring 
doctor  will  be  able  to  plan  his  personal  economics  to  what 
may  be  a year  of  lower  income.  This  is  particularly  true  of 
an  incorporated  physician,  for  the  income  and  expense 
projection  may  indicate  a need  to  reduce  the  owner’s 
salary.  Such  a step  is  far  better  in  advance  than  when  a 
negative  cash  flow  actually  begins  to  strike.  That  negative 
flow  for  a year,  or  even  for  two  years,  may  be  a small  price 
to  pay  for  obtaining  the  right  doctor  to  fill  a practice’s  (and 
its  existing  members’)  needs. 

Forming  a group  practice 

Basic  considerations — Above,  we  discussed  some 
basic  considerations  involved  in  deciding  whether  to  hire 
a new  physician.  When  even  a solo  doctor  makes  that 
decision,  he  is  obviously  entering  into  a group  practice 
format.  Therefore,  all  the  advantages  discussed  above 
apply  in  spades  to  group  practice;  (1)  there  may  be  real 
advantages  of  improved  coverage  and  patient  service;  (2) 
the  opportunities  for  peer  communication  and  review  may 
be  extremely  compelling;  (3)  the  possibilities  of  combin- 
ing special  areas  of  medical  training  or  experience  may 
lead  to  better  patient  care;  and  (4)  there  might  be  oppor- 
tunities for  cost  efficiencies  by  practicing  as  a single  en- 
tity. And,  of  course,  there  is  the  simple  but  perhaps  uncrit- 
ical idea  that  “bigger”  will  equate  to  “better.” 

There  are  also  some  disadvantages  of  group  practice. 
The  foremost  consideration  for  a doctor  is  simply  that  by 
practicing  jointly  with  one  or  more  other  doctors  he  will 
have  to  surrender  some  of  his  individuality.  He  cannot 
then  totally  make  his  own  decisions  on  his  office  hours  or 
hospital  scheduling,  nor  on  his  vacation  preferences.  He 
is  similarly  inhibited  in  making  purely  professional  deci- 
sions since  they  may  have  to  be  consistent  with  the 
group’s  needs  to  serve  its  patients  uniformly.  Fur- 
thermore, group  practice  will  involve  considerably  more 
of  a doctor’s  managerial  time  and  attention  efforts  not 
devoted  directly  to  patients — and  continued  growth  is 
likely  to  involve  some  5 percent  to  10  percent  higher  over- 
head as  a mere  cost  of  “bigness.” 

These  comments  should  not  be  taken  to  indicate  the 
authors’  preference  against  group  practice.  There  is  a 
strong  trend  towards  joining  together,  whether  into  small 
groupsorlarge  clinics,  and  itwill  undoubtedly  continue.  It 
is  fanned  by  the  constantly  increasing  complexity  both  of 
medicine  and  of  our  society,  as  doctors  and  others  see  the 
difficulty  of  coping  alone.  Many  doctors  can  indeed  prac- 
tice better  medicine  in  correlation  with  their  group 
partners,  and  this  should  be  the  most  important  criterion. 

Group  practices  may  be  created  in  a variety  of  ways.  A 
two-man  partnership  may,  for  example,  simply  result  from 
the  successful  employment  of  a young  doctor  and  the 
decision  to  forge  a hopefully  permanent  relationship 
therefrom.  This  is  the  most  common  source  of  growth — 
hiring  and  assimilating.  On  the  other  hand,  a practice  of 
two  or  more  doctors  may  result  from  the  actual  merger  of 
previously  existing  practices  into  one  unit.  Decisions  to 
merge  seem  to  be  increasing  and,  despite  the  many  possi- 
ble complications,  they  represent  a healthy  recognition 
that  separate  practices  need  not  remain  unrelated  forever. 


Timing — There  are  innumerable  aspects  to  consider  in 
creating  a group  relationship.  Therefore,  the  doctors  in- 
volved (the  potential  partners)  should  commence  dealing 
with  these  matters  as  early  as  possible,  a minimum  of 
several  months  before  the  joint  practice  is  intended  to 
begin.  A two-man  partnership  merging  practices,  for 
example,  resulted  from  the  two  doctors’  meeting  every 
Monday  night  for  nearly  a year  to  explore  their 
philosophies,  coordinate  details,  and  plan  the  venture 
carefully. 

Use  of  advisors — Since  the  doctors  joining  together 
may  be  compared  to  suitors  comtemplating  marriage, 
they  must  guard  against  a tendency  to  avoid  truly  critical 
evaluation  of  the  terms.  The  primary  example  is  in  income 
division,  for  the  simple  decision  merely  to  divide  income 
equally  often  arises  out  of  the  members’  casual  intention 
to  work  equally  hard  and  be  equally  productive.  Because 
of  the  difficulty  in  facing  up  to  the  “hard”  questions,  espe- 
cially with  no  joint  experience  on  which  to  base  the  an- 
swers, an  independent  advisor  can  be  particularly  helpful 
in  the  planning  stage. 

Attorneys  and  accountants  are  the  two  types  of  advisors 
routinely  serving  most  physicians.  They  may  not,  however, 
have  such  extensive  experience  with  medical  practices  to 
give  real  leadership  to  the  group  formation.  They  may  thus 
not  be  in  a position  to  ask  the  hard  questions  and  to 
continue  probing  the  quality  of  the  potential  doctor- 
partners’  replies  and/or  decisions.  Furthermore,  to  the 
extent  that  the  attorneys  and/or  accountants  have  fewer 
than  all  the  doctors  as  clients  before  the  merger,  their 
advice  may  be  flavored  by  the  obligation  to  serve  only  their 
old  client,  and/or  the  fear  of  losing  the  resulting  practice 
as  a client. 

For  these  reasons,  the  doctors  may  be  best  served  by 
engaging  an  independent  consultant  solely  for  the  pur- 
pose of  guiding  them  in  their  group  practice  decisions. 
Such  a consultant  would  have  no  bias  based  on  any  previ- 
ous relationship  with  any  of  the  parties  and  he  would 
hopefully  have  worked  with  other  groups  in  various  stages 
of  formation,  operation,  and  termination  to  appreciate  the 
factors  involved. 

One  of  the  earliest  decisions  should  be  the  choice  of  an 
accountant  and  an  attorney  to  serve  the  new  group.  A 
variety  of  financial  and  accounting  decisions  will  be  re- 
quired, and  the  accountant  who  will  ultimately  handle  the 
practice’s  affairs  should  be  involved  in  those  considera- 
tions. If  the  accountant  is  not  brought  in  until  later,  he  may 
cause  reconsideration  and  perhaps  even  changes  in  the 
decisions  which  had  been  considered  resolved — a real 
duplication  of  time  and  effort. 

An  attorney  will  similarly  be  required  to  provide  his 
views  as  to  the  legal  considerations  of  the  group  arrange- 
ment and  to  draft  the  resulting  partnership  agreement  (or 
corresponding  professional  corporation  documents).  It 
would  thus  be  preferable  for  him  to  be  involved  as  a 
member  of  the  group’s  advisory  team  as  matters  progress. 

If  each  doctor  has  had  his  own  attorney  and/or  accoun- 
tant, the  decision  on  one  person  to  serve  the  resulting 
group  can  be  difficult.  It  is,  however,  an  early  example  of 
hard  decisions  and  required  accommodations  that  are  the 
price  of  practicing  together — the  surrendering  of  some 
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individual  control.  The  doctors  may  find  it  desirable  to 
interview  each  potential  attorney  or  accountant  so  each 
doctor  can  evaluate  and  compare  individuals  before  mak- 
ing the  decision,  and  they  might  similarly  pursue  refer- 
ences provided  by  the  candidates  much  as  if  they  were 
hiring  anew. 

In  some  cases,  the  doctors  might  avoid  the  embarass- 
ments  of  choosing  from  their  old  advisors  by  retaining  a 
new  accountant  or  attorney  for  the  new  group  practice. 
This  might  be  particularly  appropriate  if  the  old  advisors 
are  considered  less  than  the  best  available  people.  Each 
doctor  can  thus  retain  his  own  attorney  or  accountant  for 
his  personal  matters,  thus  not  actually  breaking  up 
preexisting  relations,  while  looking  to  the  new  advisors  for 
the  new  involvement. 

Philosophy  toward  group  practice — Perhaps  the  most 
important  prerequisite  for  a successful  group  practice  is 
that  the  doctors  involved  have  a solid  understanding  and 
appreciation  of  how  they  are  going  to  work  together.  If 
they  do  not  basically  agree  on  attitudes  toward  medical 
care,  interchanging  of  patient  responsibilities,  and  the 
like,  their  relationship  is  unlikely  to  endure.  The  doctors 
combining  their  practices  should  discuss  at  length  their 
philosophies  toward  medicine  generally  and  particularly 
toward  group  practice.  Even  if  these  discussions  require 
hours  of  already  scarce  time,  the  efforts  will  be  well  spent 
in  comparison  to  the  heavy  financial  time  and  emotional 
costs  of  a later  split-up. 

There  are  two  basically  opposite  philosophies  toward 
group  practice,  and  any  group  can  obviously  settle  on  its 
own  attitude  anywhere  in  between.  On  the  one  hand, 
physicians  may  adopt  a “true”  or  “purq”  group  practice 
in  which  all  patients  are  those  of  the  entity  and  are  not 
the  responsibility  of  any  particular  physician.  Scheduling 
of  patients  would  be  based  simply  upon  what  doctor’s 
schedule  has  the  open  time,  and  all  patient  records 
would  be  merged  into  a single  order  with  no  separation 
or  coding  by  “responsible”  physician. 

This  first  alternative  has  an  advantage  in  that  all  mem- 
bers of  the  group  might  develop  some  experience  with 
each  patient.  Furthermore,  it  permits  the  doctors  to  di- 
vide the-ir  patient  load  as  equitably  as  possible,  thus 
hopefully  reducing  an  overload  on  one  doctor  at  a time 
when  one  of  his  partners  might  be  less  busy.  The  disad- 
vantage, of  course,  is  that  each  doctor  would  have  less 
continuing  personal  contact  with  a single  patient,  which 
some  doctors  feel  reduces  the  quality  of  care  they  can 
render. 

The  other  alternative  is  simply  a confederation  of  the 
doctors'  basic  individual  patient  responsibilities,  with  the 
group  practice  merely  offering  expanded  opportunities 
for  coverage  and  professional  peer  consultation.  A pa- 
tient’s regular  appointments  would  be  scheduled  only 
with  his  ’regular  ” doctor,  although  sick  visits,  emergen- 
cies, night  and  weekend  hospital  visits,  etc.,  could  be 
handled  by  any  partner  scheduled  for  that  time.  While  the 
advantage  of  this  system  is  a doctor’s  ongoing  personal 
contact  and  experience  with  the  patient,  a disadvantage 
would  be  his  partners’  comparative  lack  of  such 
background  in  case  of  emergency. 

Conscientious  physicians  surprisingly  often  embark 


upon  group  practice  without  really  understanding  how 
they  will  conduct  it  together.  Yet  the  basic  philosophical 
question  will  arise  constantly  in  such  diverse  matters  as 
income  division,  hospital  rounds,  surgery  scheduling, 
and  vacation  time.  Lack  of  a clearly  developed  and  com- 
monly accepted  philosophy  can  become  an  early  cause 
for  a group’s  failure,  particularly  since  it  strikes  at  the 
member’s  basic  views  toward  patient  care — even  if  the 
dispute  arises  over  the  less  basic  matters.  Therefore,  if 
the  doctors  will  not  explore  these  philosophies  exten- 
sively and  critically  they  may  have  trouble  going  on  to 
consider  other  group  practice  details. 

Partnership  or  corporation — Doctors  planning  to 
merge  their  practices  seem  consistently  to  dwell  upon 
whether  their  newly-formed  venture  should  or  should  not 
be  a professional  corporation.  While  that  decision  is  in- 
deed important,  it  can  and  should  be  deferred  until  other 
details  have  been  settled.  In  fact,  unless  the  economic 
and  practical  advantages  of  corporate  form  are  over- 
whelming or  the  predecessor  practices  are  already  in- 
corporated, the  new  group  would  be  better  served  to 
start  out  as  a partnership. 

While  offering  well-known  tax  advantages,  the  corpo- 
rate form  is  far  less  flexible  than  a partnership.  Relative 
ownership  interests  are  reflected  in  shares  of  stock, 
which  must  be  purchased  and  paid  for,  and  compensa- 
tion takes  the  form  of  salaries  which  should  be  changed 
as  infrequently  as  possible.  Hence,  if  the  initially  agreed 
relationships  between  the  doctors  need  adjustment  after 
a period  of  “breaking  in  ” together,  the  changes  can  be 
made  more  easily  within  a partnership. 

Similarly,  it  is  far  simpler,  as  a matter  of  practicality, 
economics,  and  law,  to  dissolve  a partnership  than  a cor- 
poration. If  the  doctors’  venture  into  group  practice 
proves  to  have  been  unwise,  with  their  dissolving  after  a 
year  or  two,  they  will  minimize  their  frustration  if  only  a 
partnership  is  involved. 

Whether  or  not  a corporation  is  to  be  involved  from  the 
beginning,  the  doctors  would  best  be  served  by  working 
out  the  details  without  regard  to  corporate  concepts.  The 
proper  way  to  share  practice  income  is,  for  example, 
usually  discussed  and  understood  in  terms  of  the  doctors 
as  partners;  one’s  right  to  continued  income  in  case  of 
illness  and  his  entitlements  upon  death,  retirement,  or 
other  departure  can  likewise  be  conceptualized  best  in 
“partnership”  concepts. 

Since  physicians  tend  to  think  in  terms  of  “partner- 
ship” and  “partners”  anyway,  even  if  they  are  actually 
practicing  in  corporate  form,  the  initial  use  of  partnership 
concepts  will  help  them  reach  a solid  understanding  of 
their  relationship.  It  would  thereafter  be  a relatively  sim- 
ple matter  to  “translate”  the  decisions  into  roughly 
equivalent  corporate  items,  for  a corporation  should  not 
cause  substantial  change  in  the  basic  rights  between  the 
doctors.  In  effect,  the  corporate  documents  (the 
employment  agreements  and  the  stock  “buy-sell” 
agreements)  would  become  the  alternative  form  to  the 
usual  partnership  agreement. 

There  are  many  pros  and  cons  to  group  practice.  It  is 
important  that  they  be  critically  thought  through  and 
dealt  with  before  a final  decision  to  move  ahead  is  made. 
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At  issue 


Is  JUA  the  solution?  ‘Yes,’  says  this  author 

ROBERT  L.  ARCHER 
Harrisburg 


It  is  with  some  degree  of  reluctance 
that  I enter  into  a debate  on  issues 
which  have  for  the  moment  been  de- 
cided through  legislative  initiatives. 
Nonetheless,  it  seems  that  a thorough 
work-up  has  not  been  carried  out  and 
that  some  earlier  decisions  call  for  a 
review.  What  I want  to  discuss  is  the 
notion  held  by  many  that  an  exclu- 
sive Joint  Underwriting  Association 
(for  professional  liability  insurance) 
would  knock  out  private  carriers  and 
almost  certainly  bring  substantially 
higher  medical  malpractice  insur- 
ance rates. 

The  Insurance  Department  recog- 
nizes the  concern  of  the  medical  pro- 
fession that  a physician’s  ability  to 
practice  may  be  hampered  by  prohibi- 
tive malpractice  insurance  rates.  Dur- 
ing the  department’s  fact-finding 
prior  to  enactment  of  Act  111,  certain 
facts  emerged;  (1)  the  voluntary  pri- 
vate insurance  market  for  profes- 
sional liability  insurance  is  non- 
existent; (2)  trends  in  the  number  and 
size  of  losses  are  increasing  in  an  ex- 
ponential fashion  which  accordingly 
challenges  actuarial  assumptions; 
and  (3)  the  more  difficult  (nearly  im- 
possible) projection  for  actuaries  to 
make  is  the  level  at  which  reserves 
should  be  set  for  both  incurred  and 
future  losses.  With  these  facts  in  mind 
I would  like  to  review  how  a malprac- 
tice insurance  carrier  operates. 

Insurance  company  operation 

Suppose  a $1200  annual  premium 
is  paid  at  the  beginning  of  the  policy 
term.  Obviously  that  money  is  not 
earned  premium  except  during  the 
coming  periods;  for  purposes  of  this 
illustration  assume  the  accounting  is 
done  monthly.  As  the  months  pass, 
the  premium,  which  in  this  instance  is 
$100  per  month,  is  earned.  The  insur- 
ance company  has  to  pay  its  adminis- 
trative expenses,  of  course,  but  it 
must  also  set  up  reserves  for  antici- 


pated losses.  Assume  the  company 
uses  10  percent  of  the  money  for 
operating  expenses  over  time,  sets 
aside  6 percent  for  profit  and  taxes 
over  time,  and  places  the  remaining 
$84  in  loss  reserve.  Subsequently,  so 
long  as  this  $84  (and  others  like  it)  is 
sufficient  to  pay  incurred  and  future 
losses,  in  about  ten  years  for  this  line 
of  business  the  $84  will  have  been 
spent  in  its  entirety  for  claims  settle- 
ment. 

Risk  factors 

But  what  about  the  variables — the 
unknowns?  During  inflationary  times 
the  present  value  of  a dollar  di- 
minishes significantly  in  future 
periods.  A $1 ,000  hospital  bill  in  1975 
may  easily  be  $2,000  by  1980.  A sec- 
ond problem  is  the  frequency  of 
claims.  If  the  original  assumption  is 
that  one  in  twenty  physicians  might 
have  a claim  during  any  one  year,  and 
that  frequency  then  increases  to  one 
in  ten,  obviously  incursions  into  re- 
serves will  increase  twofold.  A third 
variable  is  the  size  of  the  incursions 
into  the  reserve.  Even  if  the  insurance 
company  guesses  right  on  the  rate  of 
inflation,  the  propensity  for  juries  to 
find  in  favor  of  the  defendant  and 
award  ever-increasing  amounts 
causes  greater  incursions. 

The  consequence  of  these  un- 
knowns is  simply  that  no  mathemati- 
cal formula  exists  to  make  predic- 


This article  expresses  the  position 
of  the  Pennsylvania  Insurance  De- 
partment concerning  certain  is- 
sues which  were  raised  in  a recent 
article,  “Some  comments  on  Act 
111”  by  Fred  Speaker,  Esq.,  of 
Pepper,  Hamilton  and  Scheetz,  the 
Society's  legal  counsel.  Mr.  Archer 
is  director  of  health  policy  and  op- 
erations for  the  Pennsylvania  In- 
surance Department. 


tions  necessary  to  assure  that  re- 
serves are  adequately  funded  so 
claims  against  the  reserves  can  be 
liquidated  over  a long  period  of  time. 

Rate  setting 

Act  1 1 1 cuts  this  long  period  of  time 
down  to  four  years  and  insures  any 
remaining  period  with  the  Catastro- 
phe Loss  Fund.  But  have  we  really 
solved  the  so-called  tail  problem? 
Have  we  provided  actuaries  with  any 
better  assumptions  so  that  accurate 
reserves  can  be  set  up? 

To  answer  these  questions  we 
should  examine  how  the  rates  are  set. 
First  the  company  must  look  at  ac- 
cumulated historical  data.  These  data 
are  needed  so  that  trend  lines  can  be 
developed  which  may  be  straight-line 
or  fitted  curves  with  the  objective  to 
predict  cost  factors  (inflation,  claim 
frequency,  award  size)  four  years  be- 
yond the  effective  date  of  the  rate.  The 
actuary  will  obtain  these  data  from  an 
analysis  of  either  the  company's  own 
claims  history  or  in  combination  with 
a rating  organization  such  as  the  In- 
surance Services  Office  which  ac- 
cumulates national  data  from  report- 
ing companies.  If  the  actuary  is  work- 
ing with  his  own  data  it  could  be 
reasonably  current;  that  is,  if  rates  are 
being  made  in  1975  for  calendar  year 
1976  there  would  probably  be  avail- 
able fairly  hard  data  through  1974.  On 
the  other  hand,  if  the  data  base  must 
be  derived  from  national  experience 
through  the  Insurance  Services  Of- 
fice, the  actuary  will  probably  be 
working  in  1975  with  data  through 
1973  at  the  latest. 

Here  is  the  task:  The  actuary  has 
available  national  trend  data  through 
1973  and  must  project  from  today 
(1975)  through  1980.  If  the  insurance 
company  is  a large  operation  with 
thousands  of  risks  in  Pennsylvania  it 
will  be  able  to  use  its  Pennsylvania 
data  to  help  confirm  projections.  In 
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this  event  the  company  will  have  data 
from  1974  but  will  be  projecting  to 
1980.  The  problem  here  is  that  what- 
ever the  rate  set  for  1976,  it  is  final  as 
to  claims  occurring  during  that  year 
and  must  liquidate  all  claims  discov- 
ered through  1980. 

If  a year  later,  in  1976,  the  actuary 
discovers  from  his  latest  data,  which 
is  now  at  best  1975,  that  the  trend  is 
moving  more  rapidly  upward  than  an- 
ticipated, then  he  must  not  only  look 
ahead  to  1981  to  set  current  rates  but 
must  make  adjustments  in  the  1977 
rates  for  the  mistake  made  in  the  1 976 
rate.  Thus  we  have  a compounding 
effect  which  goes  on  each  and  every 
year. 

It  can  be  seen  from  this  illustration 
that  the  solvency  of  the  company 
rests  upon  a wandering  line  drawn  on 
graph  paper. 

Alternatives 

This  is  the  private  market  for  pro- 
fessional liability  insurance  and  it  is 
not  an  attractive  one.  However  there 
are  alternatives.  Recall  that  the  com- 
mercial insurance  industry  has  aban- 
doned the  professional  liability  mar- 
ketplace because  of  the  unknowns — 
inflation,  claim  frequency,  and  award 
size.  It  would  appear,  therefore,  that  a 
reasonable  alternative  is  a compul- 
sory and  exclusive  insurance  com- 
pany to  handle  all  professional  medi- 
cal liability  insurance.  There  are  a 
number  of  reasons  why  this  is  so  and  I 
will  briefly  discuss  them. 

1 .  Every  health  care  provider  needs 
and  should  have  professional  liability 
insurance  which  requires  that  both 
high  risk  and  low  risk  providers  (not 
good  and  bad  risks)  must  have  a mar- 
ket available  to  them  to  purchase  in- 
surance. Given  the  nature  of  insur- 
ance, which  is  to  spread  risk  among 
many,  five  classes  of  physicians  in 
two  territories  as  it  is  now  will  not 
effectively  spread  the  risk.  But  if  we 
are  willing  to  recognize  the  health 
care  delivery  system  as  one  com- 
posed of  interrelated  and  interde- 
pendentdisciplines,  then  the  concept 
of  transferring  some  of  the  higher  risk 
to  the  lower  risk  is  a reasonable  prop- 
osition. Similarly,  in  the  system  are 
many  components  which  contribute 
marginally  to  the  total  system  risk  ex- 
posure; for  example,  part-time  prac- 


ticing physicians  and  part-time  pro- 
fessional manpower  devoted  to  ad- 
ministrative functions.  In  these  cases 
the  degree  of  risk  may  be  somewhat 
proportional  to  the  time  devoted  to 
the  enterprise. 

Accordingly,  a single  exclusive  in- 
surance company  could  develop  the 
necessary  protocols  to  recognize  the 
uniqueness  of  the  system.  On  the 
other  hand,  if  a free  market  exists 
(which  it  does  not)  we  may  find  a con- 
centration of  certain  risks  in  one 
company  or  an  insufficient  number  in 
another  thereby  obviating  the  op- 
portunity to  spread  risk.  There  is 
ample  evidence  today  that  there 
exists  a concentration  of  the  lower 
risks  in  a single  insurance  company 
and  similar  evidence  of  too  few  risks 
in  several. 

2.  I cited  at  some  length  the  prob- 
lems insurance  companies  have  in 
setting  reserves  and  those  unknown 
factors  which  make  up  this  problem. 
The  obvious  solution  is  to  essentially 
eliminate  reserving  where  possible. 
This  can  be  done  by  use  of  the  so- 
called  "claims  made  policy  form.” 
What  this  form  does  is  to  permit  the 
insurance  company  to  pay  current 
losses,  regardless  of  when  the  origi- 
nal tort  or  breach  of  contract  occur- 
red, out  of  current  earned  premiums, 
or  as  appropriate,  set  up  a short  term 
loss  reserve  pending  legal  or  other 
adjudication.  Under  this  policy  form  it 
would  not  be  necessary  to  set  up  re- 
serves for  future  losses  (recall  the  84 
percent  that  went  to  reserve  in  the 
illustration).  Thus  the  actuary,  when 
setting  rates,  need  only  look  back  to 
the  claims  reported  and  paid  and  look 
forward  philosophically,  instead  of 
looking  backovertheshouldertwoor 
three  years  to  find  out  what  has  hap- 
pened and  then  looking  forward  four 
years.  If  the  actuary  makes  a mistake 
estimating  losses  in  the  near  term, 
which  could  be  as  short  as  one 
month,  the  company  would  maintain 
a surplus  account  at  reasonable 
levels  to  handle  extraordinary  experi- 
ence. For  example,  if  the  volume  of 
premiums  were  $30,000,000,  about 
$10,000,000  surplus  would  be  ade- 
quate to  handle  nearly  any  event.  Al- 
though loss  experience  might  fluctu- 
ate from  year  to  year,  the  actuary 
would  be  able  to  smooth  outthe  rates. 


This  brings  us  to  the  main  question 
that  concerns  providers — the  tail 
problem. 

3.  We  know  that  physicians  want  to 
retire  from  their  profession  at  some 
point  and  not  be  concerned  that  their 
assets  will  be  eroded  by  some  future 
claim  against  them.  There  are  several 
ways  this  can  be  done.  At  the  moment 
some  insurers  make  available  a tail 
policy  which  protects  the  physician 
from  any  future  financial  responsibil- 
ity up  to  the  limits  of  the  policy.  But 
the  cost  of  the  tail  policy  could  be 
prohibitive.  A second  alternative  is  to 
earmark,  during  the  physician’s  work- 
ing life,  a small  percent  of  his  pre- 
mium directly  to  a trust  fund  which 
would  be  used  subsequently  for  pur- 
chase of  the  tail  policy.  A third  and  far 
more  attractive  proposition  is  the  one 
upon  which  our  Social  Security  sys- 
tem is  predicated.  Social  Security 
says  if  you  sign  up  on  day  “one”  you 
are  covered  for  retirement  benefits  on 
day  “two.”  With  an  exclusive  insur- 
ance carrier  writing  all  physicians  on 
a mandatory  basis,  there  is  no  reason 
why  the  working  physician  should  not 
stand  the  claims  that  develop  from  a 
physician  who  is  no  longer  active.  If 
you  find  this  concept  to  be  extraordi- 
nary, look  very  carefully  at  Act  111 
because  the  Catastrophe  Loss  Fund 
is  funded  using  this  identical  princi- 
ple. 

Here  is  how  it  works:  All  providers 
pay  up  to  1 0 percent  (for  the  moment) 
of  their  basic  limits  premium  into  the 
fund.  Claims  which  exceed  the  basic 
limits  $100,000/$300,000  (see  foot- 
note) are  paid  out  of  the  fund  up  to 
$1 ,000,000/$3,000,000.  If  a provider 
retires  and  no  longer  carries  basic 
limits  insurance  and  surrenders  his 
license,  the  assessments  also  stop, 
yet  the  provider  has  continued  pro- 
tection from  the  fund  for  any  claim 
which  occurred  while  a member  of 
the  fund. 

Should  a claim  be  made  against  the 
fund  ten  years  after  the  last  assess- 
ment, it  is  the  then  active  physician 
who  pays  the  cost.  The  department 
believes  this  financing  approach  to 
be  sound  and  equitable  in  the  long 
term.  However,  it  will  not  work  very 
well  if  the  market  is  fragmented  with 
more  than  a single  insurer.  This  is  so 
because  with  oligopoly  market  com- 
petition the  low  risks  will  tend  to  be 
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concentrated  within  a single  carrier 
(just  as  it  is  today)  thus  creating  more 
severe  pricing  differentials.  Also  the 
provider  contract  with  the  insurer 
would  almost  have  to  be  a lifetime 
contract  for  continuity  purposes. 

Summary 

If  you  still  hold  the  view  that  the 
Joint  Underwriting  Association  will 
increase  rates,  then  once  again  I 
suggest  still  another  look  at  Act  111. 
Act  1 1 1 permits  the  creation  of  a Joint 
Underwriting  Association  for  those 
risks  which  cannot  obtain  insurance 
in  the  private  market.  It  also  requires 
that  any  losses  incurred  by  the  Joint 
Underwriting  Association  shall  be  re- 
imbursed by  the  Catastrophe  Loss 
Fund.  And  how  does  the  Catastrophe 
Loss  Fund  obtain  its  financing?  By 
assessment  against  all  of  the  provid- 
ers. And  what  happens  if  the  rates  in 
the  Joint  Underwriting  Association  go 
beyond  the  bounds  of  reason?  The 
providers  would  not  be  able  to  pur- 
chase the  coverage  and  must  retire 
from  practice. 

We  can  reject  the  notion  that  only 
the  bad  risks  will  go  into  the  Joint 
Underwriting  Association  because  it 
is  just  not  founded  on  fact.  Using  the 


State  Medical  Society’s  arguments 
(in  which  the  department  concurs)  it  is 
not  an  issue  of  good  or  bad  practice,  it 
is  an  issue  of  high  or  low  risk.  We 
expect  that  bad  medical  practice  will 
be  taken  care  of  by  the  licensure 
board,  but  that  does  not  stop  the  Joint 
Underwriting  Association  from  being 
loaded  with  high  risk  physicians.  If 
this  occurs  and  the  Insurance  De- 
partment does  not  arbitrarily  (which 
is  probably  not  legal)  hold  the  Joint 
Underwriting  Association  rates  to  but 
a modest  premium  over  the  private 
market  rates,  then  we  will  price  physi- 
cians out  of  the  market.  On  the  other 
hand,  if  the  Insurance  Department 
can  hold  down  the  rates,  the  losses  in 
the  Joint  Underwriting  Association 
will  be  picked  up  by  the  Catastrophe 
Loss  Fund.  These  losses  will  be  im- 
mediately transferred  back  to  the 
practicing  physician  via  the  assess- 
ment provision.  Thus,  low  risk  prac- 
ticing physicians  insured  through  the 
private  market  would  subsidize  the 
high  risks  insured  in  the  Joint  Under- 
writing Association. 

Would  it  not  be  more  realistic  to 
address  the  issues  forthrightly  in  this 
manner:  The  low  risk  providers  must 
accept  the  proposition  that  they  need 


the  high  risk  physicians  as  essential 
to  the  health  care  delivery  system, 
thereby  permitting  the  use  of  pre- 
mium leveling  to  some  extent  within 
class  or  territory;  in  order  to  keep  the 
cost  of  insurance  relevant  to  the  cost 
of  actual  claims,  use  the  claims  made 
policy  form;  to  eliminate  the  tail  prob- 
lem have  an  exclusive  insurer  and 
compel  all  providers  to  insure  therein 
so  that  working  providers  in  effect  in- 
sure the  non-working. 

It  is  the  department’s  view  that 
there  are  no  more  compelling 
reasons  for  an  exclusive  Joint 
Underwriting  Association  (or  its 
equivalent)  than  those  contained  in 
Act  111,  which  through  its  circular 
provisions  accomplishes  the  same 
purpose  but  without  the  economies 
and  opportunities.  We  still  have  the 
private  market  with  its  attendant 
profit  needs,  commissions,  and  tax 
factors  plus  the  totally  insecure  re- 
serving practices  in  which  providers 
have  expressed  no  confidence. 

Finally  the  bottom  line:  What 
causes  malpractice?  How  do  we  stop 
it?  A single  organization  (insurer) 
would  have  all  the  facts  and  the  man- 
date would  be  to  answer  the  ques- 
tions. 


Preliminary  Call  1976  Annual  Session  House  of  Delegates 


j 

i The  1 976  Annual  Session  of  the  House  of 
j Delegates  of  the  Pennsylvania  Medical  So- 
ciety will  be  called  to  order  at  the 
Bellevue-Stratford  Hotel,  Philadelphia, 
Pennsylvania,  on  Thursday,  September  16, 
1976.  The  second  session  of  the  House  of 
Delegates  is  scheduled  for  Friday,  Sep- 
tember 17,  1976.  The  third  and  concluding 
session  of  the  House  of  Delegates  will  be 
held  Saturday,  September  18,  1976.  Since 
the  third  session  may  last  into  mid- 
afternoon, delegates  should  plan  accord- 
ingly. 

All  proposed  amendments  to  the  Con- 
stitution must  be  submitted  to  the  office  of 
the  Secretary  of  this  Society  on  or  before 
May  16,  1976.  Such  amendments  may  be 


proposed  upon  the  written  petition  of  15 
active,  senior  active  or  intern  or  resident 
members  of  the  Society,  or  by  the  Commit- 
tee on  Constitution  and  Bylaws.  While  there 
is  no  specific  requirement  that  Bylaw 
amendments  be  submitted  in  advance  or 
published  in  the  Official  Call,  this  is  prefer- 
able when  possible.  Written  resolutions  to 
be  considered  by  the  House  may  be  submit- 
ted to  the  Secretary  by  a delegate  acting  in 
his  own  behalf  or  for  the  component  county 
medical  society  or  specialty  society  he  rep- 
resents. If  received  priorto  August  16, 1976, 
they  will  be  published  in  the  Official  Re- 
ports Book. 

G.  Winfield  Yarnall,  M.D. 

Secretary 
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Building  membership  essentiai  to  Society  success 


ROBERT  POOLE,  M.D. 
West  Chester 


The  Council  on  Professional  Rela- 
tions and  Services  of  the  Pennsylva- 
nia Medical  Society  exists  to  build 
membership  and  develop  new  corpo- 
rate services  to  members.  I prefer  to 
list  its  purposes  in  that  order,  for  I 
considermembership  a responsibility 
first  with  services  as  a secondary  ad- 
vantage. 

The  Ambassador  Program  of  the 
Pennsylvania  Medical  Society  as  tried 
in  York  and  Dauphin  Counties  has 
been  described  in  the  last  two  issues 
of  PENNSYLVANIA  MEDICINE.  As  a 
pilot  experiment  we  consider  it  suc- 
cessful and  feel  it  represents  our 
unique  approach  to  the  reconstruc- 
tion of  organized  medicine.  Of  the  81 
nonmembers  approached,  34  have 
responded  favorably,  and  we  look 
forward  to  their  active  membership. 

The  program  is  simply  based  on  the 
willingness  of  convinced  members  to 
approach  non-members,  one  on  one. 
The  program's  strength  rests  on  the 
presumption  that  physicians,  as  intel- 
ligent persons,  need  only  be 
presented  with  the  symptoms  and 
signs.  For  this  reason  the  ambas- 
sadors are  instructed  to  present  the 
prospect  with  the  social,  economic, 
and  political  problems  confronting 
the  profession  today.  It  is  our  hope 
that  this  physician  will  arrive  at  our 
diagnosis  and  that  his  treatment  pro- 
gram will  include  a desire  for  per- 
sonal membership. 

Our  desire,  in  the  best  interest  of 


Dr.  Poole  delivered  this  speech  at  a 
recent  meeting  of  the  Dauphin 
County  Medical  Society.  He  is  the 
chairman  of  the  Council  on  Pro- 
fessional Relations  and  Services 
and  a past  president  of  the  Chester 
County  Medical  Society. 


organizational  strength,  is  member- 
ship by  conviction. 

The  problem 

The  council’s  existence  is  really 
prompted  by  a problem  with  both 
quantitative  and  qualitative  dimen- 
sions. 

It  is  common  knowledge  that  of  the 
342,367  active  physicians  in  the 
United  States  today,  only  173,221  are 
members  of  the  American  Medical 
Association.  These  statistics  are  re- 
flected in  Pennsylvania  where  of 
19,500  physicians,  13,549  are  Penn- 
sylvania Medical  Society  and  10,082 
are  American  Medical  Association 
members. 

More  disabling  than  the  quantita- 
tive aspect  is  the  qualitative  feature  to 
which  I referred.  This  was  most 
clearly  verbalized  by  Representative 
Pat  Crawford  (PA  H.R.)  last  spring  at 
a session  with  legislators  on  the 
malpractice  crisis.  I asked  why  physi- 
cians with  the  important  responsibil- 
ity of  health  care  delivery  had  so  little 
impact  on  government.  Her  answer 
was  that  legislators  have  an  increas- 
ing suspicion  that  organized  medi- 
cine no  longer  speaks  for  the  majority 
of  physicians. 

Believe  me,  professional  division  is 
the  greatest  hope  of  the  apostles  of 
socialization,  and  unity  is  their 
greatest  fear. 

What  are  your  answers? 

Before  working  at  the  problems  of 
membership,  I felt  compelled  to  come 
to  grips  with  some  very  basic  ques- 
tions. Should  we  worry  about  the  fact 
that  only  50  percent  of  physicians  are 
AMA  members?  Should  we  worry 
about  the  legislators’  suspicions  of 
AMA  impotence?  Is  our  professional 
freedom  worth  fighting  for?  And  ulti- 
mately, are  we  as  physicians  on  the 
side  of  Right;  are  our  ethics  in  con- 


formity with  the  spirit  as  well  as  the 
letter  of  the  law;  do  we  respect  our 
patients  economically  or  do  we,  as 
charged  by  our  illustrious  Health  Sec- 
retary, charge  what  the  traffic  will 
bear? 

Unless  we  are  willing  to  confront 
these  matters  and  answer  them  to  our 
personal  satisfaction,  we  should  fold 
our  tents  and  go  home. 

Today  liberal  politicians  are  more 
than  willing  to  trade  “free”  medical 
care  for  the  consumer's  vote.  The 
strategy  to  accomplish  this  goal  in- 
volves the  promotion  of  dissatisfac- 
tion with  present  health  care  and  the 
division  of  the  profession.  Both 
prongs  of  the  attack  can  be  ac- 
complished by  a “Hate  the  AMA  " 
campaign,  and  unfortunately,  the  lib- 
eral newsmedia  are  more  than  willing 
to  cooperate. 

The  success  of  the  effort  can  be 
measured  by  the  declining  AMA 
membership  roles  of  the  past  decade 
and  the  rising  malpractice  activity 
among  our  patients.  Indeed,  the  hate 
and  distrust  that  has  been  bred  has 
created  a dragon  of  unforeseen 
virulence — a problem  of  dimensions 
not  envisioned  even  by  its  authors. 

I have  endeavored  to  resolve  the 
aforementioned  questions  with  doc- 
umented facts.  In  the  past  65  years 
since  the  Flexner  Report  of  1910  life 
expectancy  has  been  extended  from 
less  than  40  to  more  than  70  for  both 
sexes.  Health  has  never  been  better, 
and  the  United  States  has  become  the 
world's  medical  center.  It  is  more  than 
coincidence  that  this  has  occurred  in 
a land  of  free  enterprise,  where  physi- 
cians have  been  free  of  governmental 
bureaucratic  regulation.  This  is  an 
expression  of  “progress  because  of.” 

For  factual  and  experiential 
reasons  I strongly  suspect  that  a small 
percentage  of  physicians  are  unethi- 
cal or  selfishly  exploit  their  patients. 
My  experience  with  physicians  across 
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this  country,  however,  leads  me  to  be- 
lieve the  vast  majority  are  honest  and 
dedicated.  Most  of  us  have  had 
enough  experience  with  bureaucratic 
servitude  to  conclude  that  profes- 
sional freedom  is  worth  fighting  for. 
Similarly,  my  attention  to  the 
economic,  social,  medical,  and  moral 
principles  of  our  profession  leads  me 
to  conclude  that  we  are  on  the  side  of 
Right. 

Therefore,  I would  urge  you  to  be- 
lieve with  me  that  our  qualitative  and 
quantitative  membership  concerns 
are  justified.  Unity  is  essential,  if  we 
are  to  succeed  in  preserving  the  fun- 
damental mechanism  that  has  made 
us  great. 

Hope  for  the  future 

For  twenty  years  I have  listened  to 
prophets  of  doom  within  our  profes- 
sion proclaiming  the  inevitability  of 
full  blown  socialized  medicine.  As  the 
government  acts,  we  can  only  react.  I 
think  we  have  learned  that  the  de- 
fense never  scores,  and  our  case  for 
an  optimistic  offense  has  never  been 
stronger. 

We  must  exercise  the  argument  of 
medical  progress.  The  motivation  in- 
herent in  the  free  enterprise  system 
has  been  evident  in  the  medical  and 
surgical  abolition  of  disease,  as  in  no 
other  field. 

We  must  exploit  the  argument  of 
service.  Although  we  have  our  own 
problems  of  distribution,  the  abuse  of 
over-use  has  created  a deteriorating 
system  in  Great  Britain.  Waiting  time 
for  elective  procedures  in  that  coun- 
try is  now  numbered  in  years.  Dis- 
satisfied physicians  are  leaving,  and 
intelligent  young  people  are  turning 
to  other  vocations,  creating  severe 
staffing  deficiencies. 

Last  but  not  least,  the  argument  of 
economic  inevitability  must  be  made 
clear  to  our  citizenry.  We  are  living  in 
a tax  weary  age — weariness  inten- 
sified by  economic  recession,  infla- 
tion and  unemployment.  The  social 
security  bill  this  year  is  67  billion  dol- 
lars, and  many  are  asking  “how  long 
can  we  carry  a program  that  is  actuar- 
ially  unsound?”  As  predicted,  medi- 
care has  far  surpassed  its  anticipated 
costs.  The  General  Accounting  Office 
(GAO)  recently  discovered  the  medi- 
care forms  processed  by  government 


as  compared  with  the  private  sector 
take  twice  as  long,  cost  twice  as 
much,  and  pay  the  beneficiary  twice 
as  late.  Conclusion — workers  for 
government  fed  by  taxes  with  no 
profit  motive  are  half  as  efficient.  It 
has  been  estimated  that  because  of 
bureaucratic  administrative  ex- 
penses one  dollar  of  service  directly 
rendered  doubles,  triples  or  quad- 
ruples in  cost  when  mediated  through 
county,  state  or  federal  government 
respectively.  Costs  must  be  borne, 
and  “free”  medical  care  does  not 
exist. 

It  is  encouraging  to  discover  that 
the  government  can  be  sued  and  the 
constitution  can  be  used  to  control 
governmental  bureaucratic  abuses. 
Successful  ventures  of  this  type  by 
the  AMA  have  already  begun  to  reju- 
venate organized  medicine.  It  is  en- 
couraging to  discover  that  we  can 
domesticate  stifling  regulations  relat- 
ing to  audit  and  utilization  and  con- 
vert the  effort  into  medically  reward- 
ing exercises.  With  a similar  aim 
PSROs  and  HSAs  must  be  adminis- 
tered intelligently,  but  the  key  to  suc- 
cess is  physician  control. 

Membership  by  conviction 

The  preservation  of  the  integrity  of 
the  profession  is  an  obligation.  We 


have  an  obligation  to  our  medical 
forefathers  who  labored  with  primi- 
tive tools  to  mold  a great  profession. 
We  have  an  obligation  to  our  medi- 
cal heirs  who  lack  experience  and 
sometime  lack  concern  for  their  fu- 
tures. It  is  a responsibility  to  pass  on 
to  them  a better  profession  than  the 
one  we  received. 

And  of  greatest  importance,  we 
have  a responsibility  to  our  patients  to 
preserve  the  highest  quality  health 
care  at  the  least  expense,  and  that  is 
born  of  free  enterprise. 

Member  physicians  must  unite  and 
recruit  new  members.  New  members 
must  become  involved  members  and 
develop  their  own  convictions.  In 
turn,  they  must  become  new  ambas- 
sadors, for  in  our  political  future  there 
will  be  no  fence  to  sit  upon.  He  who  is 
not  part  of  the  solution  is  part  of  the 
problem. 

On  the  threshold  of  our  nation’s 
200th  anniversary  I am  led  to  con- 
clude that  the  issue  is  more  far  reach- 
ing than  these  remarks  suggest.  The 
greatest  contemporary  threat  to  our 
treasured  freedom  is  passive  submis- 
sion to  and  enslavement  by  non- 
elected  government.  Physicians  as 
free  thinkers  could  well  provide  lead- 
ership for  a return  to  the  values  and 
principles  upon  which  our  nation  was 
founded. 


Individual  Idea  Box 

Print  one  of  your  ideas  on  this  coupon.  There’s  a tendency  for  ideas  to  become  too 
generalized  as  people  try  to  reach  consensus,  so  try  to  be  as  specific  as  possible. 
Also,  print  as  legibly  as  you  can  so  others  can  read  your  ideas. 


Send  to: 

Committee  on  Objectives 

Pennsylvania  Medical  Society  Name 

Box  301,  Lemoyne,  PA  17043  

County 
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In  and  out  surgery 


Pediatric  outpatient  surgery  in  a community  hospitai 


DOMINGO  T.  ALVEAR,  M.D. 
PHILiP  P.  METZGER,  M.D. 
Harrisburg 


Pediatric  outpatient  surgery  has 
become  a well-accepted  innova- 
tion in  the  delivery  of  health  care.  ^ 
Surgical  procedures  which  in  the  past 
required  a 2-4  day  hospital  stay  can 
now  be  safely  performed  on  an  outpa- 
tient basis.  These  procedures  are  per- 
formed under  local  or  general  anes- 
thesia and  with  or  without  endo- 
tracheal intubation.  The  advantages 
include  a reduced  cost,  elimination  of 
exposure  to  hospital  born  infections, 
reduced  postoperative  morbidity, 
maximum  convenience  for  the  pa- 
rents, lessened  emotional  trauma  for 
the  patients,  and  more  efficient  utili- 
zation and  conservation  of  profes- 
sional time.2 

Clinical  experience 

This  report  includes  1 2 months,  ex- 
perience in  pediatric  outpatient 
surgery  at  the  Polyclinic  Hospital, 
Harrisburg.  A total  of  231  infants  and 
children  underwent  surgery  under 


Dr.  Alvear  is  attending  pediatric 
surgeon  and  Dr.  Metzger  is  resi- 
dent in  surgery  at  Polyclinic  Hospi- 
tal, Harrisburg. 


general  or  local  anesthesia  as  outpa- 
tients during  this  12  month  period. 
This  represents  18.5  percent  of  the 
total  outpatient  surgery  performed 
(1248  cases).  The  ages  ranged  from  1 
month  to  17  years  of  age  (Table  I).  The 
patients  were  seen  by  the  surgeon  or 
by  the  referring  physician  1-2  days 
prior  to  surgery,  and  a complete  phys- 
ical examination  was  performed.  A 
complete  blood  count  and  urinalysis 
is  also  performed  a day  or  two  prior  to 
surgery.  If  there  are  any  abnormal 
laboratory  results,  the  referring  sur- 
geon or  physician  will  be  notified  im- 
mediately by  the  laboratory.  The  re- 
ferring surgeon  or  physician  orders 
the  pre-operative  medication  to  be 
given  1 hour  before  the  operation. 


Nothing  by  mouth  is  given  at  least  6 
hours  prior  to  admission.  The  patient 
reports  to  the  outpatient  or  pediatric 
floor  at  least  1-1 V2  hours  prior  to 
surgery. 

The  operations  most  frequently 
performed  are  listed  in  Table  II  along 
with  the  average  operative  times. 
Most  of  the  surgical  procedures  do 
not  last  over  1 hour,  and  the  anes- 
thesia time  is  no  more  than  1 V2  hours. 
The  majority  are  completed  within  45 
minutes.  Of  all  the  cases  74  percent 
(171)  underwent  general  anesthesia, 
and  26  percent  (60)  had  local  anes- 
thesia. 

The  patient  postoperatively  is  sent 
to  the  recovery  room  until  fully  reac- 
tive and  then  is  sent  back  to  the  floor. 
The  average  stay  after  recovery  from 
anesthesia  is  3-4  hours.  The  patients 
are  given  oral  fluids  approximately  2 
hours  postoperatively.  The  patients 
are  checked  by  the  surgeon  or  the 
surgical  house  staff  prior  to  dis- 
charge from  the  hospital.  Table  III 
summarizes  a routine  predischarge 
check  list. 

Results 

There  have  been  no  anesthetic  ac- 
cidents to  the  best  of  our  knowledge, 
and  there  have  been  no  significant 
postoperative  wound  complications. 

In  2 patients  there  was  nausea  and 
vomiting  necessitating  prolonged 
hospital  stay.  These  2 patients  were 
able  to  go  home  12  hours  postopera- 
tively with  appropriate  medication 
and  attention.  None  of  the  patients  ' 


TABLE  I 

Age  Distribution  of  Pediatric  Outpatients  Undergoing  Surgery 
Juiy,  1974,  through  June,  1975 


Ages 

Number  of  Cases 

Percent  of 

1 to  6 months 

12 

5 

6 months  to  1 year 

20 

9 

2 to  4 years 

50 

21 

5 to  8 years 

55 

24 

9 to  12  years 

41 

18 

13  to  15  years 

30 

13 

16  to  17  years 

23 

10 

Total  Population-231  cases 
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TABLE  II 

Surgical  Procedures  and  Time  Needed 

Surgical  Procedures 

Number 

Surgical 

Performed 

of  Cases 

Operative  Time 

Excision  of  soft  tissue  masses 

44 

(Range) 
15-55  min. 

(Average) 

15  min. 

Ingrown  toenail  repair 

18 

10-28  min. 

20  min. 

Bilateral  myringotomies  with 
insertion  of  tubes 

78 

5-32  min. 

10  min. 

Herniorrhaphies  and/or 
hydrocelectomies 

47 

15-75  min. 

35  min. 

cystoscopy 

15 

10-35  min. 

20  min. 

dental  repair 

10 

30-55  min. 

40  min. 

lacerations  or  skin-grafting 

3 

20-90  min. 

30  min. 

orthopedic  repairs 

3 

25-60  min. 

35  min. 

ophthalmological  procedures 

2 

10-15  min. 

12  min. 

gynecological  procedures 

4 

10-40  min. 

25  min. 

circumcision  or  meatotomy 

3 

10-30  min. 

25  min. 

umbilical  herniorrhaphies 

3 

40-45  min. 

40  min. 

esophagogastroscopy 

1 

20-40  min. 

30  min. 

who  required  endotracheal  intuba- 
tion showed  evidence  of  respiratory 
distress  postoperatively.  One  patient 
had  symptoms  compatible  with  gas- 
troenteritis, but  on  interview  it  was 
noted  that  the  patient  had  symptoms 
2-3  days  prior  to  surgery. 

Cost 

A standard  basic  room  fee  equiva- 


lent to  one  third  per  day  rate  is 
charged  for  patients  per  stay  in  the 
outpatient  unit.  The  operating  room 
charges,  laboratory  fees,  and  medica- 
tion charges  are  the  same  for  inpa- 
tients. 

Summary 

A total  of  231  pediatric  surgical 
outpatient  procedures  were  per- 
formed at  the  Polyclinic  Hospital 


under  general  or  local  anesthesia 
without  overnight  hospitalization. 
This  provided  surgical  services  at  a 
reduced  cost  and  convenience  to  the 
parents  and  the  patients.  The  compli- 
cation rate  was  also  very  minimal. 
This  study  supports  the  idea  of  outpa- 
tient surgery  in  the  pediatric  age 
group  as  a safe  and  economic  mod- 
ality of  surgical  care.  □ 


TABLE  III 

Postoperative  Predischarge  Checklist 

1 . Patient  alert,  oriented  and  fully  reac- 
tive. 

2.  Vital  signs  recorded  are  stable. 

3.  Tolerating  oral  feedings  without 
nausea  or  vomiting. 

4.  Operative  site  inspected  and  no 
bleeding  noted. 

5.  Instructions  to  parents  and  post- 
operative visit  scheduled. 

6.  Medications  given  if  necessary. 
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Emergency  tips 


Paroxysmal  Atrial  Tachycardia  Converted  by  Facial  Immersion  in  Ice  Water 


Marvin  A.  Wayne,  M.D.$  of  Bellingham,  Washington  reported  at  the  American 
Coiiege  of  Emergency  Physicians  Scientific  Assembly  in  October  that  nine  out  of  ten 
patients  with  paroxysmai  atrial  tachycardia  were  successfuiiy  converted  within 
fifteen  to  thirty-eight  seconds  of  facial  submersion  in  6-1 0°C  water.  The  facial  im- 
mersion was  carried  out  under  EKG  monitoring  in  these  patients  with  uncomplicated 
but  symptomatic  PAT. 

The  author  was  seeking  a conversion  mechanism  relatively  free  of  side  effects  and 
decided  to  explore  the  classic  diving  reflex.  This  reflex  provides  for  the  slowing  of 
the  aquatic  mammal’s  heart  rate  when  the  animal  is  submerged.  This  reflex  re- 
sponse, which  has  been  confirmed  in  humans  as  well,  is  mediated  through  thermal 
receptors  in  the  skin  and  baroreceptors  in  the  thoracic  cavity.  It  results  in  a vagal 
discharge  and  cardiac  slowing.  Research  has  shown  that  this  reflex  is  accentuated 
by  a reduction  in  water  temperature  and  can  be  elicited  by  immersing  only  the  face. 
On  the  basis  of  this  study,  it  would  appear  that  facial  immersion  is  an  effective  means 
of  treating  paroxysmal  atrial  tachycardia.  However,  constant  EKG  monitoring  is 
advised  during  attempted  conversion,  particularly  in  persons  with  known  cardiac 
disease. 

H.  Arnold  Muller,  M.D. 

Assistant  Professor  of  Medicine 
Chief,  Division  of  Emergency  Medicine 
Hershey 


Pennsylvania  Medicine,  March  1976 


53 


trauma 


Laryngotracheal  injuries 


LINDELL  B.  ENTZMiNGER,  JR.,  M.D. 
GEORGE  H.  CONNER,  M.D. 

Hershey 


Since  the  advent  of  the  high-speed 
automobile  and  motorcycle,  inju- 
ries of  the  upper  airway  system  have 
been  seen  with  increasing  frequency. 
A laryngeal  injury  should  be  consid- 
ered in  all  patients  sustaining  multi- 
ple trauma,  especially  if  there  is 
trauma  to  the  head  and  neck  region. 
Early  diagnosis  of  a laryngotracheal 
injury  will  aid  greatly  in  the  treatment 
of  the  injury,  perhaps  saving  the  pa- 
tient's life  and  preventing  serious 
later  complications. 

Case  report 

A thirty-three  year  old  white  male 
was  involved  in  an  automobile  acci- 
dent and  presented  to  the  emergency 
room  cyanotic  and  in  acute  respira- 
tory distress,  with  a reddened  area 
over  his  neck  anteriorly.  Endo- 
tracheal intubation  was  attempted, 
but  was  unsuccessful,  and  the  patient 
rapidly  developed  massive  sub- 
cutaneous emphysema. 

An  emergency  tracheotomy  was 
performed,  finding  a complete  trans- 
section of  the  trachea  between  the 
second  and  third  rings.  A 
tracheotomy  tube  was  inserted  into 
the  distal  trachea  and  the  patient  was 
taken  to  surgery. 

At  surgery,  a complete  tracheal 
separation  was  verified  and  a fracture 
of  the  thyroid  cartilage  was  identified. 
There  appeared  to  be  vocal  cord  func- 


tion bilaterally.  The  tracheal  separa- 
tion was  closed  in  layers.  Following 
reduction  of  the  laryngeal  fractures,  a 
stent  was  placed  in  the  laryngeal 
lumen  and  attached  to  a tracheotomy 
tube.  The  stent  passed  through  the 
level  of  the  tracheal  anastomosis. 

His  recovery  was  uneventful  and  he 
was  discharged  from  the  hospital,  re- 
turning six  weeks  later  for  stent  re- 
moval. At  that  time  it  was  noticed  that 
he  had  limited  function  of  his  left 
vocal  cord.  He  returned  two  months 
later  for  bronchoscopy.  There  was  no 
evidence  of  subglottic  stenosis  but 
the  left  vocal  cord  still  had  limited 
mobility.  A teflon  injection  of  his  vocal 
cord  was  planned  for  one  year  after 
his  injury  if  normal  function  did  not 
return. 

Discussion 

Injuries  to  the  larynx  and  trachea 
most  commonly  follow  blunt  trauma 

This  paper  was  prepared  by  the 
department  of  surgery,  division  of 
otorhinolaryngology,  The  Milton  S. 
Hershey  Medical  Center,  The 
Pennsylvania  State  University, 
Hershey.  The  Pennsylvania  Divi- 
sion of  the  American  Trauma  Soci- 
ety and  the  State  Society's  Com- 
mission on  Emergency  Medical 
Services  assist  in  the  dissemina- 
tion of  information  on  trauma. 


to  the  neck,  although  sharp  trauma 
may  also  result  in  significant  damage. 
The  classic  mechanism  of  injury  is  in- 
volvement in  an  automobile  accident, 
in  which  the  car  comes  to  a sudden 
stop  from  a high  speed,  the  person  is 
thrown  forward  with  the  head  thrown 
into  extension  exposing  the  trachea 
and  larynx  which  are  compressed  be- 
tween the  bony  cervical  vertebrae  and 
the  steering  wheel  or  dashboard. 
Thus,  the  cartilagenous  larynx  and 
trachea  are  compressed,  fractured, 
and/or  avulsed. 

Immediately  post  injury,  the  victim 
may  suffer  total  airway  obstruction 
with  sudden  death,  or  may  appear  to 
have  no  problems  until  a few  hours 
later,  when  edema  occurs  with  rapid 
obstruction  of  the  airway.  This  latter 
clinical  picture  should  particularly  be 
remembered,  for  it  is  this  person  who 
will  reach  the  emergency  room  alive 
with  a varying  degree  of  symptoms, 
ranging  from  mild  hoarseness  and 
barely  palpable  crepitance  of  his  neck 
to  severe  dyspnea  and  massive  sub- 
cutaneous emphysema.  Any  person 
with  a hematoma  over  the  larynx 
could  have  a fractured  larynx,  and  a 
protocol  should  be  established  in  the 
mind  of  any  physician  who  might 
manage  such  a patient. 

We  might  ask  ourselves  what  the 
signs  and  symptoms  are  that  would 
lead  us  to  suspect  the  diagnosis,  how 
to  diagnose  it,  and  how  to  treat  the 
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injury  once  it  has  been  diagnosed.  As 
stated  above,  the  history  will  some- 
how involve  trauma  to  the  neck,  usu- 
ally blunt,  and  may  include  hoarse- 
ness and  a complaint  of  swelling  in 
the  neck  since  the  injury.  Physical 
findings  may  include  palpable  frac- 
tures of  the  thyroid  or  cricoid  cartil- 
ages, loss  of  normal  laryngeal  crepi- 
tance,  subcutaneous  emphysema,  a 
hematoma  over  the  larynx,  inspirat- 
ory stridor,  hoarseness  or  aphonia. 
Indirect  or  direct  laryngoscopy  may 
reveal  loss  of  the  normal  laryngeal 
landmarks,  edema  or  ecchymosis  of 
the  laryngeal  mucosa  and  possibly 
mucosal  lacerations.  Radiographic 
studies  are  important  to  rule  out  as- 
sociated injuries  to  the  cervical  spine. 
(Xeroradiography  promises  to  be  very 
helpful.) 

Once  the  diagnosis  is  made,  con- 
cern should  be  directed  towards  es- 
tablishment of  an  adequate  airway. 
Endotracheal  intubation  may  be  dif- 
ficult due  to  the  edema  and  distortion 
of  normal  landmarks,  and  may  indeed 
worsen  the  situation  by  triggering  an 
episode  of  laryngospasm,  converting 
an  emergency  situation  into  a critical 
one.  Consideration  should  be  given 


to  an  immediate  elective  tracheotomy 
under  local  anesthesia,  followed  by 
repair  of  the  laryngeal  fractures.  In  a 
critically  injuried  patient,  repair 
should  take  place  as  soon  as  other 
injuries  permit  a general  anesthetic. 
Once  a tracheotomy  is  performed,  a 
laryngeal  fracture  is  no  longertruly  an 
emergency  situation,  and  there  is 
time  for  outside  consultation  or  refer- 
ral with  someone  trained  in  laryngeal 
surgery. 

Once  a tracheotomy  has  been  per- 
formed, further  management  can  be 
planned  based  on  the  laryngeal  inju- 
ries. A fracture  with  only  minor  in- 
tralaryngeal  injuries  may  be  handled 
nicely  with  a closed  reduction  over  a 
stent,  which  is  left  in  place  for  six 
weeks.  Such  a stent  can  be  made 
from  an  endotracheal  tube  or  simply 
using  a finger  from  a rubber  glove 
stuffed  with  a sponge.  More  extensive 
injuries  may  require  suturing  of  the 
mucosal  lacerations,  open  reduction 
of  the  fractures  with  wiring  of  the 
fragments,  and  possibly  recurrent 
laryngeal  nerve  repairs.  With  total 
transsection  of  the  trachea,  the  mu- 
cosa should  be  carefully  approxi- 
mated, and  the  cartilages  sutured  to- 


gether over  a stent  and  without  ten- 
sion. 

Complications  of  delayed  or  inade- 
quate treatment  may  include 
laryngeal  webbing,  cricoid  perichon- 
dritis, glottic  or  subglottic  stenosis, 
and  permanent  loss  of  laryngeal  func- 
tion. 

Summary 

Laryngotracheal  injuries  are  life 
threatening  injuries  which  may  be 
overlooked  as  attention  is  focused  on 
other  more  dramatic  injuries,  but 
should  be  suspected  in  any  patient 
with  a history  of  a blow  to  the  neck, 
especially  if  subcutaneous  em- 
physema is  present.  Early  manage- 
ment should  consist  of  establishing 
the  diagnosis  and  a tracheotomy  fol- 
lowed by  either  closed  or  open  reduc- 
tion over  a stent.  Consultation  with  a 
laryngologist  may  be  necessary.  The 
complications  of  an  untreated  injury 
may  lead  to  permanent  airway  and 
phonatory  disability  (or  permanent 
tracheotomy),  an  unfortunate  sequel 
to  a Sunday  afternoon  drive.  □ 
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This  issue  carries  no  education  course  listings.  The 
January  issue  contained  a supplement — a com- 
prehensive list  of  education  courses  being  offered  in  all 
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Child  abuse  in  a rural  setting 


JOHN  D.  LLOYD-STILL,  M.D. 
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Hershey 


Information  on  the  incidence  and 
characteristics  of  child  abuse  in  a 
rural  population  is  limited.  The  Child 
Abuse  Prevention  and  Treatment  Act 
was  signed  into  Federal  law  in  1974. 
Under  this  act  the  National  Center  on 
Child  Abuse  and  Neglect  was  estab- 
lished and  authorized  to  make  grants 
to  and  enter  into  contracts  with  public 
agencies  and  nonprofit  private  orga- 
nizations for  demonstration  pro- 
grams and  projects  designed  to  pre- 
vent, identify,  and  treat  child  abuse 
and  neglect.  Among  the  special  target 
groups  who  are  the  subject  of  current 
research  but  are  not  adequately 
served  by  existing  agencies  are  native 
American,  rural,  and  military  families. 
Although  parents  who  abuse  their 
children  come  from  all  ethnic,  geo- 
graphic, religious,  educational,  oc- 
cupational, and  socioeconomic 
groups,  Schmidt  and  Kempe^  have 
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designated  three  high  risk  groups  for 
child  abuse.  These  are:  ‘‘fundamen- 
talist ” religious  groups  whose  mem- 
bers believe  that  God  expects  them  to 
vigorously  punish  their  children;  per- 
sonnel on  military  bases;  the  poor, 
because  of  their  more  frequent  crises 
(especially  unemployment),  over- 
crowding, and  limited  resources. 

The  establishment  of  The  Milton  S. 


Hershey  Medical  Center  in  a semi- 
rural  area  of  central  Pennsylvania  has 
provided  a unique  opportunity  to  ob- 
serve the  ecology  of  child  abuse  and 
neglect,  with  special  reference  to 
some  of  the  specific  areas  referred  to 
above.  This  article  summarizes  our 
experience  to  date.  Recognized  de- 
ficiencies in  our  management  pro- 
tocol have  demonstrated  many  areas 


AGE  IN  YEARS 


Figure  1.  Ages  of  children  seen  with  child  abuse/neglect  at  Hershey  Medical  Center 
1973-75. 
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TABLE  II 

Outcome  of  64  Cases  of  Child  Abuse/Neglect 
Seen  at  the  Hershey  Medical  Center  1973-75 


Cases 

Per  Cent 

Open 

54 

84 

Closed 

10 

16 

Re-injury 

5 

8 

Foster  Home 

12 

19 

Moved  Out  of  State 

10 

16 

Retarded 

12 

19 

Died 

2 

3 

where  preventive  and  rehabilitative 
techniques  need  to  be  improved. 

Material 

Following  are  some  characteristics 
of  children  seen  so  far.  Failure  to 
thrive  accounted  for  36  out  of  64  pa- 
tients (56  percent).  Only  those  pa- 
tients are  included  in  whom  the  fail- 
ure to  thrive  was  considered  to  be 
primarily  on  a psycho-social  basis;  a 
small  percentage  (3  percent)  of  this 
group  resulted  from  deliberate  ne- 
glect and  starvation.  By  far  the  major- 
ity of  cases  were  related  to  a combina- 
tion of  marital  difficulties,  inadequate 
parenting,  and  economic  crises. 
Physically  abused  children  ac- 
counted for  28  out  of  64  (44  percent) 
of  the  children  seen.  Analysis  of  this 
physically  abused  group  includes 
classic  battered  child  syndrome  (5  pa- 
tients), subdural  effusion  (7  patients), 
seizures  (3  patients),  skull  fractures  (5 
patients),  poisonings  (1  patient), 
burns  (1  patient),  abdominal  injury  (1 
patient),  and  soft  tissue  injuries  (12 
patients).  The  ages  of  the  children  are 
shown  in  Figure  1,  wherein  it  is  nota- 
ble that  46  out  of  the  64  children  (72 
percent)  were  under  three  years  of 
age. 

Table  I shows  the  principal  findings 
associated  in  these  cases.  Other  or- 
ganic disorders  were  present  in  17 
out  of  64  (27  percent)  and  included  a 
high  proportion  of  congenital  mal- 
formations (such  as  heart  disease, 
meningomyelocele,  and  various  in- 
testinal abnormalities)  that  resulted 
in  prolonged  periods  of  hospitaliza- 
tion, malnutrition  and  feeding  dif- 
ficulties. Psychiatric  disorders  were 
observed  in  12  out  of  64  families  (19 
percent)  and  predominantly  involved 


TABLE  1 

Associated  Findings  in  64  Patients 
Seen  with  Child  Abuse/Neglect 
Hershey  Medical  Center  1973-75 

Prematurity 

7 

Other  Physical  Disorders 

17 

Psychiatric  Problems 

12 

Drug  Abuse 

6 

long-standing  depression  and  vari- 
ous anxiety  states.  Three  mothers  had 
a documented  puerperal  psychosis.  A 
history  of  adrug  problem  in  oneorthe 
other  parent  was  noted  in  6 out  of  64 
(9  percent)  of  the  families.  The  inci- 
dence of  low  birth  weight  was  1 1 per- 
cent, which  is  the  same  as  the  current 
overall  incidence  in  this  area  of  cen- 
tral Pennsylvania. 

Outcome 

Table  II  shows  that  84  percent  of  the 
patients  are  currently  being  followed 
by  one  or  other  involved  agency;  only 
16  percent  of  the  cases  have  been 
closed.  Twelve  out  of  64  patients  (19 
percent)  were  placed  in  a temporary 
foster  home  where  the  average  length 
of  stay  was  between  3 to  6 months. 
One  infant  was  voluntarily  surren- 
dered for  adoption.  Ten  out  of  64  pa- 
tients (1 6 percent)  moved  out  of  state, 
and  some  of  these  were  lost  to  fol- 
lowup. The  re-injury  rate  was  4 out  of 
64  (6  percent).  One  of  the  children 
re-injured  was,  tragically,  being  fol- 
lowed by  the  local  Child  Welfare 
Agency,  and  the  re-injury  resulted  in 
death.  Twelve  out  of  64  (19  percent) 
had  evidence  of  retardation.  Marked 
deficits  on  the  Denver  Developmental 
Scale  and  other  more  specific  tests  of 
psychological  functioning  were 
demonstrated.  Physical  abnor- 
malities included  hydrocephaly,  mi- 
crocephaly, quadriplegia,  hemip- 
legia, ataxia,  seizures,  blindness,  and 
deafness. 

Figure  2 shows  the  geographic  dis- 
tribution of  the  abused  children  that 
were  referred  to  the  Hershey  Medical 
Center.  Most  of  the  children  from  the 
longer  distances  had  already  been 
admitted  to  their  local  hospital  and 
were  referred  for  specialized  care. 


Most  of  these  referrals  were  for 
neurosurgical  management  of  severe 
head  injuries. 

Management 

Management  of  child  abuse  prob- 
lemsatThe  Milton  S.  Hershey  Medical 
Center  is  the  responsibility  of  the 
Child  Protection  Team.  A rudimentary 
group  was  in  effect  in  1973  but  it  is 
only  in  the  last  year  that  the  effort  has 
become  more  structured.  The  disci- 
plinary composition  of  this  team  is 
shown  in  Figure  3.  The  two  cochair- 
men are  a pediatrician  and  a child 
psychiatrist,  both  directly  responsible 
to  the  medical  policy  board  and  to  the 
dean,  as  chief  of  staff.  The  manage- 
ment team  consists  of  a medical  so- 
cial worker,  a pediatric  resident,  and 
the  nursing  staff. 

The  supervisor  of  one  of  the  local 
county  child  protection  service  agen- 
cies has  been  a permanent  member  of 
the  team  since  its  inception,  while 
another  of  the  same  county’s  case 
workers  pays  a weekly  visit  to  the 
hospital  in  order  to  become  involved 
with  new  clients  from  that  county. 
This  contribution  has  been  of  enor- 
mous value,  in  terms  of  community 
relationships  and  of  leading  to  an  un- 
derstanding of  the  function  of  county 
welfare  departments.  Other  valuable 
input  has,  at  times,  come  from  the 
departments  of  family  and  commun- 
ity medicine,  humanities,  surgery, 
radiology,  etc. 

The  Child  Protection  Team  now 
meets  on  a weekly  basis,  discusses 
any  new  case  that  is  on  the  a- 
genda,  and  provides  a forum  for  fol- 
lowup of  2-3  patients  per  week.  Prior 
to  the  case  conference  the  repre- 
sentatives of  the  local  Child  Welfare 
Department  are  invited  to  participate. 
At  the  case  conference  the  medical 
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Figure  2.  Showing  geographic  distribution  of  child  abuse-neglect  patients  seen  at 
Hershey  Medical  Center  1973-75. 


facts  are  presented  by  the  resident. 
The  social  worker  presents  the  social 
history,  the  psychiatrist  discusses  the 
psychiatric  assessment,  and  the  local 
child  welfare  workers  provide  a sum- 
mary of  the  home  situation  and  their 
provisional  plans  for  management. 
Notification  of  suspected  child  abuse 
or  neglect  is  performed  according  to 
Pennsylvania  state  law.  Followup 
case  conferences  may  include  a vari- 
ety of  other  individuals  concerned 
with  the  care  of  a particular  child, 
such  as  the  visiting  nurse,  public 
health  nurse,  social  work  consultant, 
day  care  nursery  supervisor,  or  other 
social  and  agency  workers  (such  as 
Mental  Health  Mental/Retardation 
personnel)  who  may  have  been  in- 
volved at  other  hospitals  or  agencies 
that  the  child  or  family  have  attended. 
Minutes  of  these  meetings  are  faith- 
fully recorded  for  future  reference. 
Discussion  about  individual  roles,  at- 


titudes, and  learning  from  each  indi- 
vidual case  is  encouraged.  Innovative 
treatment  and  management  propos- 
als are  likewise  frequently  brought  up 
for  discussion.  The  format  of  the 
Child  Protection  Team  conference  is 
thus  constantly  changing  and  evolv- 
ing new  approaches.  Considerable 
information  is  derived  from  the  inpa- 
tient nursing  staff  and  the  child  activ- 
ity specialist  concerning  the  behavior 
of  the  parents  on  the  pediatric  floor, 
where  “rooming-in”  arrangements 
afford  a unique  opportunity  for  ob- 
servation and  modification  of  intra- 
family relationships.  Similar  observa- 
tions of  the  parents’  interaction  with 
other  families  on  the  pediatric  floor 
may  be  important. 

A provisional  plan  of  management 
is  then  formulated  at  the  case  confer- 
ence and  each  involved  individual’s 
responsibilitiesare  identified.  The  fol- 
lowing week  a review  of  the  outcome 


of  the  recommendations  of  the  Child 
Protection  Team  is  discussed,  which 
enables  the  team  to  be  involved  in  the 
followup  of  individual  patients  and 
their  families. 

Discussion 

The  data  presented  on  the  charac- 
teristics of  child  abuse  seen  in  our 
area  of  central  Pennsylvania  reveal 
many  similarities  to  the  experience  in 
other  parts  of  the  country.^  The  se- 
verity of  some  of  the  head  injuries  and 
the  high  incidence  of  mental  retarda- 
tion reflect,  perhaps,  the  fact  that  the 
medical  center  is  principally  a referral 
center  and  would  thus  tend  to  ac- 
cumulate the  most  severely  injured 
children.  The  death  rate  is  similar  to 
that  of  many  other  studies,  as  is  the 
rate  of  re-injury.  The  high  rate  of  mo- 
bility, psychiatric  problems,  inci- 
dence of  other  physical  disorders, 
and  history  of  drug  ingestion  have  all 
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been  reported  previously. 

Our  findings  do  not  show  the  same 
high  incidence  of  premature  infants 
as  is  characteristic  of  most  previous 
studies;®  this  is  surprising,  because 
The  Milton  S.  Hershey  Medical  Center 
is  a principal  neonatal  intensive  care 
center  for  central  Pennsylvania  and  it 
thus  receives  a high  proportion  of 
premature  infants  born  in  the  area. 
This  apparent  discrepancy  could  re- 
flect either  the  fact  that  we  are  miss- 
ing cases,  for  we  know  that  our  pre- 
matures come  from  a wide  area  of 
referral,  or,  perhaps  alternatively,  that 
the  low  incidence  of  abuse  in  our 
premature  infants  is  the  result  of  a 
preventive  program.  Major  counsel- 
ing efforts  of  “anticipatory  guidance’’ 
are  directed  towards  these  families, 
and  various  warning  signs  alert  the 
staff  of  the  neonatal  intensive  care 
unit,  who  then  alert  the  various  agen- 
cies in  the  county  concerned.  Many  of 
the  high-risk  social  factors  in 
neonatal  intensive  care  units  have 
been  enumerated  by  Fanaroff,  et  al.,^ 
who  have  stressed  how  important  it  is 
that  mothers  of  premature  infants 
see,  handle,  and  care  for  their  chil- 
dren while  in  hospital.  Certainly,  con- 


siderable efforts  have  been  made  to 
accomplish  this  ideal  in  our  unit.^ 

The  high  incidence  of  retardation  in 
our  group  (19  percent)  is  a cause  of 
considerable  concern,  for  many  of 
these  children  would  have  been  mis- 
sed had  the  nursing  and  medical  staff 
not  been  alert  to  the  possibility  of 
child  abuse.  The  failure  of  parents  to 
visit  their  hospitalized  infant  or  child 
(in  the  absence  of  legitimate  logistical 
justification)  is  an  important  warning 
sign  that  must  be  and  is  investigated. 
Such  a “visit  deficiency  ” has  been  an 
important  "marker’’  of  abusing  fami- 
lies. 

With  the  exception  of  birth  injuries, 
every  case  of  subdural  hematoma  oc- 
curring in  an  infant  whom  we  have 
seen  in  the  last  two  years  was  related 
to  the  child  abuse-neglect  syndrome. 
When  a skull  fracture  was  present, 
which  was  unusual,  this  injury  was 
usually  proved  to  result  from  direct 
physical  violence.  Most  of  the  other 
casesof  subdural  hematoma  were  the 
apparent  result  of  a whiplash 
injury® — several  parents  described 
how  they  had  shaken  their  child  in  a fit 
of  anger  prior  to  the  onset  of  subdural 
hematoma.  Accordingly  this  seems  to 


be  one  of  the  areas  where  a public 
educational  program  is  indicated  in 
order  to  inform  parents  that  the  prac- 
tice of  shaking  or  tossing  infants  is 
not  without  the  possibility  of  danger- 
ous sequelae. 

Our  data  thus  suggest  that  physical 
abuse  of  children  may  be  a leading 
cause  of  mental  retardation,  espe- 
cially in  those  children  where  specific 
correlates  of  retardation  are  not  de- 
monstrable. It  is  of  interest  that  ob- 
servations of  families  of  children  with 
microcephaly  in  a retarded  institu- 
tion® and  retrospective  studies  of 
microcephalic  children^®  have  dem- 
onstrated that  a significant  number  of 
these  effects  resulted  from  child 
abuse.  The  possibility  that  minor  de- 
grees of  brain  damage  may  be  caused 
by  lesser  degrees  of  physical  abuse 
than  described  here  is  obvious;  our 
evidence  suggests  that  through  such 
abuse  a number  of  children  with  sei- 
zures have  previously  sustained  head 
injuries  leading  to  brain  scarring. 

In  summary,  we  would  like  to  make 
a few  observations  from  our  rather 
limited  experience; 

1.  Child  abuse  (including  both  ne- 
glectand  active  physical  trauma)  is  an 
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extremely  difficult  subject  for  all  con- 
cerned, and  mistakes  have  and  will 
continue  to  be  made.  The  possibility 
of  child  abuse  is  most  likely  to  be  mis- 
sed when  other  physical  disorders, 
such  as  congenital  malformations, 
are  present  or  when  surgical  proce- 
dures are  performed.  Due  attention 
must  be  paid  to  the  child  of  a mother 
with  puerperal  psychosis,  for  lack  of 
followup  of  that  child  can  result  in 
severe  injury  or  re-injury.  The  “clas- 
sic” multiple  long-bone  fractures  of 
child  abuse  may  actually  occur  as  a 
result  of  the  metabolic  disease  of 
prematurity.^  On  other  occasions  the 
reporting  physician  has  confused  the 
relatively  nonspecific  signs  of  child 
abuse  with  those  of  renal  failure. 

2.  The  benefits  of  a nonpunitive 
approach”  are  enormous  and  far 
outweigh  the  risks  of  making  some 
mistakes  with  this  method  of  man- 
agement. This  technique  seems  to 
offer  the  most  potential  benefit  in 
identifying  the  pre-batterer  and  in 
gaining  a family's  confidence  so  that 
they  may  actually  participate  in  a re- 
habilitative program.  Such  a suppor- 
tive attitude  must  be  closely  tied  to 
the  educational  aspects  of  child 
abuse.  Where  severe  physical  abuse 
has  occurred  we  have  worked  closely 
with  child  welfare  case  workers  in  de- 
ciding whether  to  work  through  the 
family  or  through  the  courts  in  the 
efforts  to  seek  safe  placement  for  the 
child. 

3.  A cooperative  relationship  be- 
tween attending  physicians  and  the 
local  Child  Welfare  Department  is  in- 
strumental to  successful  manage- 
ment. Moreover,  it  is  crucial  to  have 
some  idea  of  the  competence  of  case 
workers  and  the  modalities  of  therapy 
that  may  be  available  in  a specific 
county.  Unrealistic  expectations  can 
occur,  especially  where  the  local  case 
worker  has  a heavy  client  case  load. 
Indeed,  this  is  an  area  where  infants 
surveyed  have  experienced  actual  re- 
injury, duetodeficientfollowup.  Poor 
communication  between  the  child 
welfare  agency  and  the  County  Men- 
tal Health/Mental  Retardation  base 
service  unit  obviously  cannot  help  re- 
habilitation, especially  when  the  child 
is  under  the  jurisdiction  of  the  Child 
Welfare  Department,  but  attempts  to 
rehabilitate  the  parents  are  per- 
formed by  another  agency  without 


any  form  of  information  exchange. 
Close  collaboration  between  two 
such  agencies  is  essential  in  dealing 
with  abusing  families. 

4.  Many  physicians  are  still  un- 
aware of  the  problems  of  child  abuse 
and  are  reluctant  to  become  involved 
with  these  families. Meanwhile, 
other  physicians,  such  as  those  in- 
volved in  emergency  medicine,  have 
been  forced  to  become  experts  in  the 
management  of  this  condition.  We 
have  attempted  to  educate  family 
physicians  by  means  of  seminars,  but 
the  most  effective  means  in  the  future 
will  probably  be  through  the  under- 
graduate medical  curriculum.  Medi- 
cal students  at  The  Pennsylvania 
State  University  College  of  Medicine 
now  have  two  hours  of  required  in- 
struction concerning  child  abuse  in 
their  behavioral  science  course  (first 
year),  two  hours  in  their  psychiatric 
course  (second  year),  and  two  hours 
during  their  pediatric  clerkship  (third 
year).  This  new  curriculum  has  re- 
sulted in  a marked  change  in  aware- 
ness and  attitude  of  the  students  and 
residents  concerning  the  importance 
of  this  subject.  It  is  anticipated  that 
peer  pressure  will  probably  be  the 
most  effective  means  for  educating 
those  physicians  who  are  still  igno- 
rant of  or  skeptical  about  the  possibil- 
ity of  child  abuse. 

5.  The  enormous  time  involved  in 
dealing  with  this  subject  cannot  be 
overstressed. Much  has  been  writ- 
ten about  the  emotional  involvement 
of  personnel  involved  with  abusing 
families, but  we  find  that  much  of 
this  personal  turmoil  is  removed  by 
the  establishment  of  the  Child  Protec- 
tion Team.'’'*  The  enormous  time 
commitment  that  must  be  devoted  to 
these  families  may  well  be  a far  more 
important  reason  for  the  current  ap- 
parent lack  of  physician  interest  or 
involvement  than  is  any  fear  of  liabil- 
ity for  their  actions.  Moreover,  this 
time  commitment  required  to  help 
these  families  is  probably  far  greater 
than  any  mono-disciplinary  profes- 
sional group  can  provide,  be  they 
psychiatrists,  pediatricians,  nurses, 
police,  orsocial  workers.  Fortunately, 
the  recent  findings  from  Denver  have 
already  shown  that  surrogate 
mothers  can  be  as  effective  as  psy- 
chiatrists, or  probably  other  health 
professionals,  in  rehabilitating  these 


families. The  frightening  dimen- 
sions of  the  problems  of  child  abuse, 
the  huge  expenditures  of  money  and 
time  required  would  all  seem  to  indi- 
cate that  support  for  community- 
based  voluntary  programs,  hot  lines, 
and  organizations  such  as  “Parents 
Anonymous  ” are  those  modalities 
that  should  be  increasingly  utilized  in 
the  future. 

6.  A program  of  education  con- 
cerning child  abuse  should  be  di- 
rected away  from  the  punitive  ap- 
proach and  toward  increased  discus- 
sion and  communication  among  ac- 
tual and  potentially  abusing  parents 
by  such  techniques  as  group  therapy. 
Educational  use  of  all  mass  media, 
including  the  press,  radio,  and  televi- 
sion, should  be  supported.  Increasing 
education  of  the  professions,  includ- 
ing teachers,  school  nurses, 
emergency  room  staff,  and  all  other 
personnel  involved  in  the  health  pro- 
fessions, should  go  hand  in  hand  with 
education  of  the  public.  □ 
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Leiomyosarcoma  of  the  kidney — a case  report 


DONALD  M.  SLEDZ,  M.D. 
Alientown 


Leiomyosarcoma,  although  the 
most  common  of  renal  sarcomas, 
occurs  with  extreme  rarity.  Only  46 
well  documented  cases  are  found  in 
an  extensive  review. 

A malignant  tumor  arising  from 
smooth  muscle,  the  clinical  presenta- 
tion is  usually  identical  to  that  of  renal 
cell  carcinoma:  mass,  flank  pain,  and 
hematuria. 

Report  of  a case 

A 59  year  old  white  female  was  ad- 
mitted to  Muhlenberg  Medical  Center 
with  left  flank  pain  and  gross  painless 
hematuria  of  four  days’  duration. 

Past  medical  history  was  unre- 
markable. 

Physical  examination  was  within 
normal  limits  except  for  moderate 
obesity.  Complete  blood  count, 
SMA-12,  and  chest  x-ray  were  normal. 


Figure  1.  Selective  arteriogram  show- 
ing lesions  of  upper  pole. 


Urinalysis  showed  countless  RBCs 
with  many  WBCs.  Urine  culture 
yielded  50,000  colonies  of  E.  coli 
which  was  treated  with  appropriate 
antibiotic. 

An  intravenous  pyelogram  showed 
poor  visualization  of  the  left  upper 
pole  calyx.  Left  retrograde,  per- 
formed 4 days  after  admission, 
showed  lateral  deviation  of  the  upper 
pole  calyx  and  probable  filling  defect 
approximately  2V2  to  3 cm  in  diameter 
in  the  upper  pole. 

Cne  week  after  admission  selective 
renal  arteriography  showed  a moder- 
ately vascular  lesion,  with  numerous 
small  irregular  vessels,  occupying 
approximately  one-half  of  the  upper 
pole  of  the  left  kidney.  Four  days  later 
a radical  nephrectomy  was  ac- 
complished without  incident.  The  pa- 
tient did  well  postoperatively  and  was 
discharged  from  the  hospital  on  the 
tenth  postoperative  day. 

Examination  of  the  gross  specimen 
showed  the  kidney  to  be  1 6 x 6 x 6 cm 
and  weighing  180  grams.  Cne-half  of 
the  upper  pole  showed  the  yellow- 
white  firm  lobular  tumor  which  did 
not  grossly  penetrate  the  capsule  or 
renal  pelvis. 

Microscopic  exam  showed  a layer 
of  cortex  below  which  was  noted  a 
tumor  consisting  of  interlacing  bun- 
dles of  elongated  cells  with  hyper- 
chromatic  irregular  nuclei.  Micro- 
scopically the  tumor  did  not  extend 
through  the  cortex  or  the  pelvic  mu- 
cosa. The  histologic  diagnosis  was 
leiomyosarcoma. 


Dr.  Sledz  is  in  private  urological 
practice  in  Allentown.  Among  his 
interests  is  the  study  of  the  history 
of  medicine  as  portrayed  in  art. 


Leiomyosarcoma  of  the  kidney  has 
been  found  in  all  age  groups,  occur- 
ring most  frequently  in  the  fourth 
decade.'*  The  incidence  in  women  is 
double  that  of  men.  Flank  mass  pain 
and  hematuria  were  present  in  a 
majority  of  the  cases  reviewed.  Sur- 
vival time  appears  to  be  poor  with  re- 
currence or  metastasis  occurring 
after  apparent  adequate  removal  of 
localized  tumor.  □ 
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Figure  2.  High  power  view  of  tumor 
showing  bundles  of  muscle  cells  and 
mitotic  activity. 
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Case  report 


Ruptured  cavernous  hemangioma  of  the  liver 

JOSEPH  W.  STAYMAN,  JR.,  M.D.,  F.A.C.S. 

HARRY  S.  POLSKY,  M.D. 

LOUIS  BLAUM,  M.D. 

Philadelphia 


Dr.  Stayman  is  director  of  the  de- 
partment of  surgery  for  Chestnut 
Hill  Hospital  and  clinical  professor 
of  surgery  for  Jefferson  Medical 
College.  Dr.  Blaum  is  currently  a 
third  year  resident  in  general 
surgery  at  Thomas  Jefferson  Uni- 
versity Hospital.  Dr.  Polsky  was 
chief  resident  in  surgery  at  Jeffer- 
son and  is  currently  a major  in  the 
United  States  Army  at  Fort  McClel- 
lan, Alabama.  The  authors  wish 
to  acknowledge  Mr.  Richard 
Malinsky,  Philadelphia,  who  de- 
signed the  figures. 


Hemangiomas  are  the  most  com- 
mon benign  tumors  of  the  liver, ^ 
but  they  rarely  grow  large  enough  to 
become  symptomatic  or  pose  a threat 
of  rupturing.  Spontaneous  rupture  of 
cavernous  hepatic  hemangiomas 
carries  a high  mortality  in  the  adult.® 
Since  these  tumors  receive  their 
blood  supply  solely  from  the  hepatic 
artery,^-®  the  introduction  of  hepatic 
artery  ligation®-"*  has  proved  a safe 
technique  in  the  management  of  ex- 
sanguinating hepatic  hemorrhage. 

Case  report 

A 29  year  old  Caucasian  male  was 
brought  to  the  emergency  room  of  the 
Chestnut  Hill  Hospital  complaining  of 
weakness  and  abdominal  pain  follow- 
ing minor  trauma  to  his  right  lower 
lateral  thorax. 

Vital  signs  were  blood  pressure  of 
60/0  in  the  right  arm  supine  with  a 
pulse  of  140/min.  The  abdomen  re- 
vealed diffuse  tenderness  with  full- 
ness to  palpation  and  rebound  in  the 
right  upper  quadrant.  Auscultation  of 
the  lungs  revealed  decreased  breath 
sounds  at  the  right  base.  The  initial 


Figure  1.  Point  of  impact  with  superim- 
posed thoraco-abdominal  incision. 


impression  was  hypovolemic  shock 
secondary  to  traumatic  rupture  of  the 
liver. 

The  patient  was  taken  to  the  operat- 
ing room  where  the  abdomen  was 
explored  through  a right  paramedian 
incision.  Four  thousand  cc  of  in- 
traperitoneal  blood  and  clot  were 
evacuated,  revealing  a large  amount 
of  brisk  bleeding  from  beneath  the 
right  diaphragm.  Manual  tampo- 
nade with  packs  was  placed  over  the 
liver  in  the  general  area  while  the 
hepatoduodenal  ligament  was  iso- 
lated and  controlled  with  a vascular 
clamp.  This  afforded  adequate 
hemostasis.  The  incision  was  ex- 
tended into  a right  thoraco- 
abdominal incision  through  the 
eighth  interspace.  (Figure  1)  The  tri- 
angularligamentof  the  right  lobe  was 
then  divided  so  that  the  liver  could  be 
retracted  medially.  A large  saucerized 


area,  spongy  in  consistency  and  with 
a large  rent  in  its  central  portion, 
could  then  be  visualized  in  the 
posterior-lateral  segment  of  the  right 
lobe.  The  area  measured  approxi- 
mately 1 2 X 1 4 cm.  With  release  of  the 
hepatoduodenal  ligament,  the 
saucerized  area  filled  like  a balloon 
and  began  bleeding  from  its  central 
rent.  (Figure  2)  The  hepatoduodenal 
ligament  was  reoccluded  and  the 
right  hepatic  artery  was  dissected 
free  and  ligated.  A sublobar  resection 
of  this  area  was  carried  out.  The  bed 
of  the  liver  was  closed  with  interlock- 
ing 0-chromic  sutures.  (Figure  3) 
Large  Penrose  drains  were  placed  in 
the  area  of  resection,  the  subphrenic 
and  subhepatic  spaces.  Two  No. 30 
Argyl  chest  tubes  were  placed  in  the 
right  pleural  cavity. 

The  patient’s  postoperative  course 
was  uneventful  and  he  was  dis- 
charged on  the  tenth  postoperative 
day.  No  evidence  of  hepatic  insuffi- 
ciency was  noted  in  this  patient  fol- 
lowing hepatic  artery  ligation. 

Microscopy  of  the  resected  speci- 
men revealed  a completely  resected 
giant  cavernous  hemangioma.  (Fig- 
ure 4)  □ 
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Figure  2.  The  approximate  size  and 
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Figure  4.  Microscopic  section  of  re- 
sected giant  cavernous  hemangioma 
showing  numerous  papillary  in  foldings 
forming  potential  blood-containing 
spaces.  Endothelial  lining  of  fibrous 
septa.  Tumor  present  immediately  be- 
neath hepatic  capsule. 
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Rogers  D.  McLane,  M.D.,  Family  Practice,  2045  State  St.,  East 
Petersburg  17601 
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R.  Craig  Nielson,  M.D.,  Family  Practice,  736  High  St.,  Williamsport 
17701 


PHILADELPHIA  COUNTY: 

Ross  A.  Abrams,  M.D.,  Internal  Medicine,  578  Maloney  Hosp., 
Univ.  of  Pennsylvania,  Philadelphia  19104 
Samir  K.  Balias,  M.D.,  Internal  Medicine,  1015  Walnut  St.,  Rm. 
719,  Philadelphia  19107 

Allan  Brooks,  M.D.,  Psychiatry,  Elkins  Park  House,  Elkins  Park 
19117 

Daniel  J.  Colombi,  M.D.,  Obstetrics  and  Gynecology,  2301  S. 
Broad  St.,  Philadelphia  19148 

Anthony  J.  Dekasperis,  M.D.,  General  Surgery,  6813  N.  7th  St., 
Philadelphia  19126 

Jeffrey  W.  Dubb,  M.D.,  Internal  Medicine,  2110  Locust  St., 
Philadelphia  19103 


John  L.  Esterhai,  Jr.,  M.D.,  Family  Practice,  PSC  Box  23547,  APO, 
San  Francisco,  CA  96230 

John  E.  Fryer,  M.D.,  Psychiatry,  138  Walnut  Ln.,  Philadelphia 
19144 

David  Getson,  M.D.,  Family  Practice,  212  Farwood  Rd.,  Philadel- 
phia 19151 

Ronald  S.  Glick,  M.D.,  Family  Practice,  Albert  Einstein  Med.  Ctr., 
York  and  Tabor  Rds.,  Philadelphia  19141 

Julieta  D.  Grosh,  M.D.,  General  Surgery,  3401  N.  Broad  St., 
Philadelphia  19140 

John  A.  Kastor,  M.D.,  Internal  Medicine,  3400  Spruce  St., 
Philadelphia  19104 

David  A.  Katz,  M.D.,  Family  Practice,  1600  Garrett  Rd.,  B300, 
Upper  Darby  19082 

Kyu-Jin  Kim,  M.D.,  Pathology,  126  Myrtle  Ave.,  Havertown 

Leonard  J.  Kryston,  M.D.,  Internal  Medicine,  Hopkinson  House, 
3102,  Philadelphia  19106 

Michael  D.  Levin,  M.D.,  Pediatrics,  2726  Holme  Ave.,  Philadelphia 
19152 

Raymond  Lohier,  M.D.,  General  Surgery,  1411  N.  76th  St.,  Apt.  9C, 
Philadelphia  19151 

Usha  S.  Marfatia,  M.D.,  Internal  Medicine,  1900  Park  Ave.,  B23, 
Cornwells  Heights  19020 

Jay  R.  Moore,  M.D.,  Internal  Medicine,  5 Washington  Sq.,  Apt. 
3108,  Philadelphia  19106 

Charles  W.  Nichols,  M.D.,  Ophthalmology,  Hosp.  of  Univ.  of 
Pennsylvania,  Philadelphia  19104 

Lindsay  L.  Pratt,  M.D.,  Otolaryngology,  1025  Walnut  St.,  Philadel- 
phia 19107 

Charles  R.  Reed,  M.D.,  Pediatrics,  5 Washington  Sq.,  Apt  3108, 
Philadelphia  19106 

Ramsis  H.  Salama,  M.D.,  Physical  Medicine/Rehabilitation,  515 
W.  Chelten  Ave.,  Apt  209,  Philadelphia  19144 

Melvin  L.  Turner,  D.O.,  Family  Practice,  3400  Spruce  St.,  Rad. 
Dept.,  Philadelphia  19104 

Michael  F.  Whitworth,  M.D.,  Urology,  664  Bethlehem  Pike,  Flour- 
town  19031 

WARREN  COUNTY: 

Julius  W.  Berta,  M.D.,  Radiology,  1030  E.  5th  Ave.  Ext.,  Warren 
16365 

Stanley  J.  Sivak,  M.D.,  Family  Practice,  R.D.1 , Box  61 , Brown  Hill 
Rd.,  Youngsville  16371 

YORK  COUNTY: 

Gary  M.  Cummins,  M.D.,  Family  Practice,  124  Oak  Ridge  Dr.,  York 

17402 

Scott  M.  Dehart,  M.D.,  Family  Practice,  337B  Brentwood  Dr.,  York 

17403 

Bruce  A.  Ellsweig,  M.D.,  Family  Practice,  York  Hosp.,  FPO,  York 
17405 

Paul  F.  Emery,  M.D.,  Family  Practice,  179  Reynolds  Mill  Rd.,  York 
1 7403 

Wayne  A.  Hale,  M.D.,  Family  Practice,  York  Hosp.,  FPC,  York 
17405 

James  W.  Hofmann,  M.D.,  General  Surgery,  221  Potomac  Ave., 
Hanover  17331 

Charles  E.  Letocha,  M.D.,  Ophthalmology,  143  Fitzgerald  Dr., 
Travis  Air  Force  Base,  CA  94535 

Cedric  W.  McClinton,  M.D.,  Family  Practice,  R.D.1,  Fox  Spring 
Farm,  Dallastown  17313 

Lawrence  A.  Virgilio,  M.D.,  Pathology,  York  Hosp.,  Pth.  Dept., 
York  17405 

Ming-Der Wong,  M.D.,  Internal  Medicine,  1260GlendaleRd.,  York 
17403 

Paul  T.  Yoder,  M.D.,  Family  Practice,  1001  S.  George  St.,  York 
17402 
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PHYSICIANS  WANTED 

Excellent  Group  Practice  Opportunities  for  primary 
care  physicians,  medical,  surgical  specialists,  pediatri- 
cians, psychiatrists,  dermatologists  in  beautiful  univer- 
sity community  with  hospital  privileges  available.  Con- 
tact Indiana  Medical  Center,  Heatherbrae  Square,  In- 
diana, PA  15701 ; telephone  (412)  465-2056. 

Emergency  Physicians — A multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi- 
tion to  full-time  emergency  physicians,  a physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au- 
tonomy in  its  member  physicians.  Financial  arrange- 
ments are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi- 
cians are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart- 
ment 650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Psychiatrists,  Physicians  with  Psychiatric  Experience 

— Mental  hospital  in  metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  resort 
area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Pennsylvania  license  required.  Contact:  Henry 
Buxbaum,  M.D.,  Superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411.  Telephone:  (717) 
586-201 1 . 

Pediatrician — Needed  in  College  town  with  drawing  popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80. 
Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
minstrator.  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Camp  Physician — July-August  for  2,  4 or  8 week  period. 
NE  Pennsylvania,  family  accommodations,  private  lake, 
tennis,  et  al.  2 RNs.  Write  Camp  Wayne,  633  Barnard  Ave., 
Woodmere,  NY  11598;  (516)  295-5544. 

Emergency  Physicians — 200  bed  general  hospital  in  uni- 
versity community.  Two  required  to  complete  group  of  5. 
Pa.  License.  Salary  high  competitive.  Contact:  William  B. 
Yeagley,  M.D.,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701;  (412)  463-0261. 

Ophthalmologist — Needed  in  College  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
All  foreign  graduates  must  have  a permanent  immigrant 
visa.  Guarantee  negotiable.  Contact:  Mr.  J.  A.  Colaizzi, 


Administrator,  Grove  City  Hospital,  Grove  City,  PA  16127; 
phone  (412)  458-7132. 

Physicians  Wanted  ($25,000  and  up) — Polk  State  School 
and  Hospital  has  positions  available  for  licensed  physi- 
cians. The  school  is  located  about  85  miles  north  of 
Pittsburgh  in  Venango  County.  It  has  a number  of  colleges 
within  easy  driving  distances.  Excellent  skiing,  camping, 
hunting,  fishing,  and  other  outdoor  sports  are  readily 
available.  For  more  information  contact  Mr.  Young  in  the 
Personnel  Office  at  (814)  432-3171,  extension  216. 

General  Surgeon — Needed  in  College  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
All  foreign  graduates  must  have  a permanent  visa.  Guar- 
antee negotiable.  Contact:  Mr.  J.  A.  Colaizzi,  Adminis- 
trator, Grove  City  Hospital,  Grove  City,  PA  16127;  phone 
(412)  458-7132. 

Emergency  Room  Physician — Permanent  appointment, 
40  hour  week.  Department  has  complete  M.D.  coverage  7 
days  a week,  24  hours  a day.  Three  other  M.D.s  to  share 
assignment  under  a Director.  Full  Pennsylvania  license. 
Call  Administrator  or  Dr.  Habboushe,  Chestnut  Hill  Hospi- 
tal, (215)  242-1000. 

A 200  bed  Western  Pennsylvania  hospital  seeks  a board 

eligible  or  board  certified  ophthalmologist.  Newly  de- 
signed ophthalmological  office  facilities  available.  Con- 
tact: Administrator,  The  Greenville  Hospital,  110  N.  Main 
St.,  Greenville,  PA  16125. 

Pennsburg,  Pennsylvania — Suburban  Philadelphia 
Area — in  great  need  of  a physician.  Modern  office  avail- 
able immediately.  (215)  679-5393;  (215)  723-9688. 

Emergency  Room  Physician  to  complete  group  in  re- 
cently completed  modern  emergency  room  suite  with 
chopper  pad.  Excellent  compensation  includes  malprac- 
tice coverage.  Service  area  of  approximately  50,000  popu- 
lation with  excellent  school  system  from  kindergarten 
through  4 area  colleges.  Cultural  and  recreational  ac- 
tivities include  hunting  and  fishing.  Major  metropolitan 
areas  including  New  York,  Philadelphia,  and  Pittsburgh 
within  3 to  5 hours  commuting  distance.  Contact  A.W. 
Speth,  Administrator,  Lock  Haven  Hospital,  Lock  Haven, 
PA  17745.  Call  collect  (717)  748-7721. 

Orthopedic  Surgeon — Needed  in  College  town  with  draw- 
ing population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
ministrator, Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 


Pennsylvania  Medicine,  March  1976 


67 


Emergency  Department  Physician — M.D.  or  D.O.,  Penn- 
sylvania licensed.  Modern  JCAH  accredited  250  bed  hos- 
pital in  Central  Pennsylvania.  Fourth  physician  needed  by 
May  15, 1976,  to  round  out  current  staff  of  three.  Excellent 
financial  and  fringe  benefits.  Administrator,  Lewistown 
Hospital,  Lewistown,  PA  17044;  telephone  (717)  248-541 1 . 

House  Physician — Full  time  with  Pennsylvania  license  for 
100  bed  suburban  hospital.  Position  is  opening  as  of  April 
1, 1976.  Salary  $31 ,700  per  year.  Excellent  employee  bene- 
fit program  including  paid  malpractice  insurance.  Please 
contact:  Administration  Office,  Haverford  General  Hospi- 
tal, 2000  Old  West  Chester  Pike,  Havertown,  PA  19083; 
(215)  449-0900,  ext.  201.  An  Equal  Opportunity  Employer. 

Family  Physicians — Openings  in  areas  of  medical  care  in 
a large  psychiatric  hospital  which  is  fully  integrated  with 
community  agencies,  hospitals,  and  base  service  units. 
Conveniently  located  near  city  of  Pittsburgh.  Accredited 
by  J.C.A.H.  and  meets  standards  for  Medicare,  Medicaid, 
and  Medical  Assistance.  Salaries  range  to  $28,577  with 
excellent  fringe  benefits  including  opportunities  for  con- 
tinuing medical  education.  Pennsylvania  license  required. 
Contact  Dr.  F.C.  Wagenseller,  Director  of  Medical  Serv- 
ices, Mayview  State  Hospital,  Bridgeville,  PA  15017; 
(412)  343-2700. 

House  Staff  Physician — 280  bed  accredited  hospital 
seeks  Pennsylvania  licensed  physician  for  40  hours  per 
week  plus  two  nights  per  week.  Located  in  the  beautiful 
suburbs  of  Philadelphia.  Paid  malpractice  insurance, 
pension  plan,  hospitalization,  sick  leave,  vacation,  disabil- 
ity insurance  and  other  attractive  benefits.  $28,500  per 
year.  Call  or  write  T.  A.  Harrington,  Administrator,  Holy 
Redeemer  Hospital,  Meadowbrook,  PA  19046;  (215)  947- 
3000. 

Florida  Gulf  Coast — Unique  private  practice  opportunities 
and  hospital  staff  memberships  immediately  available  in 
Tampa-St.  Petersburg,  the  state’s  fastest-growing  metro- 
politan area.  Florida’s  largest  community  hospital  de- 
velopment and  management  firm  seeks  curriculum  vitae 
from  primary  care  physicians — family  medicine,  general 
practice,  internal  medicine — and  specialists  in  plastic 
surgery,  otolaryngology,  neurosurgery,  gynecology, 
anesthesiology,  ENT,  and  physical  and  rehabilitative  med- 
icine. Call  collect  (813)  381-8000  or  write  to  Medical  Affairs 
Department,  MEDFIELD  CORPORATION,  1609  Pasadena 
Ave.  S.,  St.  Petersburg,  FL  33707. 

Pennsylvania — Emergency  Physician  to  complete  6 man 
department.  Background  in  emergency  care,  family  prac- 
tice, medicine  orsurgery.  New  modern  ED;  600  bed  hospi- 
tal; congenial  group.  Community  of  130,000;  clean  envi- 
ronment; good  schools;  5 colleges;  cultural  advantages; 
low  crime  rate;  favorable  taxes.  Malpractice  insurance;  42 
hour  week;  1 month  off;  salary  competitive.  Send  CV. 
Director  of  Medical  Affairs,  Saint  Vincent  Health  Center, 
Erie,  PA  16512. 

Pennsylvania-Great  Pocono  Northeast — 300,000  popula- 


tion, needs  internist,  specialty  rheumatology;  tremendous 
potential.  No  competition.  Private  practice  plus  full  time 
position  with  comprehensive  rehabilitation  complex.  Man 
(or  Ms.)  for  all  seasons — golf,  fishing,  hunting,  skiing. 
God’s  Country.  Contact  George  T.  Walters,  President,  Al- 
lied Services,  Scranton,  PA  18508;  (717)  346-8411. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital.  Affiliated  with  approved  general  hospital  for  all 
medical  and  surgical  treatment  as  required.  $22,351  to 
$29,869  and  liberal  fringes.  Limited  housing  possible. 
Pennsylvania  license  required.  Robert  L.  Gatski,  M.D.,  Di- 
rector, State  Hospital,  Danville,  PA  17821. 

Physicians — Local  and  East  Coast  opportunities  in  all 
specialties  including  E.R.,  Family  Practice,  and 
Psychiatry.  For  specific  information  contact  The  Health 
and  Science  Center,  1930  Chestnut  St.,  Suite  2102, 
Philadelphia,  PA  19103;  telephone  (215)  567-5680. 

House  Staff  Physicians — 352  bed  fully  accredited  hospital 
in  northeast  Philadelphia  seeks  full  time  Pennsylvania 
licensed  physicians.  Scheduled  5 days  with  rotation  on 
weekends.  Attractive  fringe  benefits  including  paid  mal- 
practice insurance,  health  and  accident  plan,  life  insur- 
ance, sick  leave,  vacation,  major  medical  plan,  and  other 
attractive  benefits.  Salary  $28,000  per  year,  positions 
available  7/1/76.  Contact  Sister  M.  Salvatore,  Nazareth 
Hospital,  2601  Holme  Ave.,  Philadelphia,  PA  19152;  (215) 
331-8000. 

Full  Time,  Board  Certified  or  Board  Eligible  Anes- 
thesiologist to  join  established  department.  Competitive 
salary,  paid  malpractice.  No  OB.  Small  Community  Hospi- 
tal. Write  Department  707,  PENNSYLVANIA  MEDICINE,  20 
Erford  Rd.,  Lemoyne,  PA  17043. 


POSITIONS  WANTED 

Director  of  Medical  Education/Medical  Director  position 
sought  by  former  Chief  Medical  Education,  U.S.  Army, 
also  experienced  medical  director.  Board  Certified  sur- 
geon, M.S.  in  health  administration.  (215)  376-7013. 

Cardiologist — 33,  ABIM,  university  trained  in  all  invasive 
and  non  invasive  techniques,  desires  position  in  Philadel- 
phia area.  Available  July  1976.  Write  Department  692, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Emergency  Physician — Experienced  with  full  time  EM 
courses,  1975,  1976.  Consider  part  time  additional  work 
Philadelphia  area  or  full  time  new  assignment  elsewhere. 
Write  Department  705,  PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

Radiologist,  Board  Certified — Experienced  in  diag.,  ther- 
apy and  nuclear  medicine,  seeks  hospital  or  group  prac- 
tice. Available  on  short  notice.  Write  Department  706, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 
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Female  M.D. — Wife  of  physician,  with  experience  in  anes- 
thesia, pending  of  ECFMG  result,  desires  position  in 
Philadelphia  (Germantown  and  vicinity  if  possible),  with 
free  weekend,  forty  hour  week.  Write  Department  704, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Physician’s  Assistant — 26,  to  graduate  June  1976  from 
A.M.A.  approved  program.  Second  year  clinical  training  at 
Cleveland  Clinic.  Highly  motivated,  desires  opportunity  in 
primary  care  setting.  Resume  on  request.  Write  Depart- 
ment 703,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  PA  17043. 


FOR  SALE 

Institutionally  Zoned  Parcel  of  3 Acres-Plus — In  Warmin- 
ster Township,  Bucks  County.  Ideally  situated  for  medical 
clinic,  nursing  or  convalescent  home.  Contact:  Glen-Mont 
Realty  Co.,  104  Keswick  Ave.,  Glenside,  PA  19038;  or  call 
(215)  886-4730. 

Office  and  Reai  Estate  For  Saie — Suburban  Philadelphia. 
Nutrition  and  Weight,  M.D.  Retiring  after  20  years.  Lavish 
offices,  labs,  and  waiting  rooms.  Living  quarters  upper 
floors  with  separate  entrance.  Off  street  parking  for  9 cars, 
2 car  garage.  All  physical  property  in  “mint  ” condition. 
Attractively  priced  (reduced)  at  less  than  annual  gross.  A 


real  opportunity  for  certain  success.  Edward  L.  Noyes  & 
Co.,  Inc.,  Commercial  Department,  Swarthmore,  PA 
19081;  (215)  544-5500. 

Philadelphia  Physician’s  Office — With  street  level  en- 
trance to  waiting  room,  consult  room  and  three  treatment 
rooms  (furnished).  Orthopedist  retiring.  Upper  2 floors 
residence,  40  ft.,  living  and  dining  room,  breakfast  room, 
kitchen,  4 bedroom,  garage.  Contact:  P.  W.  Romanow, 
M.D.,  623  E.  Allegheny  Ave.,  Philadelphia,  PA  19134;  (215) 
739-6363. 

Internist  Retiring  for  Health  Reasons — Currently  occupy- 
ing well  equipped  office  in  convenient  downtown 
Pittsburgh  area,  in  building  housing  other  physicians  and 
ancillary  facilities.  Will  consider  selling  equipment  as 
needed:  x-ray  screen,  air  conditioners,  ECG  Cambridge 
VS  III  machine,  emergency  oxygen  apparatus,  filing 
cabinets  etc.  Please  communicate  to  Department  702, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  EEG,  EKG, 
x-ray,  and  other  electronic  equipment.  Will  install  and 
remove  x-ray  equipment.  Walker  Electronics,  117  Sylvan 
Terrace,  Harrisburg,  PA  17104;  telephone  (717)  238-1369. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at 

• Rowland  W.  Bachman,  Allentown ; University  of  Penn- 
sylvania School  of  Medicine,  1919;  age  80;  died  January 
14,  1976.  He  was  on  the  staffs  of  Allentown  and  Sacred 
Heart  Hospitals,  the  Cedarbrook  and  Muhlenberg  Medical 
Centers.  He  was  president  of  the  Lehigh  County  Medical 
Society  1948-52,  a diplomate  of  the  National  Board  of 
Medical  Examiners,  and  a fellow  of  the  International  Col- 
lege of  Surgeons.  His  wife,  a daughter,  a son,  David  S. 
Bachman,  M.D.,  and  a sister  survive  him. 

• Paul  A.  Bishop,  Philadelphia;  University  of  Pennsyl- 
vania School  of  Medicine,  1906;  age  79;  died  January  6, 
1976.  He  was  former  chief  of  the  radiology  department  in 
the  Pennsylvania  Hospital  and  the  Delaware  County  Me- 
morial Hospital,  past  president  and  treasurer  of  the 
Philadelphia  Roentgen  Ray  Society,  past  vice  president  of 
the  American  Roentgen  Ray  Society.  A fellow  of  the 
Philadelphia  College  of  Physicians  and  the  American  Col- 
lege of  Radiology,  he  was  a guest  lecturer  at  the  University 
of  Pennsylvania  School  of  Medicine  from  1932-57,  and 
professor  of  radiology  1955-56.  His  wife  and  a brother 
survive  him. 

• Willis  T.  Blair,  Windber;  Jefferson  Medical  College, 
1951 ; age  54;  died  December  4,  1975.  He  headed  the  de- 
partment of  surgery  at  Windber  Hospital.  His  wife,  seven 
children,  two  sisters,  and  one  brother  survive  him. 

• Jacob  Bodenger,  Huntingdon  Valley;  University  of 
Pennsylvania  School  of  Medicine,  1934;  age  67;  died 
January6, 1976.  He  wasageneral  practitionerfor41  years. 
He  issurvived  by  his  wife,  three  daughters,  three  brothers, 
and  a sister. 

• Louise  G.  Brecht,  Erie;  Women’s  Medical  College, 
1926;  age  78;  died  December  9, 1975.  Information  regard- 
ing survivors  is  unavailable. 

• John  J.  Brzoza,  New  Castle;  Hahnemann  Medical  Col- 
lege, 1944;  age  56;  died  January  9,  1976.  He  was  on  the 
staffs  of  St.  Francis  and  Jameson  Memorial  Hospitals.  His 
wife,  three  sons,  three  daughters,  and  three  sisters  survive 
him. 

• Karl  A.  Dresen,  Allentown;  Friedrich  Wilhelms  Univer- 
sity, Bonn,  Germany,  1953;  age  48;  died  January  12, 1976. 
He  was  largely  responsible  for  the  establishment  of  the 
Allentown  area’s  first  hemodialysis  center  at  Allentown 
Hospital  and  the  organization  of  a home  training  program 
for  kidney  patients.  He  taught  hemodialysis  in  the  inten- 
sive care  courses  of  the  area’s  regional  medical  program, 
was  a member  of  the  board  of  directors  of  the  Lehigh 
Valley  Kidney  Foundation,  and  past  president  of  the 
Lehigh  Valley  Diabetes  Association.  He  is  survived  by  his 
wife,  a daughter,  two  sons,  and  a brother. 

• Earnest  F.  Getto,  DuBois;  University  of  Kansas  School 
of  Medicine,  1936;  age  65;  died  January  5,  1976.  Former 
chief  of  surgery  at  DuBois  Hospital,  he  was  a fellow  of  the 
American  College  of  Surgeons,  International  College  of 
Surgeons,  and  the  American  College  of  Emergency 
Physicians.  His  wife,  a son,  a daughter,  two  sisters,  and  a 
brother  survive  him. 


time  of  death. 

• Sara  A.  Hall,  Muncy;  Women’s  Medical  College,  1925; 
age  78;  died  November  25,  1975.  Information  regarding 
survivors  is  unavailable. 

• David  O.  Helms,  Bethlehem;  Jefferson  Medical  Col- 
lege, 1936;  age  67;  died  December  30, 1975.  His  wife,  two 
sons,  one  of  whom  is  Joseph  M.  Helms,  M.D.,  a daughter, 
Vida  Beaven,  M.D.,  a brother,  and  a sister  survive  him. 

• James  G.  Jackman,  Berrington,  Illinois;  University  of 
Iowa  College  of  Medicine,  1936;  age  65;  died  December 
29,  1975.  Two  sons,  a daughter,  and  a sister  survive  him. 

• Richard  S.  Jones,  Reading;  Hahnemann  Medical  Col- 
lege, 1955;  age  47;  died  December  20,  1975.  His  wife, 
mother,  brother,  and  a son  survive  him. 

• H.  Randle  Kauders,  Philadelphia;  Medico-Chirurgical 
College,  1911;  age  88;  died  January  8, 1976.  He  practiced 
medicine  for  63  years  and  was  on  the  staff  of  Germantown 
Hospital  for  40  years.  He  was  honored  in  1 961  by  the  State 
Society  for  50  years  of  medical  service.  His  wife,  a son,  and 
a daughter  survive  him. 

• Marshall  Kerry,  Reading;  Jefferson  Medical  College, 
1929;  age  70;  died  December  11,  1975.  He  had  been  chief 
of  anesthesiology  at  the  Reading  Hospital  since  1950.  His 
wife  and  a son  survive  him. 

• Theodore  L.  Mercer,  Avondale;  Hahnemann  Medical 
College,  1933;  age  68;  died  December  13,  1975.  He  was 
former  president  of  the  Avondale  Board  of  Health,  physi- 
cian for  several  area  schools,  and  on  the  staff  of  Commun- 
ity Memorial  Hospital,  West  Grove,  Wilmington  Medical 
Center,  Wilmington,  and  Chester  County  Hospital,  Ches- 
ter. His  wife  and  three  children  survive  him. 

• Holbert  J.  Nixon,  Uniontown;  Jefferson  Medical  Col- 
lege, 1914;  age  85;  died  December  7, 1975.  He  was  former 
chief  of  obstetrics  in  Uniontown  Hospital  and  had  prac- 
ticed medicine  for  57  years.  Specific  information  regard- 
ing survivors  is  unavailable. 

• Ellsmer  L.  Piper,  Pittsburgh;  Medico-Chirurgical  Col- 
lege of  Philadelphia,  1907;  age  92;  died  January  17, 1976. 
He  was  an  instructor  in  pediatrics  at  the  University  of 
Pittsburgh  School  of  Medicine  1927-45,  and  assistant  pro- 
fessor of  pediatrics  until  1950.  He  was  later  named  assist- 
ant professor  emeritus  at  Pitt,  and  associate  pediatrician 
emeritus  at  the  Children’s  Hospital  of  Pittsburgh  and 
Magee-Womens  Hospital.  From  1940-62  he  was  chief  of 
pediatrics  at  Columbia  Hospital.  Dr.  Piper  was  a past  pres- 
ident of  the  Westmoreland  County  Medical  Society  and  a 
member  of  the  American  Association  of  Pediatricians.  A 
son,  a daughter,  three  brothers,  and  four  sisters  survive 
him. 

• Thomas  H.  Roney,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1 934;  age  68;  died  January 
7, 1976.  He  had  practiced  27  years  in  South  Hills  and  in  the 
John  J.  Kane  Hospital  for  12  years  before  retiring  in  1973. 
His  wife,  a daughter,  a son,  and  a sister  survive  him. 

• Miriam  Warner,  Philadelphia;  Women’s  Medical  Col- 
lege, 1917;  age  83;  died  January  5,  1976.  Information  re- 
garding survivors  is  unavailable. 
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PERFORMANCE 

rrSAMATTEROF 

RECORE 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  {e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordlazepoxideHCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Please  see  following  page. 

( 


LIBRIUM 


@ 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


PERFORMANCE. 
ITS  A MATTER  OF 
RECORD. 


Anxiety.  It  may  be  associated  with  the  development  of  an 
organic  illness.  It  can  accompany  an  existing  illness.  It  can  be  a problem 
in  and  of  itself. 

One  way  of  allaying  anxiety  is  reassurance  and  counseling. 

Alone  they  are  often  sufficient.  When  they  are  not,  you  can  rely  on 
adjunctive  Librium. 

Librium  has  been  used  successfully  in  millions  of  patients  suffer^ 
ing  from  excessive  anxiety.  It  exerts  its  specific  calming  action  quickly 
and  effectively,  and  within  a wide  margin  of  safety.  Yet  Librium,  in  proper 
dosage , rarely  interferes  with  mental  acuity.  As  with  all  CNS^acting 
agents,  however,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

And  as  physicians  acknowledge,  and  published  papers  confirm, 
the  antianxiety  action  of  Librium  is  consistent  and  predictable. 

So  when  you  need  proven  antianxiety  therapy,  remember  the  j 
Librium  record.  Because  performance  does  matter.  j 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM 

chlordiazepoxide  HCI/Roche 

FOR  ALLTHE  RIGHT  REASONS. 

Please  see  preceding  page  for  summary  of  product  information. 
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TOP  QUALITY  OFFICE  MEDICAL  SUPPLIES  TO  YOU 
FAST  AT  THE  LOWEST  PRICES  IN  OR  OUT  OF  TOWN 


Pennsylvania  MEDICAL  Cooperative 



I Please  send  me  your  product  price  list  so  I can  evaluate  your  products  against  • 

j my  existing  sources  of  supply.  j 
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I ADDRESS  I 
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PENNSYLVANIA  MEDICAL  COOPERATIVE  361 7B  Simpson  Ferry  Road,  Camp  Hill,  PA  17011 
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INSURANCE  INDUSTRY  "LACKS  CANDOR"  David  S.  Masland,  M.D. , State  Society  president,  attri- 
buted the  current  flareup  in  the  malpractice  crisis  to 
a "lack  of  candor"  on  the  part  of  the  insurance  industry.  The  statement  came  on  the  eve  of 
the  first  day  of  the  special  hearing  on  malpractice  insurance  being  held  in  Harrisburg  March 
30  through  April  2.  Dr.  Masland  said,  "Significant  concessions  were  made  to  the  insurance 
industry  in  the  state's  new  malpractice  law  because  the  industry  said  that's  what  companies 
needed  to  stay  in  Pennsylvania  and  write  malpractice  insurance.  No  sooner  was  the  ink  dry 
on  Act  111  than  they  broke  those  pledges.  . .We  commend  Insurance  Commissioner  (William  J.) 
Sheppard  for  calling  for  a complete  review  of  the  situation  through  four  days  of  public 
hearings.  We  are  going  to  demand  that  the  industry  come  clean.  For  far  too  long  companies 
have  covered  up  the  facts  by  saying  they  don't  have  the  figures  we  ask  for.  If  they  can't 
produce  the  figures  then  we  don't  believe  they  can  justify  the  rates  they  charge." 


ARGONAUT  FILES  FOR  RATE  INCREASE  Argonaut  Insurance  Co.  has  asked  the  Insurance  Department 

for  an  overall  42.5  percent  ($7.4  million)  premium  rate 
increase,  which  it  will  defend  April  1 at  the  hearings  on  malpractice  insurance.  The  rate 
increase  breaks  down  as  follows: 

Class  Present  Rate  Proposed  Rate  Percent  of  Increase 

Area  I:  Bucks,  Chester,  Delaware,  Montgomery,  Philadelphia  Counties 


1 

$ 897 

$ 2,722 

203 

2 

1,573 

4,901 

212 

3 

3,466 

8,331 

140 

4 

8,798 

13,885 

50 

5 

Area  II: 

13,580 

Remainder  of  State 

22,216 

64 

1 

$ 736 

1,228 

67 

2 

1,299 

2,210 

70 

3 

2,780 

3,757 

35 

4 

5,542 

6,262 

13 

5 

6,927 

10,020 

45 

COMMISSION  ACTS  ON  NONRENEWALS  The  Society's  Commission  on  Professional  Liability  Insur- 
ance reviewed  during  March  Argonaut  Insurance  Company's 
cancellation  of  malpractice  insurance  coverage  for  91  physicians.  As  a result,  all  but  four 
insureds  had  their  Argonaut  coverage  renewed.  The  review  procedure  is  called  for  in  the 
agreement  between  Argonaut  and  the  State  Society. 


|i  CHAIRMAN  ATTENDS  FLU  SESSION  George  A.  Rowland,  M.D. , chairman  of  the  Society's  Board  of 
I Trustees,  represented  the  State  Society  April  1 at  a meeting 

!;  on  the  highly  publicized  mass  influenza  proposal  at  the  Center  for  Disease  Control  in  Atlanta. 
I Secretary  of  Health  Leonard  Bachman,  M.D.,  represented  the  Commonwealth. 

800-932-0313  CHILDLINE  NUMBER  Pennsylvania's  24-hour,  toll  free,  child  abuse  prevention 
I;  hotline  opened  officially  March  25.  State  Senator  Michael 

I j A.  O'Pake,  of  Berks  County,  chief  sponsor  of  the  bill  authorizing  the  service,  officiated  at 

I the  ribbon  cutting  ceremony.  Under  the  Child  Protective  Services  Law,  physicians,  dentists, 

nurses,  and  other  persons  who  come  into  contact  with  children  in  the  normal  course  of  their 
employment  are  required  to  report  on  this  line  suspected  cases  of  child  abuse,  and  all  citi- 

I ! zens  are  being  encouraged  to  do  so.  CHILDLINE  has  a multilingual  staff  of  trained  counselors 

operating  around  the  clock  to  take  calls  and  make  referrals.  Operating  out  of  offices  on  the 
third  floor  of  Lanco  Lodge  at  Harrisburg  State  Hospital,  the  staff  also  will  maintain  a cen- 
j tral  registry  of  cases  and  compile  annual  statistics  and  research  data  on  child  abuse  for 
state  and  national  use.  The  State  Society  and  the  Pennsylvania  Medical  Auxiliary  were  repre- 
sented at  the  official  opening  by  Mrs.  Raymond  C.  Grandon,  of  Harrisburg,  immediate  past 
president  of  the  auxiliary;  Mrs.  David  A.  Lawrence,  of  Wyomissing,  president  elect  of  the 
Berks  County  Auxiliary;  and  Mrs.  Edward  C.  Fischer,  of  Reading,  health  education  chairman 
• designate  of  the  Berks  County  Auxiliary.  For  operational  details  write:  Bureau  of  Public 

Education,  Department  of  Public  Welfare,  P.O.  Box  2675,  Harrisburg,  PA  17120. 

, TRUSTEES  APPROVE  EXPERT  WITNESS  DEFINITION  At  its  March  10  meeting,  the  Board  of  Trustees 

approved  the  following  definition  of  an  expert 
witness,  in  preparation  for  implementation  of  Resolution  75-22,  which  was  adopted  by  the 
1975  House  of  Delegates:  "An  expert  witness  is  one  who  has  basic  educational  and  profes- 
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sional  knowledge  as  a general  foundation  for  his  testimony,  and,  in  addition,  has  personal 
experience  and  practical  familiarity  with  the  problems  that  are  being  considered."  The 
Board  voted  to  submit  the  definition  for  consideration  by  the  AMA  House  of  Delegates,  and 
to  develop  a list  of  expert  witnesses  from  which  names  can  be  submitted  on  a case  by  case 
basis.  The  witnesses  will  serve  as  impartial  experts  to  arbitration  panels  and  the  courts, 
but  not  for  plaintiffs  or  defendants. 


MEDICAL  EYE  CARE  FOUNDATION  SUPPORTED  The  Board  of  Trustees  voted  in  March  to  support 

the  proposed  eye  care  foundation  of  the  Pennsyl- 
vania Academy  of  Ophthalmology  and  Otolaryngology.  The  prepaid  eye  care  plan  must  have 
the  approval  of  the  Insurance  Department  to  become  operational.  In  another  action  related 
to  eye  care,  the  State  Society  succeeded  in  changing  definitions  in  Blue  Shield's  new  eye 
care  program  to  clarify  roles  of  ophthalmologists  and  optometrists  in  the  program. 


API 


MEDICAL  PRACTICE  ACT  REGULATIONS  DRAFTED  Rules  and  regulations  implementing  the  Medical 

Practice  Act  are  written  and  will  be  studied 
by  the  Council  on  Education  and  Science  before  the  Society  comments.  Changes  include 
increasing  a physician's  biennial  registration  fee  to  $100. 

MANDATORY  INSURANCE  TEST  POSSIBLE  The  Board  of  Trustees  in  March  authorized  filing  of  a 

suit  to  test  the  constitutionality  of  Section  701  of 
Act  111,  the  section  which  makes  malpractice  insurance  mandatory.  Semiretired  physicians 
and  those  who  wish  to  be  self  insured  have  objected  to  the  requirement.  The  attorney  general 
earlier  ruled  that  physicians  who  are  licensed  in  Pennsylvania  but  do  not  practice  here  and 
those  solely  employed  by  the  federal  government  need  not  comply  with  the  provision  nor  pay 
the  arbitration  fee. 
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IRS  REQUIRES  ID  NUMBERS  Effective  February  1,  the  Internal  Revenue  Service  is  requiring  _ 

insurers  to  include  the  physician's  identification  number  when  36 

making  benefit  payments  directly  to  a third  party.  At  least  one  insurer  has  advised  the  ^ 

State  Society  that  benefit  payments  will  be  withheld  unless  the  physician  shows  the  number  | 

on  the  claim.  For  physicians  who  are  not  incorporated  the  number  is  the  social  security  |~ 

number.  Corporations  and  partnerships  have  assigned  numbers. 


CONTRIBUTING  EDITORS  NAMED  Gerald  Marks,  M.D. , Philadelphia  surgeon,  and  John  L. 

Berardinelli , M.D.,  pediatrician  from  Altoona,  have  been 
named  contributing  editors  for  PENNSYLVANIA  MEDICINE. 

SOCIETY  HAS  NEW  COMMISSION  The  Board  of  Trustees  voted  March  10  to  establish  a Commission 

on  Long  Term  Care  within  the  Council  on  Medical  Service  to 
oversee  activities  relating  to  long  term  care  facilities.  The  Board  also  endorsed  recom- 
mendations of  the  Nursing  Home  Ombudsman  Project  regarding  improvement  in  regulating  and 
financing  of  facilities. 

CHAMPUS  CHANGES  PREVAILING  FEE  FORMULA  A revised  formula  for  determining  prevailing  fee 

charges  has  been  put  into  effect  by  the  Civilian 
Health  and  Medical  Program  of  the  Uniformed  Services  (CHAMPUS) . It  brings  these  charges  in 
line  with  those  of  medicare  and  medicaid — at  the  75th  percentile.  CHAMPUS  also  has  issued 
a bulletin  announcing  it  will  no  longer  share  the  cost  of  civilian  pastoral,  family,  child, 
or  marital  counseling  if  beneficiaries  live  within  40  miles  of  a uniformed  services  medical 
facility  which  has  such  services  available. 
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PLANNING  ACT  IMPLEMENTATION  CONTINUES  Governor  Milton  J.  Shapp  has  announced  the  selection i 

of  the  Department  of  Health  as  the  statewide  health 
planning  and  development  agency  for  Pennsylvania  under  the  provisions  of  P.L.  93-641.  In 
an  executive  order  published  March  20  in  Pennsylvania  Bulletin,  the  governor  named  Secretary  i 
of  Health  Bachman  executive  director  of  the  agency,  and  empowered  him  to  appoint  a deputy 
director.  Among  the  responsibilities  of  the  agency  will  be  providing  staff  services  to  the 
Statewide  Health  Coordinating  Council.  Proposed  rules  for  the  state  agencies  were  published  j 

March  19  in  the  Federal  Register.  Of  particular  interest  is  that  the  term,  "organized 
ambulatory  health  care  facility"  is  dropped  from  the  facility  definition,  although  "ambulator)! 
surgical  facility"  remains.  "Such  term  does  not  include  the  offices  of  private  physicians  J 

or  dentists,  whether  for  individual  or  group  practice,"  the  proposed  regulations  say.  ' 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area, 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

l.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3. When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

C>.In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7* PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8. Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

II.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

IZ  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Re.search.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufiicturer.-; 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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Methyltestosterone  N.F.  — 5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  17^-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1,  Eunuchoidism  and 
eunichism.  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SCOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
cardnoma  of  the  prostate  and  in  carcinoma  of  the  jmale 
breast.  Contraindicated  in  the  presence  of  severe  Sver 
damage.  WARNINGS:  If  priapism  or  other  signs  o1 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hyjoersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
ftarticularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  * Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
N^trictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to 40  mg.;  Male  cBmacleric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  Rob^ 
♦ B.  Greenblatt,  M.D.,  and  D.  H.  Perez,  M.D.:  "The 
Menopausal  Syndrome,"  Problems  ol  Libido  in  the 
Elderly,  pp.  95-101.  Medcom  Press,  N.Y..  1974.  HOW 
SUPPLIED:  5.  10,  25  mg.  in  bottles  of  60.  250.  Rx  only. 
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Anabolic  Stimulant 
Increased  Muscular  Tone 
Osteoporosis 


EACH  ANDROID-G  TABLET  CONTAINS: 

Methyltestosterone  1 .25  mg 

Ethinyl  Estradiol 0.005  mg 

L-lysine 100  mg 

Nicotinic  Acid 12.5  mg 

Iron  (from  Ferrous  Sulfate) 2.82  mg 

Vitamin  A 2,500  U.S.P.  Units 

Vitamin  D 250  U.S.P,  Units 

Thiamine  Mononitrate 2.5  mg 

Riboflavin  2.5  mg 

Ascorbic  Acid  25.0  mg 

Folic  Acid 0.1  mg 

Vitamin  B-12 1.5  meg 


Methionine 12  mg 

Choline  Bitartrate 15  mg 

Inositol 10  mg 

Calcium  Pantothenate  2.5  mg 

Pyndoxine  0.25  mg 

(Copper  (from  Copper  Sulfate) 0.25  mg 

Zinc  (from  Zinc  Oxide) 0.25  mg 

Iodine  (from  Potassium  Iodide) 0.075  mg 

Calcium  (from  Dicalcium  Phosphate) 72  5 mg 

Phosphorus  (from  Dicalcium  Phosphate) 55  mg 

Potassium  (from  Potassium  Sulfate) 2.5  mg 

Manganese  (from  Manganese  Sulfate)  0.5  mg 

Magnesium  (from  Magnesium  Sulfate) 0.5  mg 


ACTION  AND  USES  DOSAGE:  1 tablet  after  breakfast 
arxl  supper  or  as  required.  In  females,  3-week  courses  of 
therapy  are  recommended  followed  by  a 1-week  rest 
period.  Withdrawal  bleeding  may  occur  during  the  rest 
period.  PRECAUTIONS:  Administer  cautiously  to  female 
patients  who  tend  to  develop  excessive  hair  growth  or 
other  signs  of  masculinization.  CONTRAINDICATIONS: 
Patients  in  whom  estrogen  or  androgen  therapy  should 
not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract, 
or  prostate,  and  in  patients  with  a familial  tendency  to 
these  types  of  malignancy  AVAILABLE:  Bottles  of  1(X) 
and  500  tablets. 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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How  many 
side  effects  would 
you  expect  from 

a drug  thafs  taken 

140  million  times 

aday? 

Like  any  active,  effective  pharmacologic  agent,  aspirin  may  produce  side  effects  in  certain  patients. 
But  for  a drug  that’s  administered  millions  of  times  each  day,  billions  of  times  a year,  aspirin  remains 
exceptionally  well  tolerated. 

According  to  the  American  Medical  Association  Department  of  Drugs,'  serious  adverse  reac- 
tions from  usual  analgesic  doses  of  aspirin  occur  infrequently.  In  therapeutic  doses,  the  most  signifi- 
cant side  effects  are  gastrointestinal  in  nature— and  may  include  dyspepsia,  nausea,  vomiting  and 
occult  G.I.  bleeding.' " When  single  or  even  repeated  analgesic  doses  are  given,  the  incidence  of 
dyspepsia  is  small. In  fact,  many  patients  who  claim  they  cannot  tolerate  aspirin,  accept  it  quite  well 
when  it  is  disguised  or  given  on  a blind  basis.'^’-^ 

Allergic  reactions  to  aspirin  (ranging  from  minor  skin  rash  to  urticaria  to  anaphylaxis)  are 
also  relatively  uncommon  — with  the  incidence  estimated  by  some  to  be  0.2%  or  less,  in  the  general 
population.-'-'’  Although  such  reactions  may  be  seen  more  frequently  in  patients  with  respiratory 
allergy — particularly  asthma— the  incidence  here  is  still  only  2%  to  4%i.with  sensitivity  occurring 
primarily  in  late-onset,  non-atopic  asthmatics  exhibiting  concurrent  nasal  polyposis.'’ 

So  the  next  time  the  subject  of  aspirin  side  effects  is  raised,  consider  the  benefit-to-risk  ratio 
of  aspirin  as  it  actually  exists. ..its  undiminished  efficacy  over  75  years  of  clinical  use. ..and  its 
remarkably  low  cost  to  patients  — about  a penny  per  tablet. 

And  when  you  do  decide  on  aspirin,  specify  the  brand  that’s  synonymous  with  quality  and 
dependability  — Bayer®  aspirin. 


Rol'erenccs:  1.  AMA  Department  of  Drugs:  AMA  Drug  Evaluations,  2nd  Edition,  Acton  Massachusetts,  Publishing  Sciences  Group, 
Inc.  p.  264.  2.  Beaver,  W.T.:  Am.  J.  Med.  Sci.  25ft577  (Nov. ) 1965.  3.  Beaver,  W.T.:  Modern  Treatment  .5;1094  ( Nov.)  1968.  4.  Weiss,  H.J.:  JAM.A 
22.9.1221  (Aug.  26)1974.  .5.  Lampe,  K.F.,  in  Medical  News:  JA.MA  22.9.T704  (Sept.  2,3)  1974.  6.  Falliers,  C.J.:  J.  Allergv  Clin.  Immunol:  52:141 
(Sept.)  1973. 

Aspirin  from  Bayer 

purity. . . quality. . . stability 

Glenbrook  Laboratories,  Division  of  Sterling  Drug  Inc.,  90  Park  Avenue,  New  York,  New  York  10016 
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Health  Service  Areas  designated  under  P.L.  93-641 


The  implementation  of  P.L.  93- 
641 , the  National  Health  Planning 
and  Resources  Development  Act, 
dominated  the  health  care  scene 
in  1975  as  federal,  state,  and 
county  government  officials, 
health  planning  agencies,  physi- 
cians, and  those  in  the  allied 
health  professions  became  in- 
volved in  designating  of  geo- 
graphic areas  (Health  Service 
Areas),  establishing  governing 
bodies  on  national,  state,  and 
local  levels,  and  participating  in 
the  formulation  of  Health  Systems 
Agencies  (HSAs)  in  each  of  the 
200  plus  service  areas  throughout 
the  nation. 

The  legislation  combines  the 
functions  of  three  existing  health 
programs;  regional  medical  pro- 
grams, comprehensive  health 
planning,  and  federal  funding 
under  the  Hill  Burton  Act  for  new 
orexpanded  health  care  facilities. 

In  Pennsylvania,  eleven  Health 
Service  Areas  have  been  desig- 
nated by  the  Department  of 
Health,  Education,  and  Welfare, 
following  recommendation  by 
Governor  Milton  J.  Shapp.  Be- 
cause of  concerted  action  by  in- 


terested parties  in  what  was  HSA  I 
(Philadelphia,  Montgomery, 
Bucks,  Chester,  and  Delaware 
Counties),  a further  division  of 
that  area  was  announced  in  late 
March  by  making  public  a letterto 
Governor  Milton  J.  Shapp  from 
HEW  Secretary  David  Mathews. 
Philadelphia  County  remains  HSA 
I;  Delaware  and  Chester  Counties 
become  HSA  XI;  and  Montgomery 
and  Bucks  Counties  form  HSA  X. 

Meanwhile,  interim  governing 
boards  are  functioning  in  the 
existing  areas,  and  public  hear- 
ings have  been  held  on  applica- 
tions of  agencies  seeking  to  be- 
come Health  Systems  Agencies 
(HSAs). 

HSAs,  nonprofit  private  corpo- 
rations or  public  bodies,  are  in- 
tended to  be  the  local  foundation 
for  the  new  program  and  will  be 
responsible  for  preparing  plans 
designed  to  improve  health  care 
for  area  residents,  making  such 
care  more  accessible,  restraining 
costs  of  health  care,  and  prevent- 
ing duplication  of  health  re- 
sources. The  law  specifies  that 
each  HSA  must  have  a governing 
board  comprised  of  consumers, 

HSA  APPLICANT  AGENCIES 


providers,  and  government  rep- : 
resentatives,  and  that  consumers 
make  up  a majority  (51-60  per- 
cent) of  each  board. 

At  the  directive  of  the  Board  of 
Trustees,  the  Society’s  Commis- 
sion on  Health  Planning  has  mon- 
itored the  implementation  of  P.L. 
93-641  and  has  met  with  Society 
members  in  every  area  to  ensure 
physician  participation  and  to 
conduct  training  sessions  for 
members  who  have  been  desig- 
nated liaison  officers  for  each 
Councilor  District. 

Information  on  each  HSA 
applicant  agency  was  made  pub- 
lic during  March,  and  the  Com- 
monwealth has  made  its  recom- 
mendations to  the  U.S.  Depart-  ^ 
ment  of  Health,  Education,  and  i 
Welfare.  HEW  will  make  the  final  j 
appointment  of  HSAs. 

Although  P.L.  93-641  author- 
izes the  spending  of  $1  billion 
over  a three-year  period  to  carry 
out  its  provisions,  the  initial  ap- 
propriation being  considered  by 
Congress  is  $90  million.  The  Act 
specifies  that  each  HSA  receive 
no  less  than  $175,000  in  initial  I 
funding.  i 
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Area  I (now  Areas  I,  X,  and  XI — see  map) 

Health  Systems  Agency  of  Southeastern  Pa. 
P.O.  Box  155 
Abington,  PA  19001 
215/546-1600 

Bucks-Mont  Health  Systems  Agency 
Organizing  Committee 
106  East  State  Street 
Doylestown,  PA  18901 
215/343-2323 

The  Delchester  Health  Systems  Agency,  Inc. 
Second  and  Orange  Streets 
Media,  PA  19063 
215/891-2218 

Philadelphia  Health  Systems  Agency,  Inc. 
721  Western  Savings  Bank  Building 
Broad  and  Chestnut  Streets 
Philadelphia,  PA  19107 
215/KI5-6612 


Area  II 

The  Health  Planning  Board  of  Eastern  Pa. 

P.O.  Box  3303 
59  Brookside  Road 
Wescosville,  PA  18106 
215/398-1341 

Area  III 

Health  Systems  Agency  of  Northeast  Pa.,  Inc. 
P.O.  Box  1041 
Wilkes-Barre,  PA  18701 
717/655-3703 

Area  IV 

Health  Resources  Planning  & Development,  Inc 
(South  Central  Pennsylvania) 

1104  Fernwood  Avenue 
Camp  Hill,  PA  17011 
717/761-3252 


(Continued  on  page  10) 
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1976  Officers’  Conference  Program 


Wednesday  Afternoon,  April  21 

Wednesday  Evening,  April  21 

1:00  p.m. 

Patriotic  Film 

6:30  p.m. 

Reception 

1:05  p.m. 

GREETINGS  - R.  William  Alexander,  M.D.,  Chairman 

7:00  p.m. 

Dinner 

1:10  p.m. 

REPORT  FROM  THE  PRESIDENT  - David  S.  Masland,  M.D. 

8:30  p.m. 

Mark  Russell 

1:20  p.m. 

PRACTICING  UNDER  ACT  111 
Moderator:  David  S.  Masland,  M.D. 

Panelist:  Paul  F.  Abrams,  Director,  Malpractice  Arbitration 

2:15  p.m. 

NEW  LEGISLATIVE  PRIORITIES  - Donald  E.  Harrop, 

M.D.,  Chairman,  Council  on  Governmental  Relations 
Panelist:  Robert  H.  Craig,  Director  of  Governmental  Relations 

2:35  p.m. 

“PAMPAC,  POLITICS  AND  THE  FACTS  OF  LIFE’’ 

3:20  p.m. 

BICENTENNIAL  FILM:  PHILADELPHIA  MEDICAL  HERITAGE 

3:35  p.m. 

THE  CO-OP  - TRY  IT,  YOU’LL  LIKE  IT!  - H.  Robert  Davis,  M.D., 
Panelist:  Jack  R.  Hogan,  General  Manager 

President 

3:50  p.m. 

SEVENTY-ONE  DAYS  AND  COUNTING  - James  A.  Raub,  M.D., 

Chairman,  Council  on  Education  and  Science 

Panelist:  LeRoy  C.  Erickson,  Director  of  Educational  Activities 

4:05  p.m. 

THE  NEW  AMA  - James  H.  Sammons,  M.D.,  Executive  Vice  President, 

American  Medical  Association 

4:30  p.m.  THE  HSA  HASSLE  (slide  show)  - John  L.  Steigerwalt, 
M.D.,  Chairman,  Commission  on  Health  Planning 
Panelist:  Dale  Yates,  Staff  Assistant 
Thursday  Morning,  April  22 


7:00  a.m. 
8:30  a.m. 


9:20  a.m. 
9:50  a.m. 


11:15  a.m. 


COUNCILOR  DISTRICT  BREAKFASTS 
A DRUG  ON  THE  MARKET 
Moderator:  George  Fisher,  M.D. 

Panelists:  Arthur  H.  Hayes,  Jr.,  M.D.,  Director,  Division  of  Clinical  Pharmacology, 

Milton  S.  Hershey  Medical  Center 

Daniel  A.  Hussar,  Ph.D.,  Dean  of  Faculty,  Philadelphia  College  of  Pharmacy  and  Science 
WHAT’S  THE  FOUNDATION  INTO  - Sidney  O.  Krasnoff,  M.D.,  President, 

Pennsylvania  Medical  Care  Foundation 

O NOLO  CONTENDERE:  FRAUD  IN  GOVERNMENT  HEALTH  PROGRAMS 
Moderator:  Orlo  G.  McCoy,  M.D.,  Trustee  and  Councilor 

Panelists:  Robert  E.  Neilson,  Director  of  Special  Investigation,  State  of  Washington; 

Victor  Schwartz,  Assistant  U.S.  Attorney,  Philadelphia; 

Thomas  P.  Kerr,  Directorof  Bureau  of  Public  Assistance  Audits 
DONALDSON  MEMORIAL  LECTURE  - Roger  O.  Egeberg,  M.D., 

Special  Assistant  to  the  Secretary  of  HEW 


HSA  APPLICANT  AGENCIES 

(Continued  from  page  8) 


Area  V 

Central  Pennsylvania  Health  Systems  Agency,  Inc. 
Timberhaven.  R.D.  #1 
Lewisburg,  PA  17837 
717/524-4491 

Area  VI 

Health  Systems  Agency  of  Southwestern  Pa. 

P.O.  Box  1588 
Pittsburgh,  PA  15222 
412/562-1818 

Area  VII 

Health  Systems,  Inc.  of  Northwestern  Pa. 

1545  West  38  Street 
Erie,  PA  16508 
814/868-4671 


Area  VIII 

NY-PENN  Health  Planning  Council,  Inc. 

504  Press  Building 
19  Chenango  Street 
Binghamton,  NY  13901 
607/722-3445 

Application  not  pending  for  first  cycle.  Will  submit  April  16.  1976. 


Area  IX 

Comprehensive  Health  Planning  Council 
of  the  Southern  Alleghenies,  Inc. 
Highland  Hall  Annex 
Hollidaysburg,  PA  (Blair  County)  16648 
814/946-3641 
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Commission  authorizes  Category  I education  credit 


Frederick  D.  Fister,  M.D.,  of  Wescosville,  is  chairman  of  the  Society’s  Commission 
on  Accreditation. 


Central  Pennsylvania  oncology  group  formed 


At  a recent  meeting  of  the  State 
Society’s  Commission  on  Accred- 
itation, the  Lehigh  Area  Health 
Education  Center,  Allentown,  was 
granted  full  accreditation  for  Cat- 
egory I continuing  medical  edu- 
cation programs. 

Given  provisional  accreditation 
as  newly  developing  c.m.e.  pro- 
grams were:  Coatesville  Hospital, 
Coatesville;  Veterans  Administra- 
tion Center,  Wilmington,  Dela- 
ware; and  Wernersville  State 
Hospital,  Wernersville. 

The  provisionally  accredited 
programs  of  the  Erie  Post- 
graduate Medical  Institute, 
Hamot  Medical  Center,  and  St. 
Vincent  Hospital,  all  of  Erie,  re- 
ceived extensions. 

Topic:  Does  medicine  care? 

The  Donald  Guthrie  Founda- 
tion for  Medical  Research  and  the 
Guthrie  Clinic,  Ltd.,  have  planned 
a symposium,  “Does  Medicine 
Care?’’,  to  be  held  Saturday,  April 
10  at  the  Robert  Packer  Hospital, 
Sayre. 

The  symposium,  dealing  with 
ethical,  social,  and  humanistic 
aspects  of  medicine,  is  directed  to 
physicians,  hospital  adminis- 
trators and  trustees,  medical  stu- 
dents, nurses,  and  allied  health 
personnel. 

Morning  activities  will  include 
lectures  on  quality  of  life,  health 
costs,  and  patient  rights 
j presented  by  speakers  such  as 
Robert  Slater,  M.D.,  president  of 
the  Medical  College  of  Pennsyl- 
I vania,  Ralph  H.  Potter,  Th.D.  pro- 
fessor of  ethics  at  Harvard  Uni- 
I versity  Divinity  School,  James 
j Neeley,  president  of  the  Hospital 
i Association  of  Pennsylvania,  and 
j Leonard  Glantz,  J.D.,  of  Boston 
jj  University’s  Center  for  Law  and 
' Health  Sciences, 
j Registration  will  be  Saturday 
morning  from  9:00  to  9:30.  The 
, fee  will  be  $10. 


Several  hospitals  in  central 
Pennsylvania  have  joined  to- 
gether to  form  the  Central  Penn- 
sylvania Oncology  Group  (CPOG). 
The  purpose  of  CPOG  is  to  create 
a cooperative  effort  in  the  care  of 
patients  with  malignant  disease. 

CPOG  allows  a patient  with 
malignant  disease  to  receive  op- 
timum care  close  to  his  home. 
Additionally,  data  relative  to  pre- 
ferred methods  of  therapy  can  be 
compiled  quickly  using  such  a 
cooperative  effort. 

Collaborating  hospitals  are: 
Polyclinic  Hospital,  Harrisburg; 
Harrisburg  Hospital;  Geisinger 
Medical  Center,  Danville;  York 
Hospital;  The  Milton  S.  Hershey 
Medical  Center,  Hershey;  Read- 
ing General  Hospital;  and  Bel- 
lefonte  General  Hospital. 

Physicians  who  may  wish  to 
refer  patients  to  the  group  for 
evaluation  may  do  so  by  contact- 


ing the  oncology  section  of  any 
participating  hospital. 

Pennsylvanian  heads  AHA 

H.  Robert  Cathcart,  president  of 
the  Pennsylvania  Hospital,  was 
installed  recently  as  the  1976 
chairman  of  the  board  of  the 
American  Hospital  Association 
during  the  organization’s  annual 
meeting  held  in  Washington,  D.C. 

In  his  inaugural  address 
Cathcart  called  for  the  greater  in- 
volvement of  hospitals  in  resolv- 
ing the  conflicts  between  what 
the  public  wants  from  the  health 
care  delivery  system  and  what  it  is 
willing  or  able  to  pay. 

Chairman  elect  of  the  AHA  dur- 
ing 1975,  Cathcart  will  become 
speaker  of  the  house  of  delegates 
in  1977.  He  is  a past  president  of 
the  Hospital  Association  of  Penn- 
sylvania. 
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Data  interpretation  asked 


Society  representatives  observe  surgery  study 


ROBERT  L.  LAMB 
Director  of  Communications 

The  question  of  unnecessary 
surgery,  first  raised  in  Pennsylva- 
nia four  years  ago  by  former  In- 
surance Commissioner  Herbert 
Denenberg,  is  back — probably  to 
stay. 

Insurance  Commissioner  Wil- 
liam J.  Sheppard  launched  an  in- 
vestigation into  the  necessity  of 
surgery  in  the  Commonwealth  by 
making  a study  of  it  one  of  the 
conditions  of  the  November  25, 
1975,  Blue  Shield  $21.9  million 
rate  increase. 

The  department  is  requesting 
from  Blue  Shield  county-by- 
county statistics  indicating  the 
frequency  or  incidence  of  certain 
surgical  procedures.  Blue 
Shield’s  role  is  limited  to  data 
gathering.  The  Insurance  De- 
partment has  requested  the 
Pennsylvania  Medical  Society 
and  the  Pennsylvania  Os- 
teopathic Medical  Association  to 
interpret  the  data. 

The  Council  on  Medical  Serv- 
ice, after  studying  the  depart- 
ment’s proposal,  agreed  to  send 
physician  and  staff  observers  to 
attend  the  project  meetings,  on 
the  basis  that  Society  input  is 
more  desirable  than  abstention 
since  the  commissioner  had  de- 
termined to  move  forward.  Soci- 
ety representatives  have  included 
Richard  L.  Huber,  M.D.,  Scranton, 
member  of  the  Board  of  T rustees; 
Henry  H.  Fetterman,  M.D.,  Allen- 
town, chairman  of  the  Council  on 
Medical  Service;  Webb 
Hersperger,  M.D.,  member  of  the 
council  and  of  the  specialty  advi- 
sory committee  on  otolaryngol- 
ogy; John  F.  Rineman,  executive 
vice  president;  and  Ronald  M. 
Bachman,  director  of  medical 
economics. 

After  several  exploratory  meet- 


ings, the  department  called  for  a 
detailed  study  of  the  hospital 
records  of  100  tonsillectomies. 
This  review  will  be  performed  by 
the  specialty  advisory  committee 
on  otolaryngology  along  with  a 
representative  from  the  os- 
teopathic association  and  one 
from  Blue  Shield. 

At  the  same  time.  Blue  Shield 
began  an  experimental  program 
on  elective  surgery  consultation 
to  determine  whether  too  much 
surgery  is  being  performed  in 
Pennsylvania  and  whether  a con- 
sultation program  would  produce 
any  significant  cost  savings. 

The  test  program,  which  began 
January  1 , gives  5,000  Blue  Shield 
and  Capital  Blue  Cross  employ- 
ees and  dependents  the  opportu- 
nity to  obtain  a second  medical 
opinion — at  Blue  Shield 

expense — if  and  when  elective 
surgery  to  improve  a medical 
condition  is  advised.  The  Insur- 
ance Department  would  like  to 
see  the  program  expanded  this 
summerto  include  nearly  one  mil- 
lion Blue  Shield  subscribers  in 
the  19-county  central  Pennsylva- 
nia area  which  is  serviced  by  Cap- 
ital Blue  Cross.  Because  of  the 
cost.  Blue  Shield  so  far  is  resist- 
ing. 

In  keeping  with  its  current  poli- 
cy, Blue  Shield  will  not  pay  for  the 
initial  doctor’s  visit  or  consulta- 
tion with  a specialist  which  pro- 
duces the  recommendation  of 
non-emergency  surgery;  but 
once  a recommendation  is  made, 
the  plan  will  pay  for  a second 
medical  opinion  by  any  licensed 
physician.  If  the  second  opinion 
differs  from  the  first.  Blue  Shield 
will  also  pay  for  a third  opinion. 
Participation  by  those  in  the  pilot 
project  is  voluntary. 


Robert  L.  Archer,  director  of 
health  policy  and  operations  at 
the  Insurance  Department,  said 
that  the  overall  goals  of  the  pro- 
gram are  to  give  consumers  “bet- 
ter knowledge  and  more  peace  of 
mind;’’  to  see  whether  some  sur- 
gical procedures  are  eliminated; 
and  to  determine  whetherenough 
“unnecessary  surgery’’  can  be 
recognized  and  eliminated  so  as 
to  save  substantial  sums  of 
money  for  Blue  Shield,  Blue 
Cross  and  their  subscribers. 

Physicians  in  the  test  area  will 
receive  detailed  information  from 
Blue  Shield  about  the  surgical 
consultation  program.  The  con- 
sulting physician  may  order,  and 
the  program  will  pay  for,  any  tests 
or  diagnostic  procedures  (labora- 
tory, x-ray,  pathology,  etc.)  nec- 
essary to  properly  evaluate  the 
need  for  the  recommended  surgi- 
cal procedure.  The  patients  who 
seek  the  consultations  are  to  have 
with  them  special  forms  from 
Blue  Shield. 

Preliminary  data  based  on 
changes  in  surgical  incidences 
per  1 ,000  of  its  subscribers  during 
a two-year  period  from  the  first 
quarter  of  1973  through  the  first 
quarter  of  1975  seem  to  indicate 
that  some  of  the  most  common 
operations  often  identified  as 
“questionable”  are  actually  being 
reduced  in  Pennsylvania.  The 
same  ones  in  other  parts  of  the 
country  show  an  increase.  The 
operations  identified  and  the  per- 
centage of  their  decrease,  ac- 
cording to  Blue  Shield,  are;  tonsil- 
lectomy, 27.4  percent;  hemor- 
rhoidectomy, 8.8  percent;  abdom- 
inal hysterectomy,  2.3  percent; 
vaginal  hysterectomy,  3.7  per- 
cent; and  cholecystectomy,  3.7 
percent. 
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Prompt  payment  requirement  of  auto  insurance  law 


Pennsylvania’s  No-Fault  Auto 
Insurance  Law  requires  that  bills 
for  all  medical,  dental,  and  other 
such  services  arising  from  an 
auto  accident  must  be  paid  within 
30  days  after  they  are  rendered, 
according  to  Leif  C.  Beck,  LL.B., 
and  Vasilios  J.  Kalogredis,  J.D., 
principal  consultants  for  Man- 
agement Consulting  for  Profes- 
sionals, Bala  Cynwyd.  The  bills 
must  be  paid  by  the  victim’s  in- 
surance company.  If  the  bills  are 
not  paid  within  30  days  a penalty 
ot  double  the  amount  of  the  bills 
must  be  paid. 

An  auto  accident  patient  can  no 
longer  send  a physician’s  invoice 
to  a lawyer,  tying  up  the  bill  in  the 
litigation  process.  Either  the  pa- 

AAP:  prescribe  brands 

The  American  Academy  of  Pe- 
diatrics’ Committee  on  Drugs  has 
concluded  that  physicians  treat- 
ing children  should  generally 
prescribe  specific  brand  name 
drugs,  as  “the  data  which  would 
allow  the  pediatrician  to  pre- 
scribe generically  and  expect 
consistent  therapeutic  results  do 
not  exist.’’ 

The  comittee,  which  made  the 
statement  in  the  February  issue  of 
Pediatrics,  said  further  that  “few 
drug  products  have  been  appro- 
priately studied  for  bioavailability 
or  therapeutic  equivalence  in  in- 
fants and  children.”  However,  it 
added,  certain  types  of  drugs, 
such  as  antibiotics,  have  been 
tested  sufficiently  to  allow  for 
more  confidence. 

The  committee  said  that  it  sup- 
ports the  use  of  the  least  expen- 
sive medication,  but  that  the 
physician’s  duty  is  to  “prescribe 
reliable  drugs  with  reproducible 
therapeutic  effects  at  a given 
dose.”  So  until  sufficient  data 
have  been  gathered,  pediatri- 
cians should  continue  to  pre- 
scribe drugs  with  proven  clinical 
effectiveness. 


tient  or  his  insurance  company 
must  pay  the  bill. 

A physician  should  have  his 
staff  obtain  the  name  and  address 
of  the  insurance  company  and  the 
policy  number  of  the  coverage  of 
a patient  treated  for  injuries  in  an 
automobile  accident.  A doctor 
can  either  send  the  bill  directly  to 
the  patient’s  insurance  company 
or  prepare  the  claim  form  for  the 
patient  to  submit  personally. 

In  some  cases,  there  is  the 


choice  of  billing  either  the  pa- 
tient’s health  insurer  (perhaps 
Blue  Shield  or  medicare)  or  the 
automobile  insurance  company. 
Whereas  Blue  Shield  or  medicare 
might  reduce  the  fee  under  vari- 
ous payment  restrictions,  the  au- 
tomobile insurer  would  be  re- 
quired to  pay  the  full  amount. 
Beck  and  Kalogredis  advise 
physicians  to  obtain  the  auto  in- 
surance information  and  pursue 
that  avenue  of  payment. 


Delaware  county  society  installs  officers 


The  1976  officers  of  the  Dela- 
ware County  Medical  Society 
were  installed  recently  during  the 
organization’s  annual  dinner 
dance.  They  are  as  follows;  F. 
Peter  Kohler,  M.D.,  Media,  presi- 
dent; Hunter  S.  Neal,  M.D.,  Media, 
president  elect;  Sidney  A.  Par- 
sons, Jr.,  M.D.,  Chester,  secre- 
tary; and  Samuel  D.  Allen,  M.D., 
Drexel  Hill,  treasurer. 

Immediate  past  president  Fur- 
man T.  Kepler,  M.D.,  received  the 
president’s  certificate  from  Dr. 
Parsons.  Leroy  A.  Gehris,  M.D., 
Second  District  trustee, 
presented  State  Society  50-year 
awards  to  J.  Wallace  Cleland, 
M.D.,  James  W.  Dunn,  M.D., 
Richard  W.  Garlichs,  M.D.,  and 
Charles  A.  Rankin,  M.D. 


FURMAN  T.  KEPLER.  M.D..  outgoing 
president  of  the  Delaware  County  Med- 
ical Society,  presents  the  president's 
gavel  to  F.  Peter  Kohler.  M.D.,  during 
the  installation  of  officers  for  1976. 


SHOWN  ATTENDING  the  annual  dinner  dance  of  the  Delaware  County  Medical 
Society  are.  left  to  right,  Leroy  A.  Gehris,  M.D.,  Second  District  trustee;  Sidney  A. 
Parsons,  M.D.,  secretary,  Furman  T.  Kepler,  M.D.,  immediate  past  president;  F.  Peter 
Kohler,  M.D.,  president;  Hunter  S.  Neal,  M.D.,  president  elect;  and  W.  William  Nagle. 
M.D.,  vice  president. 
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Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical” patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Stage  2 
Stage  3 
Stage  4 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories?"^ 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


7 Hours 


Awake  too  early 


Broad-spectrum 
medication  for  the 
mpst  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl) 


One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 


□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 
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Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  ol  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  w'ho  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Cl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SCOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debditated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

-'(ERYTHRITYLTETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre 
quent  or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec 
tons,  since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin 
istering  the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrfiage.  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  [like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1.000 
Also  available:  Cardilate-  P brand 
Erythrityl  Tetranitrate  with  Phenobarbital* 
[*Warning  may  be  habif-formingl 
1 Russek  HI  AM  J M Sc  239.478.  1960 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


■Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


“Pain  days  significantly  re- 
duced with  Cardilate"  [eryth 
ntyl  tetranitrate)  in  48-patient 
study.''  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 . compared  to  1 day  out  of  4 
while  on  Cardilate. 


Rapid-acting  chewable  tablets 

[lOmg]  preferred  by  many  pa- 
tients. Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol 
erance.  Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates. 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin. 


consider  the  effect  on 
coexisting  glaucoma  when 
you  prescribe  a vasodilator^ 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

Vasodilan 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


Mea^inHiin 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration;  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied;  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 


© 1976MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A. 


cardiovascular  brief 


ALTERNATIVES  FOR  PREVENTION  OF  BACTERIAL  ENDOCARDITIS 
IN  ADDITION  TO  HEART  ASSOCIATION  RECOMMENDED  DOSAGES 


This  article  has  been  prepared  for  the  American  Heart  Association,  Pennsylvania  Affiliate,  by 
Sidney  Friedman,  M.D.,  chairman  of  the  Affiliate's  Committee  on  Cardiovascular  Disease  in 
the  Young,  and  C.  Robert  E.  Wells,  M.D.,  committee  cochairman  and  Affiliate  vice  president.  It 
is  the  last  in  a series  of  articles  on  the  use  of  penicillin  in  treating  rheumatic  patients. 


Prevention  of  Bacterial  Endocarditis 

Penicillin  is  very  useful  in  the  prevention  of  bacterial  en- 
docarditis, particularly  when  used  prophylactically  at  the 
time  of  trauma  (surgery)  through  an  unsterile  field. 

Bacterial  endocarditis  is  a serious  but  preventable  com- 
plication which  occurs  in  children  in  the  presence  of  both 
rheumatic  and  congenital  heart  disease.  When  bacteria  or 
fungi  gain  entrance  to  the  bloodstream  during  surgery  in- 
volving a potentially  infected  area,  they  have  an  affinity  for 
implantation  upon  deformed  valves  and  other  irritated 
areas  of  endocardium.  There  are  many  etiologic  agents, 
but  the  Streptococcus  viridans  is  the  most  frequent  bacte- 
rial agent  identified  in  childhood,  particularly  following  oral 
surgery.  This  organism  has  several  different  characteristics 
from  the  Group  A beta-hemolytic-streptococcus  (which  is 
related  to  the  onset  of  rheumatic  fever),  one  of  which  is  the 
development  of  resistance  to  penicillin.  Thus,  if  the  patient 
with  rheumatic  heart  disease  is  receiving  long  term  penicil- 
lin prophylaxis,  the  Streptococcus  viridans  (a  normal  in- 
habitant of  the  mouth),  may  develop  resistance  to  penicil- 
lin. Under  these  circumstances,  other  antibiotics  must  be 
used  for  optimal  protection. 

In  the  prevention  of  bacterial  endocarditis,  one  must  an- 
ticipate the  most  likely  flora  to  be  found  in  the  region 
where  surgery  is  performed.  The  flora  in  the  mouth  differs 
from  the  flora  in  the  gastrointestinal  or  genitourinary  tract. 
The  following  recommendations  apply  to  oral  surgery 
where  the  offending  organism  is  most  likely  Streptococcus 
viridans. 

1.  For  patients  not  receiving  penicillin  currently 

a.  Intramuscular  and  Oral-600,000  units  procaine  penicil- 
lin G and  200,000  units  of  crystalline  penicillin  G in- 
tramuscularly one  hour  prior  to  procedure.  Then  penicillin 
G,  400,000  units  orally  four  times  a day  for  four  full  days. 
(This  avoids  oral  medication  when  general  anesthesia 
might  be  indicated,  as  well  as  the  necessity  for  repeated 
visits  to  the  doctor’s  office  for  subsequent  injections.) 

b.  Oral  (no  general  anesthesia)-800,000  units  penicillin  G 
one  hour  prior  to  the  procedure  and  then  400,000  units 
every  six  hours  for  the  remainder  of  that  day  and  for  four 
full  days  following  the  procedure.  (You  will  note  the  total 
duration  suggested  is  five  days  rather  than  three  days  be- 
cause of  the  seriousness  of  the  disease  being  prevented.) 


2.  For  patients  receiving  therapeutic  or  prophylactic 

penicillin  or  those  patients  who  are  sensitive  to  penicillin, 
another  appropriate  antibiotic  such  as  clindamycin  should 
be  used.  Clindamycin  is  preferred  over  erythromycin  be- 
cause of  better  and  more  effective  antibiotic  levels  than 
with  oral  erythromycin.  Present  information  indicates  min- 
imal risk  of  colitis  in  pediatric  patients  receiving  clindamy- 
cin as  recommended.  However,  as  experience  increases, 
newer  effective  antibiotics  may  be  preferred  to  clindamy- 
cin. 

Treatment  of  Bacterial  Endocarditis 

Treatment  of  bacterial  endocarditis  depends  on  the  iden- 
tification of  the  offending  organism  in  blood,  cultured 
aerobically  and  anaerobically,  and  the  determination  of  its 
sensitivity  to  various  antibiotics.  A series  of  six  or  more 
blood  cultures  obtained  over  a period  of  a few  hours  is 
preferable  to  the  older  method  of  obtaining  a blood  culture 
at  the  peak  of  the  temperature  elevation  which  may  delay 
the  onset  of  the  treatment. 

When  a positive  blood  culture  is  obtained  the  organism 
is  identified  and  its  sensitivity  to  various  antibiotics  is  de- 
termined by  serial  dilutions.  The  dosage  and  frequency  of 
administration  of  the  antibiotic  depends  on  the  sensitivity 
of  the  organism  and  empirical  decisions.  Although  very 
sensitive  organisms  may  be  treated  orally  for  short  periods 
of  two  to  four  weeks,  parenteral  therapy  is  usually  advisa- 
ble for  four  to  six  weeks  or  more.  A combination  of  two 
appropriate  antibiotics  may  be  used  because  of  their 
synergistic  effect.  To  determine  whether  the  course  of 
therapy  is  adequate,  the  concentration  of  antibiotic  in  the 
patient’s  serum  is  tested  against  the  identified  bacteria  in 
serial  dilutions  as  well  as  the  clinical  response. 

When  the  organism  is  identified  as  Streptococcus  viri- 
dans and  it  is  found  to  be  sensitive  to  penicillin  the  fol- 
lowing routine  is  advised:  Penicillin  I-IV2  million  units 
given  intravenously  every  four  hours  for  four  weeks. 

If  the  Streptococcus  viridans  is  only  moderately  sensi- 
tive to  penicillin:  Penicillin  2-3  million  units  given  in- 
travenously every  four  hours  for  six  weeks.  Plus  strep- 
tomycin sulfate  0.5  gm  every  twelve  hours  intramuscu- 
larly for  two  weeks. 

The  American  Heart  Association  recommended  dosages, 
in  wallet  card  form,  are  available  from  your  local  Chapter. 
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As  oolent  as  the  oain  H relieves 


NOT  TOO  LITTLE 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmaci 

(m  CONVENIENCE  ' 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits] 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr  'A, 

Each  tablet  also  contains:  aspirin  gr  3 phenacetin  gr  2V2,caffeine  gr  !4, ‘Warning- may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 
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MDs  in  the  news 


Sumner  J.  Yaffe,  M.D.,  was  recently 
appointed  to  a 14  member  panel 
studying  adverse  drug  reactions 
(ADRs).  The  panel  was  appointed  by 
the  United  States  Congressional  Of- 
fice of  Technology  Assessment.  At 
the  request  of  the  House  Ways  and 
Means  Committee,  the  panel  will  de- 
velop data  on  the  extent  of  adverse 
drug  reactions,  survey  methodology 
for  reporting  and  disseminating  ADR 
information,  and  make  recommenda- 
tions on  the  role  of  utilization  review 
in  that  area.  Dr.  Yaffe  is  director  of  the 
division  of  clinical  pharmacology  for 
the  Children’s  Hospital  of  Philadel- 
phia, and  professor  of  pediatrics  and 
pharmacology  for  the  University  of 
Pennsylvania  School  of  Medicine. 

Doris  G.  Bartuska,  M.D.,  F.A.C.P., 

was  recently  elected  chairman  of  the 
publications  committee  of  the  Jour- 
nal of  the  American  Medical  Women’s 
Association.  Dr.  Bartuska  is  associ- 
ate professor  of  medicine,  director  of 
endocrinology  and  metabolism,  and 
associate  dean  for  curriculum  for  the 
Medical  College  of  Pennsylvania. 

Arthur  E.  Rosenbaum,  M.D.,  was 

recently  appointed  professor  of 
radiology  at  the  University  Health 
Center  of  Pittsburgh  and  chief  of 
the  neuroradiology  section  at 
Presbyterian-University  Hospital.  Dr. 
Rosenbaum  is  a member  of  the  fac- 
ulty at  the  University  of  Pittsburgh. 

The  trustees  of  the  Chapel  of  Four 
Chaplains  recently  honored  Emanuel 
Weinberger,  M.D.,  Philadelphia,  with 
the  Silver  Anniversary  Humanitarian 
Award  for  his  service  to  people  of  all 
faithsand  races.  The  award  istheonly 
one  of  its  kind  ever  to  be  given.  Dr. 
Weinberger  received  congratulatory 
letters  from:  Secretary  of  Health, 
Education,  and  Welfare  F.  David 
Mathews,  on  behalf  of  President 
Gerald  R.  Ford;  Marvin  Wachman, 
president  of  Temple  University:  and 
Philadelphia  Mayor  Frank  L.  Rizzo. 

Robert  L.  Krause,  M.D.,  was  re- 
cently appointed  chief  of  the  division 


of  internal  medicine  at  Frankford 
Hospital,  Philadelphia.  Dr.  Krause  is  a 
clinical  associate  professor  of  medi- 
cine at  the  Medical  College  of  Penn- 
sylvania. 

Frederick  D.  Fister,  M.D.,  Allen- 
town, was  recently  recognized  by  the 
Lehigh  County  Medical  Society  for 
his  activities  in  supporting  post- 
graduate physician  education.  Dr. 
Fister  is  chairman  of  the  State  Society 
Commission  on  Accreditation  and  di- 
rector of  medical  education  for  Allen- 
town Hospital  and  the  Allentown- 
Sacred  Heart  Hospital  Center. 

Honored  recently  by  county  medi- 
cal societies  for  50  years  of  service  to 
the  medical  profession  were:  Emmett 
G.  Rand,  M.D.,  Carlisle;  John  J.  Korn, 
M.D.,  Wilkes-Barre;  Robert  H.  Stroh, 
M.D.,  Wyoming;  William  B.  Barr,  M.D., 
Allentown;  Luther  H.  Kline,  M.D., 
Cementon;  William  C.  Langston, 
M.D.,  Norman  H.  Gemmill,  M.D., 
Bruce  A.  Grove,  M.D.,  and  H.P. 
Belknap,  M.D.,  of  York. 

John  S.  Kennerdell,  M.D.,  recently 
became  associate  professor  of 
ophthalmology  and  associate  profes- 
sor of  neurology  at  the  University 
Health  Center  of  Pittsburgh.  He  is  on 
the  faculty  of  the  University  of 
Pittsburgh  School  of  Medicine  and  is 
chief  of  the  division  of  ophthalmology 
at  Montefiore  Hospital. 

Emmett  M.  Cooper,  M.D.,  was  re- 
cently elected  a fellow  in  the  Ameri- 
can College  of  Nuclear  Medicine.  Dr. 
Cooper  is  director  of  nuclear  medi- 
cine at  Lancaster  General  Hospital 
and  teaches  radiology  at  the  Temple 
University  School  of  Medicine. 

Recently  appointed  professor  of 
urological  surgery  at  the  University 
Health  Center  of  Pittsburgh  is 
Thomas  Hakata,  M.D.  Dr.  Hakala  is 
chairman  of  the  University  of 
Pittsburgh  School  of  Medicine’s  divi- 
sion of  urological  surgery  and  chief  of 
the  urology  section  of  the  Oakland 
Veterans  Administration  Hospital. 


H.  Taylor  Caswell,  M.D.,  Penn  Val- 
ley, was  recently  elected  president  of 
the  Philadelphia  Academy  of  Surgery, 
the  nation’s  oldest  surgical  society. 
Dr.  Caswell  is  professor  of  surgery  for 
the  Temple  University  Health  Sci- 
ences Center. 


DR.  CASWELL  DR.  BEHRENDT 


The  Phi  Alpha  Sigma  medical 
fraternity  recently  presented  its  an- 
nual Outstanding  Teaching  Award  to 
Thomas  Behrendt,  M.D.,  professor  o^ 
ophthalmology  at  Jefferson  MediCc. 
College  of  Thomas  Jefferson  Univer- 
sity. Dr.  Behrendt  was  cited  by  the 
senior  class  members  of  the  fraternity 
as  an  excellent  educator  and  a re- 
markable man  in  his  field. 

Edward  N.  Moser,  M.D.,  Wil- 
liamsport, was  recently  named 
chairman  of  the  Cancer  Crusade  of 
the  Lycoming  unit,  American  Cancer 
Society.  Dr.  Moser  is  serving  as  secre- 
tary of  the  Lycoming  County  Medical 
Society. 

Adolf  J.  Yates,  M.D.,  recently  as- 
sumed the  newly  created  position  of 
medical  director  at  the  Butler  County 
Memorial  Hospital.  Dr.  Yates  is  a clin- 
ical assistant  professor  of  surgery  at 
the  University  of  Pittsburgh  School  of 
Medicine. 

The  following  physicians  were  re- 
cently named  fellows  of  the  American 
College  of  Physicians:  Richard  J. 
Santen,  M.D.,  Hummelstown;  David 
H.  Feinberg,  M.D.,  Easton;  and  Jay  L. 
Jenkins,  M.D.,  Erie. 

Ching-Ho  Lin,  M.D.,  was  recently 
certified  by  the  American  Board  of 
Obstetrics  and  Gynecology.  He  is  in 
private  practice  in  Pottsville. 
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MDs  in  the  news 


S.  David  Rubenstein,  M.D.,  became 
director  of  neonatology  recently  at  St. 
Christopher’s  Hospital  for  Children. 
Dr.  Rubenstein  has  served  as  as- 
sociate director  of  nurseries  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania and  staff  pediatrician  at 
Philadelphia  General  Hospital,  Penn- 
sylvania Hospital,  and  the  Children’s 
Hospital  of  Philadelphia. 

James  L.  McCabe,  M.D.,  was  re- 
cently named  director  of  professional 
affairs  for  the  Mercy  Catholic  Medical 
Center,  Darby.  He  is  a clinical  instruc- 
tor in  medicine  at  Jefferson  Medical 
College  and  for  the  past  several  years 
has  been  responsible  for  the  center’s 
utilization  review  program. 

David  J.  Kupfer,  M.D.,  recently  be- 
came professor  of  psychiatry  at  the 
University  Health  Center  of 
Pittsburgh.  He  is  a member  of  the  fac- 
ulty of  the  University  of  Pittsburgh 
School  of  Medicine  and  director  of 
research  and  research  training  at 
Western  Psychiatric  Institute  and 
Clinic.  Recipient  of  the  1975  A.  E. 
Bennett  Research  Award  in  Clinical 
Science,  Dr.  Kupfer  is  currently  re- 
searching the  relationship  of  EEG 
sleep  to  psychiatric  illness  with  sup- 
port from  a National  Institute  of  Men- 
tal Health  grant. 

Edward  R.  Morasco,  M.D.,  was  re- 
cently appointed  director  of  psychiat- 
ric services  at  the  Community  Medi- 
cal Center,  Scranton.  Dr.  Morasco 
has  been  associated  with  the  Outpa- 
tient Mental  Health/Mental  Retarda- 
tion Center,  located  in  the  medical 
center,  since  1968. 

The  American  Board  of  Pathology 
recently  awarded  a certificate  in 
anatomical  and  clinical  pathology  to 
Chien-Hsin  Chen,  M.D.,  Altoona.  A 
junior  fellow  of  the  College  of  Ameri- 
can Pathologists,  he  is  chief  of  labo- 
ratory services  at  the  Altoona  Veter- 
ans Administration  Hospital. 

Earl  T.  Hoffman,  M.D.,  was  recently 


certified  by  the  American  Board  of 
Nuclear  Medicine.  Previously  cer- 
tified in  radiology,  Dr.  Hoffman  is  a 
member  of  the  radiology  staff  of  Di- 
vine Providence  Hospital,  Wil- 
liamsport. 

Richard  P.  Mirabelli,  M.D., 

Philadelphia,  recently  became  direc- 
tor of  the  department  of  pediatrics  at 
Frankford  Hospital.  He  is  medical  di- 
rector of  the  Pine  Hill  Rehabilitation 
Center. 

The  American  Academy  of  Family 
Physicians  recently  named  the  follow- 
ing Pennsylvania  physicians  as  fel- 
lows. Morren  J.  Greenburg,  M.D., 
Sharon;  Bernard  S.  Panek,  M.D., 
Johnstown;  Leroy  A.  Rodgers,  M.D., 
Johnstown. 

Robert  H.  Heissenbuttel,  M.D.,  was 

recently  certified  in  cardiovascular 
disease  by  the  American  Board  of 
Internal  Medicine.  He  is  assistant  pro- 
fessor of  clinical  medicine  at  the  Col- 
lege of  Physicians  and  Surgeons. 

A.  Thomas  Andrews,  M.D.,  was  re- 
cently certified  in  the  subspecialty  of 
medical  oncology  by  the  American 
Board  of  Internal  Medicine.  He  is 
chairman  and  director  of  education  in 
the  department  of  medicine,  Harris- 
burg Hospital. 

Infection  of  the  heart  valve  is  the 
topic  of  a new  book.  Infective  En- 
docarditis, edited  by  Donald  Kaye, 
M.D.  The  17  chapter  volume,  written 
by  prominent  authorities  in  the  field 
of  infectious  diseases,  offers  a com- 
prehensive treatise  on  the  diagnosis 
and  management  of  the  potentially 
deadly  disease.  Dr.  Kaye  is  professor 
and  chairman  of  the  department  of 
medicine  of  the  Medical  College  of 
Pennsylvania. 

Wilbert  A.  Lyons,  M.D.,  was  re- 
cently appointed  assistant  medical 
director  of  the  Penn  Foundation  for 
Mental  Health,  Sellersville.  He  will  as- 
sist Norman  L.  Loux,  M.D.,  medical 


director,  and  will  be  responsible  for 
the  development  of  the  treatment 
programs  at  the  foundation. 

Stanley  Godshall,  M.D.,  Eliza- 
bethtown, recently  spent  two  weeks 
in  Guatemala  giving  medical  aid  to 
earthquake  victims  in  Rabinal,  50 
miles  north  of  Guatemala  City.  He  was 
sponsored  by  the  Norlanco  Family 
Health  Center  through  the  Eastern 
Mennonite  Board  in  Salunga. 

Donald  M.  Qualls,  M.D.,  was  re- 
cently re-elected  treasurer  of  the 
American  Orthopaedic  Foot  Society. 
He  isassociate attending  orthopaedic 
surgeon  at  the  Lankenau  Hospital, 
and  assistant  professor  of  clinical  or- 
thopaedics at  Jefferson  Medical  Col- 
lege. 

The  following  physicians  were  re- 
cently certified  by  the  American 
Board  of  Family  Practice:  Richard  J. 
Loughlin,  M.D.,  Bridgeport;  Charles 
K.  Mervine,  M.D.,  Norristown;  William 
H.  Rodgers,  III,  M.D.,  Blue  Bell;  Judith 
N. Barrett,  M.D.,  Allentown;  Michael 
E.  Callahan,  M.D.,  Galeton;  Anthony 
P.  Fenello,  M.D.,  Altoona;  Nathan  O. 
Thomas,  M.D.,  Meyersdale;  R. 
Laverne  Landis,  M.D.,  Factoryville; 
and  Arthur  W.  Sherwood,  M.D., 
Tunkhannock. 

A testimonial  dinner  was  held  re- 
cently for  Perry  Cleaver,  M.D.,  for  33 
years  of  service  to  the  Bloomsburg 
Hospital.  George  A.  Rowland,  M.D.,, 
chairman  of  the  Society  Board  of 
Trustees  and  Councilors,  was 
toastmaster,  while  William  C.  Wright, 
M.D.,  president  of  the  hospital  medi- 
cal staff,  presented  Dr.  Cleaver  with  a 
plaque  for  meritorious  service  from 
December  1942  to  December  1975, 
when  he  retired  from  practice.  Dr. 
Cleaver  was  president  of  the  Colum- 
bia County  Medical  Society  in  1951 
and  1971. 

James  M.  Orsi,  M.D.,  Allentown, 
was  recently  appointed  chief  of  anes- 
thesia for  the  Muhlenberg  Medical 
Center. 
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Disciplinary  provisions  of  Act  111  — anything  new? 


DAVID  S.  MASLAND,  M.D.,  President 
Pennsylvania  Medical  Society 


With  the  passage  of  Act  1 1 1 of  1 975 
it  appears  that  the  basic  elements  for 
effective  discipline  of  the  medical 
profession  are  in  place;  These  ele- 
ments include;  (1)  Act  190,  the  Medi- 
cal Practice  Act  of  1974;  (2)  Act  311, 
the  Osteopathy  Act  of  1956;  (3)  Act 
193,  the  Peer  Review  Protection  Act 
of  1974;  and  (4)  Act  111,  the  Health 
Care  Services  Malpractice  Act  of 
1975. 

Statutory  authority  to  discipline  the 
medical  profession  is  given  to  the  ap- 
propriate state  boards  which  are  ad- 
ministered by  the  Department  of 
State’s  Bureau  of  Professional  and 
Occupational  Affairs.  In  the  case  of 
medical  doctors,  it  is  the  State  Board 
of  Medical  Education  and  Licensure. 
For  osteopathic  physicians,  it  is  the 
State  Board  of  Osteopathic  Exam- 
iners. For  podiatrists,  who  are  in- 
cluded under  Act  111,  it  is  the  State 
Board  of  Podiatry  Examiners.  These 
comments  on  discipline  will  apply  to 
all  three  groups  but  I will  concentrate 
on  the  M.D.s. 

While  the  power  to  issue  and  re- 
voke licenses  of  medical  doctors  has 
always  rested  with  the  State  Board  of 
Medical  Education  and  Licensure,  it 
was  not  until  the  passage  of  Act  1 90  in 
1974  that  the  board  was  given  much 
broader  disciplinary  power  and  its 
prerogatives  more  precisely  spelled 
out.  Before  giving  the  highlights  of 
that  act  let  me  say  something  paren- 
thetically. I like  parentheses  because 
they  let  you  digress  at  leisure.  In  this 
instance  I simply  want  to  give  you  a 


little  background  on  Act  190,  the  Med- 
ical Practice  Act.  Itwasthe  physicians 
in  Pennsylvania,  through  the  Penn- 
sylvania Medical  Society,  and  the 
members  of  the  State  Board  itself, 
who  went  to  the  Legislature  and  said, 
“We  need  to  revise  the  Medical  Prac- 
tice Act.  " And  it  was  the  physicians 
who  said,  “We've  got  to  toughen  up 
the  disciplinary  language  and  more 
clearly  articulate  the  powers  of  the 
board.”  And  finally,  my  recollection  is 
that  we  had  to  lobby  hard  and  long  to 
get  that  law  passed.  The  point  is  that 
the  board  now  has  considerable 
powers  and  flexibility.  Let  me  give  you 
some  examples. 

The  board  has  the  authority  to  re- 
fuse, revoke  or  suspend  a license.  It 
also  has  probationary  powers  and  the 
power  to  limit  licenses.  It  can  also 
order  care,  counseling,  or  treatment 
of  a physician.  Here  are  some  of  the 
causes  for  which  it  may  invoke  dis- 
cipline; 


Dr.  Masland  delivered  this  address 
at  a seminar  on  Act  III,  the  Health  Care 
Services  Malpractice  Act  of  1975, 
which  drew  an  audience  of  300  to  Her- 
shey  in  January.  It  is  presented  here  as 
part  of  an  ongoing  analysis  of  the  new 
legislation.  Dr.  Masland  is  shown  left 
delivering  the  address;  a view  of  the 
audience  is  below. 


1 . Conviction  of  a felony  in  the  state 
or  federal  courts,  including  a plea  of 
nolo  contendere; 

2.  Disciplinary  action  in  another 
jurisdiction  (another  state); 

3.  Inability  to  practice  with  reason- 
able skill  by  reason  of  illness,  drunk- 
eness,  excessive  use  of  drugs,  narcot- 
ics, chemicals,  etc.,  or  as  a result  of 
any  mental  or  physical  condition.  To 
enforce  the  illness,  drunkeness,  drug 
provision,  the  board  may  compel  a 
physician  to  submit  to  a mental  or 
physical  examination.  Failure  to  do  so 
constitutes  an  admission  of  the  alle- 
gations against  him; 

4.  Violation  of  board  regulations  or 
previous  rulings; 

5.  Professional  association  with  un- 
licensed practitioners; 

6.  Immoral  or  unprofessional  con- 
duct . . . which  shall  include  any  de- 
parture from  or  the  failure  to  conform 
to  the  standards  of  acceptable  and 
prevailing  medical  practice,  in  which 
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proceeding  actual  injury  to  a patient 
need  not  be  established.  Let  me 
comment  here.  This  authority  to  dis- 
cipline for  "unprofessional  conduct" 
seems  to  me  to  be  very  important.  It  is 
the  mechanism  to  go  after  the  doctor 
who  may  be  practicing  substandard 
medicine. 

I think  you  can  see  that  the  new 
Medical  Practice  Act  gives  the  medi- 
cal board  very  broad  disciplinary 
powers. 

Act  193  of  1974,  the  Peer  Review 
Protection  Act,  provides  another  im- 
portant part  of  the  disciplinary  ma- 
chinery. Unless  some  civil  protection 
is  provided,  there  is  great  risk  to  the 
physician  who  reports  a fellow  doctor 
to  the  state  board.  Accusing  a col- 
league of  having  an  alcohol  or  drug 
problem  ordisplaying  unprofessional 
conduct  is  a very  difficult  thing  at  any 
time.  But  if  the  act  of  reporting  carries 
with  it  the  risk  of  a law  suit,  the  odds  of 
that  report  ever  being  made  are  very 
low.  Once  again,  physicians  saw  the 
need  and  stepped  forward  with  the 
Peer  Review  Protection  Act  which  the 
General  Assembly,  after  about  two 
years  of  debate,  saw  fit  to  pass.  What 
it  does  is  to  provide  immunity  to 
physicians  and  others  in  the  health 
care  system,  both  within  the  hospital 
setting  and  within  organized  medi- 
cine who,  in  good  faith,  report  lapses 
in  professional  conduct,  or  depar- 
tures from  established  standards. 

This  brings  us  to  Article  IX  of  Act 
111,  Disciplinary  Proceedings.  There 
is  no  disciplinary  provision  per  se  in 
Act  111.  However,  what  it  does  is  to 
provide  the  money  and  manpower  to 
enforce  the  disciplinary  provisions  of 
the  Medical  Practice  Act  and  does 
provide  another  means  of  referral  of 
problem  cases  to  the  State  Board  of 
Medical  Education  and  Licensure. 

Section  901  directs  the  licensing 
boards  to  employ  the  investigators 
and  attorneys  necessary  to  enforce 
discipline. 

Section  902  authorizes  the  boards 
to  appoint  hearing  examiners  to  con- 
duct hearings  in  accordance  with  the 
procedures  set  up  in  the  licensing 
acts.  These  hearing  examiners  shall 
have  the  power  to  issue  subpoenas  to 
require  attendance  and  testimony  or 
the  production  of  books,  records,  etc. 
These  examiners  are  also  to  record 
theirdecisions,  and  send  them,  along 


with  the  findings  of  fact,  to  the  appro- 
priate boardsforaction.  Appealsfrom 
the  state  boards  to  Commonwealth 
Court  are  limited  to  alleged  errors  of 
law. 

Section  907  provides  the  final  and 
perhaps  key  element  by  returning  to 
the  licensing  boards  all  of  the  revenue 
they  raise  from  the  professions 
through  fees,  charges  and  fines.  Prior 
to  Act  111,  this  money  went  into  the 
general  fund  and  the  boards  were  run 
with  money  appropriated  by  the 
Legislature.  The  lack  of  adequate 
manpower  and  money  to  run  the 
licensing  boards  has  been  a defi- 
ciency about  which  the  Pennsylvania 
Medical  Society  has  protested  for 
many  years.  It  has  been  joined  in  this 
by  every  commissioner  of  profes- 
sional and  occupational  affairs,  of 
whom  in  the  recent  past  there  have 
been  many. 

When  you  see  records  piled  up  in 
cardboard  boxes  because  there  is  no 
money  for  file  cabinets  or  money  for 
file  clerks  to  file  the  records  even  if 
there  were  cabinets,  you  get  some 
idea  of  how  woefully  neglected  these 
boards  have  been.  In  the  past,  lack  of 
funds  has  hampered  investigation  of 
cases.  Our  study  of  the  situation  indi- 
cated that  the  medical  board,  for 
example,  was  only  getting  back  about 
half  of  the  total  money  it  was  raising. 
Under  Act  1 1 1 the  boards  will  have  a 
better  financial  base.  If  current  avail- 
able revenue  should  fall  short,  the 
medical  board,  under  its  new  act,  has 
the  power  to  set  its  own  fees.  Since 
the  passage  of  Act  111,  the  state  med- 
ical board  has  added  to  its  staff  three 
attorneys,  two  hearing  officers,  eight 
examiners,  and  four  legal  secretaries. 

One  other  aspect  of  Act  1 1 1 carries 
with  it  some  disciplinary  overtones. 
That  is  Section  514  which  requires 
that  if  an  arbitration  panel  finds  mal- 
practice has  occurred,  and  such  de- 
cision is  not  overturned  on  appeal, 
the  panel  shall  report  its  findings  to 
the  appropriate  licensing  board  and 
the  appropriate  PSRO.  The  board  of 
licensure  is  then  mandated  to 
promptly  investigate  the  report  and 
take  any  appropriate  disciplinary  ac- 
tion. 

It  would  be  misleading  to  imply  that 
the  Medical  Practice  Act  is  the  sole 
means  of  disciplining  physicians. 
Peer  review  is  a responsibility  of  every 


hospital  medical  staff.  A requirement 
of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  is  that  the 
medical  staff  establish  a formal,  on- 
going mechanism  for  evaluating  the 
capabilities  of  each  physician  on  the 
staff.  These  responsibilities  are  taken 
very  seriously.  I have  seen  medical 
staffs  make  tough  decisions  which 
have  resulted  in  the  reduction  of  privi- 
leges for  some  doctors  and  even  the 
actual  loss  of  privileges  in  some  ex- 
treme cases.  These  actions  did  not 
make  headlines.  The  medical  staff 
didn't  receive  any  recognition,  but  the 
community  was  protected  and  the 
quality  of  medical  care  preserved  or 
improved.  By  the  same  token  county 
medical  societies  use  the  moral  per- 
suasion availableto  them  through  the 
prestige  of  membership,  to  censor 
and  exhort  wayward  colleagues. 

On  the  positive  side,  the  Pennsyl- 
vania Medical  Society  has  voluntarily 
imposed  on  itself  and  its  members  a 
continuing  education  requirement. 

As  a result  a vast  continuing  educa- 
tion program  has  emerged  in  Penn- 
sylvania, particularly  at  the  commun- 
ity hospital  level.  Most  of  these 
courses  are  taught  by  faculty  from  the 
state’s  medical  schools.  We  are  de- 
manding excellence  of  ourselves. 

I am  also  mindful  of  seventeen  | 
years  of  leadership  in  peer  review  by  ! 
the  Pennsylvania  Medical  Society.  ; 
The  idea  of  utilization  review  had  its  I 
roots  in  western  Pennsylvania  with  1 
the  birth  of  the  Hospital  Utilization  | 
Project.  Here  in  Harrisburg,  special 
committees  of  the  State  Society  re- 
view hundreds  of  selected  cases  i 
every  year.  More  recently,  the  Society 
launched  the  Pennsylvania  Medical 
Care  Foundation  to  specialize  in  the 
area  of  peer  review.  Its  staff  is  now 
fanning  out  across  the  nation  to  teach 
doctors,  nurses  and  other  health  care 
professionals  how  to  do  peer  review. 

I am  sick  and  tired  of  the  criticism 
that  physicians  do  not  police  their 
own.  Although  we  physicians  still 
have  much  to  do  in  the  area  of  disci- 
pline, I know  of  no  other  profession 
which  has  come  close  to  the  dis-  i 
ciplinary  procedures  and  the  search  ; 
for  excellence  that  the  medical  pro- 
fession has  reached.  As  a spokesman  , 
forthe  Pennsylvania  Medical  Society  I | 
am  very  proud  of  the  leadership  we  i 
have  shown.  ; 
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Famous  Fighters 


NEOSPORIir  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


I 

I 

I 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  seconriary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Pjophylacticallv,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 
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neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Additional  information  available 
to  the  profession  on  request. 
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Followup: 

Patients  exposed  to  therapeutic  irradiation 
for  benign  conditions  in  chiidhood 


ROBERT  G.  CARROLL,  M.D. 
Pittsburgh 

In  the  United  States  there  are  over  1 
million  individuals  who  have  been 
irradiated  for  benign  conditions  in  the 
head  and  neck.’ 

Many  recent  reports  document 
conclusively  that  individuals  who 
have  had  head  and  neck  radiation  for 
benign  conditions  have  markedly  in- 
creased risk  of  thyroid,  salivary,  and 
perhaps  breast  cancer  as  compared 
to  the  general  population.  Although 
the  relative  risk  as  compared  to  the 
general  population  is  high,  the  risk 
that  any  one  individual  who  has  had 
head  or  neck  irradiation  will  develop  a 
subsequent  malignancy  is  relatively 

IOW.2“6 

Identification  of  these  patients 
through  some  type  of  screening  pro- 
cedure may  be  beneficial  in  terms  of 
prevention  of  subsequent  mortality 
and  morbidity  from  cancer,  especially 
thyroid  and  salivary  cancer. 

The  American  Medical  Association 
and  the  American  Hospital  Associa- 
tion issued  a joint  statement  on  Oc- 
tober 17,  1975,  urging  hospitals  and 
physicians  to  work  together  in  their 
communities  to  develop  guidelines 
and  procedures  for  screening  of  ex- 
posed individuals  and  for  public  edu- 
cation.^ 


Overview 

From  approximately  1930-1950 
prophylactic  and  therapeutic  treat- 
ment of  children  to  decrease  the 
probability  of  upper  respiratory  ill- 
ness was  performed.  In  one  published 
study,  all  children  born  at  the  hospital 
between  June  1944  and  May  1946  re- 
ceived approximately  1 50r  prophylac- 
tically  to  the  manubrial  region.® 

Use  of  external  radiation  for  the 
treatment  of  nonmalignant  diseases 
of  childhood  seemed  eminently  rea- 
sonable when  viewed  from  the 
perspective  of  Friedlander’s  1907  re- 
port on  treatment  of  thymic  enlarge- 
ment which  was  considered  to  be  a 
manifestation  oi  status  thymico  lym- 
phaticus,  a disorder  associated  with 


the  tendency  to  respond  catastrophi- 
cally to  minor  stimuli.®  Saenger,efa/,^ 
have  described  the  point  of  view 
operating  in  the  medical  decision 
making  process  at  that  time.  Autopsy 
of  children  who  died  suddenly  gen- 
erally revealed  a large  thymus  by 
comparison  with  adult  thymic  size. 
Diagnostic  x-ray  examinations  of 
children  in  whom  the  risk  of  sudden 
death  or  suffication  seemed  greatest 
often  revealed  a wide  mediastinal 
shadow.  Speculation  centered 
around  the  possibility  that  thymic  en- 
largement was  a cause  of  sudden 
death  or  suffication. 

The  medical  rationale  for  irradia- 
tion therapy  of  children  with  benign 
conditions  ranged  from  prophylaxis 
of  upper  respiratory  illness  in 
asymptomatic  individuals  to  treat- 
ment of  tinea  capitis  in  post  war  refu- 
gee camps.  A large  number  of  pa- 
tients were  treated  for  serious  infec- 
tions or  complications  of  tonsillar  and 
nasopharyngeal  lymphoid  hyper- 
trophy. In  the  Cincinnati  area  approx- 
imately 44  percent  of  the  patients 
were  treated  for  serious  infections  in 
the  preantibiotic  era.®  Of  1,056  pa- 
tients in  the  study  of  Favus,  et  al,  in 
Chicago,  85  percent  had  received  ir- 
radiation to  the  tonsillar  and 
nasopharyngeal  region  for  infections 
and  inflammatory  disease.® 

It  was  not  until  1949  that  Schar- 
nagel  and  Pack  reported  the  occur- 
rence in  a 5 year  old  of  basal-cell 
epitheliomas  exactly  in  the  entrance 
port  of  thymic  radiation  given  shortly 
after  birth.’®  Duffy  and  Fitzgerald  in 
1950  reported  that  9 of  28  children 
seen  for  thyroid  cancer  had  received 


Dr.  Carroll  is  assistant  professor  of 
radiology  and  assistant  director  of 
nuclear  medicine  for  the  University 
of  Pittsburgh  School  of  Medicine. 
He  is  currently  serving  as  presi- 
dent of  the  Pennsylvania  College 
of  Nuclear  Medicine  and  of  the 
Pittsburgh  Chapter  of  the  Society 
of  Nuclear  Medicine. 


thymic  radiation  between  4 and  16 
months  of  age.”  Saenger’s  1960 
study  of  1,644  persons  who  had  re- 
ceived head  and  neck  therapeutic 
radiation  in  infancy  and  childhood 
documented  11  thyroid  carcinomas 
in  the  patient  group  and  none  in  the 
control  group,  a 100  fold  increased 
risk  as  compared  to  statistical  mor- 
bidity tables.® 

By  the  early  1950s,  theories  of 
status  thymico  lymphaticus  had  fallen 
into  disfavor  and  antibiotics  were 
widely  available.  Thus,  irradiation  for 
benign  conditions  had  largely  ceased 
prior  to  the  first  data  that  there  may  be 
complications  from  such  irradiation. 

Radiation  carcinogenesis 

There  is  no  doubt  that  ionizing 
radiation  can  induce  cancer  in  man. 
The  effects  differ  according  to  the 
type  of  neoplasm,  age  of  the  subject, 
and  dose  of  radiation.”  Thus,  Dr,  Mil- 
ler of  the  National  Cancer  Institute 
begins  his  lucid  overview  of  radiation 
induced  cancers.’®  Patients  who  have 
reveived  therapeutic  irradiation  are  at 
increased  risk  of  both  benign  and 
malignant  neoplasms  over  a long 
time  span.’® 

Bergonieand  Tribondeau  observed 
70  years  ago  that,  “X-rays  are  more 
effective  on  cells  which  have  a greater 
reproductive  activity;  the  effective- 
ness is  greater  on  those  cells  which 
have  a longer  dividing  future,  and  on 
those  cells  whose  morphology  and 
function  are  least  fixed.”  Radiation  in 
utero,  in  the  newborn  period,  and  in 
early  childhood  is  likely  to  have  far 
more  profound  biological  effects 
than  radiation  in  later  life. 

Ilbery’s  review  of  radiation  car- 
cinogenesis documents  the  higher 
risk  of  thyroid  cancer  in  those  pa- 
tients irradiated  in  infancy  as  com- 
pared to  those  irradiated  in  adult- 
hood. 

The  data  of  Hemplemann’s  group 
shows  that  irradiated  children  are 
subject  to  an  increased  risk  of  malig- 
nant tumor  development  which  is 
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TABLE  I 
Modan  data 


Irradiated 

Controls 

Cases 

(10,902) 

Population  (10,902) 

Sibling  (5496) 

All  malignant 

No. 

Rate/1000 

No. 

Rate/1000 

No. 

Rate/1000 

neoplasms 

27 

2.5 

6 

0.6 

2 

0.4 

Brain 

8 

0.7 

1 

0.1 

1 

0.2 

Thyroid 

12 

1.1 

2 

0.2 

1 

0.2 

Parotid 
Ail  benign 

4 

0.4 

0 

0.0 

0 

0.0 

neoplasms 

12 

1.1 

2 

0.2 

0 

0.0 

linearly  dose-dependent  over  the 
100-600  rad  range.'*  Hemplemann  has 
reviewed  the  data  from  several  series 
of  radiation  exposed  children  and  has 
found  that  the  risk  of  developing 
thyroid  nodularity  is  linearly  dose- 
dependent  down  to  levels  as  low  as  20 
rads.^  Thyroid  nodularity  may  be  a 
precursor  of  malignant  degeneration 
in  radiation  exposed  individuals. 

Epidemiologic  studies 

The  largest  study  of  children  ir- 
radiated for  benign  conditions  was 
published  in  1974.  Modan,  et  al,  fol- 
lowed 10,902  children  irradiated  for 
ringworm  of  the  scalp  and  two 
matched  control  groups  for  a period 
of  12  to  23  years.*®  These  head  ir- 
radiated patients  had  a striking  in- 
crease in  brain,  parotid,  and  thyroid 
tumors,  but  no  significant  rise  in 
leukemia.  The  calculated  dose  to  the 
thyroid  was  only  6.5  rads.  Nonethe- 
less, 12  cases  of  thyroid  carcinoma 
were  found  in  the  irradiated  group 
and  only  2 in  the  control  group  (Table 

I). 


The  dose  absorbed  by  the  brain  was 
only  about  140  rads.  The  population 
studied  included  children  up  to  15 
years  of  age  at  the  time  of  irradiation. 
This  very  extensive  study  clearly 
demonstrates  increased  tumor  risk  at 
relatively  low  doses  to  the  thyroid  and 
parotid  in  children  well  beyond  in- 
fancy at  the  time  of  exposure. 

The  recent  study  of  Favus,  et  al,  is 
the  first  detailed  clinical  evaluation  of 
the  population  of  1,056  subjects  fol- 
lowing documented  irradiation  to  the 
tonsil-nasopharynx  region.  They 
found  a significant  prevalence  of 
nodular  thyroid  disease,  including 
benign  and  malignant  tumors  for  at 
least  35  years  after  treatment.®  Palpa- 
ble nodular  thyroid  disease  was 
found  in  16.5  percent  and  non- 
palpable  lesions  were  detected  by 
99mTc  Pertechnetate  thyroid  imaging 
in  an  additional  10.7  percent  for  a 
total  prevalence  of  27.2  percent. 
Thyroid  cancer  was  found  in  33  per- 
cent of  those  with  nodular  disease 
who  underwent  surgery.  Thus, 
screening  of  1,056  subjects  revealed 


thyroid  carcinoma  in  60  of  182  oper- 
ated upon. 

The  ability  of  examiners  to  detect 
thyroid  nodules  was  significantly  in- 
fluenced by  the  scintigram.  Nodules 
were  palpated  in  141  subjects  without 
prior  knowledge  of  scintigram  re- 
sults, re-examination  post  scintigram 
disclosed  nodules  in  an  additional  33 
patients.'*  The  thyroid  cancer  inci- 
dence in  those  operated  for  nodular 
disease  in  nasopharynx  irradiated 
individuals  reported  by  Favus  is 
identical  to  the  33  percent  incidence 
found  in  thymus  irradiated  patients  in 
Hempelmann’s  most  recent  survey  of 
2,872  individuals  followed  for  20 
years.®  Many  of  the  thyroid  car- 
cinomas found  surgically  in  the  Favus 
study  were  in  the  contralateral  lobe  to 
the  abnormality  found  on  scan  or  pal- 
pation. Thus,  it  is  likely  that  a portion 
of  the  patients  normal  on  scintigram 
and  palpation  harbor  undetected 
carcinoma. 

Arnold,  et  al,  examined  1,452  per- 
sons who  had  documented  or  pre- 
sumed irradiation  to  the  neck  region 
for  benign  conditions  18  to  35  years 
previously,  including  many  of  the  in- 
dividuals in  the  study  of  Favus.*® 

Thyroid  abnormalities  were  found 
in  21  percent  of  the  patients  exam- 
ined. Thyroid  cancer  was  found  in  29 
percent  of  the  patients  with  abnormal 
studies  who  had  surgical  exploration. 
Thyroid  imaging  with  a gamma  cam- 
era and  pinhole  detector  utilizing 
99mTc  detected  96  percent  of  these 
abnormalities,  40  percent  of  which 
would  not  have  been  unequivocally 


education 


This  issue  carries  no  education  course  listings.  The 
January  issue  contained  a supplement — a com- 
prehensive list  of  education  courses  being  offered  in  all 
parts  of  Pennsylvania.  Consult  that  issue  or  write  for  a 
copy  of  the  supplement  to:  Council  on  Education  and 
Science,  Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne,  PA  17043. 
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established  by  physical  examination 
alone.  The  overall  incidence  of 
thyroid  carcinoma  in  this  group  of 
1,032  patients  after  documented  ir- 
radiation at  Michael  Reese  and  420 
patients  presumably  irradiated 
elsewhere  is  7 percent.  The  incidence 
of  malignancy  in  patients  with  normal 
or  equivocal  thyroid  palpation  and  an 
abnormal  scan  was  19  percent.  Pa- 
tients with  one  or  more  palpable 
nodules  experienced  a 34  percent 
malignancy  incidence.''® 

The  incidence  of  tumors  in  organs 
other  than  the  thyroid  deserves  em- 
phasis. Any  screening  program 
should  consider  the  likely  increased 
incidence  of  all  tumors  within  the 
radiation  field.  Salivary  gland  tumors 
and  skin  tumors  are  caused  by  the 
same  etiologic  factor.'^  Brain  tumors, 
leukemia,  osteo-chondromas  and 
neurilemmomas  have  been  reported 
in  the  Modan  series.^®  Deutsch  has 
suggested  the  possibility  of  an  in- 
creased incidence  of  breast  cancer 
when  wide  fields  were  used.'®  This 
suggestion  is  supported  by  data  from 
many  studies  on  breast  irradia- 
tion. 

Risk  factors 

The  study  of  Conti,  et  al,  found  no 
morbidity  or  radiation  adverse  effects 
in  their  study  of  1,564  infants  given 
approximately  150  radsthrough  small 
ports  for  prophylactic  reasons.® 
Saenger  found  11  cases  of  thyroid 
carcinoma,  7 thyroid  adenomas,  and 
6 other  cancers  in  1 ,644  patients  stud- 
ied after  irradiation  for  a variety  of 
nonmalignant  disease  conditions. ^ 
Simpson  and  Hempelmann’s  series  of 
1,502  children  irradiated  for  non- 
malignant disease  reported  very 
similar  results:  11  thyroid  car- 
cinomas, 5 thyroid  adenomas,  7 
leukemias,  and  3 other  cancers. 

Saenger  suggested  that  children 
with  illnesses  might  be  at  higher  risk 
of  radiation  carcinogenesis  than 
children  in  a random  sample  treated 
prophylactically.2  He  found  that  ir- 
radiated patients  had  a higher  inci- 
dence of  every  disease  than  did  their 
sibling  controls.  Patients  had  a 
fivefold  increase  in  circulatory  dis- 
eases, a threefold  increase  in  dis- 
eases of  respiratory,  nervous  and 
hematopoetic  systems,  and  a smaller 


but  consistent  increase  for  all  other 
illnesses.  Thus,  Saenger  concluded 
in  1960that,  “Irradiation  of  the  thymic 
region  is  a contributing  cause  to  the 
occurrence  of  thyroid  cancer  in  some 
individuals.' 

Bross  and  Natarajan  raised  a simi- 
lar point  in  their  1972  study  of  295 
children  with  leukemia.  They  found 
“susceptible  ” and  'nonsusceptible” 
subgroups  in  the  population.  Diag- 
nositc  x-rays  during  pregnancy  pro- 
duced little  increase  in  leukemia  risk 
in  the  ‘nonsusceptible’’  subseries. 
Children  with  allergic  diseases,  bac- 
terial diseases,  or  viral  diseases  all 
had  markedly  increased  susceptibil- 
ity to  radiation  induced  leukemia  as 
compared  to  children  with  none  of 
these  diseases.  The  allergic  children 
were  at  highest  risk.^3 

Hempelmann  found  that  Jews  had  a 
3.4  fold  greater  risk  of  thyroid  car- 
cinoma post  irradiation  than  non 
Jews,  and  that  young  adult  Jewish 
females  had  a 17  fold  increased  risk. 
He  also  noted  increased  incidence  of 
asthma  and  rare  diseases  with  ab- 
normal immunologic  features  in  the 
irradiated  population.® 

It  is  possible  that  further  studies  of 
patients  irradiated  prophylactically  as 
compared  with  patients  irradiated  for 
disease  of  allergic  or  infectious  origin 
may  confirm  a real  difference  in  risk 
of  subsequent  neoplasia,  and  clarify 
the  nature  of  the  association  of  al- 
lergy and  increased  incidence  of 
tumors. 

Controversy 

What  is  the  significance  of  micros- 
copic foci  of  thyroid  carcinoma  in  the 
25  to  35  year  age  group?  Many  of  the 
carcinomas  found  in  the  study  of 
Favus,  et  al,  were  not  palpable,  and 
had  no  evidence  of  metastatic  spread 
at  the  time  of  operation.  The  natural 
history  of  radiation  induced  thyroid 
carcinoma  may  be  the  same  as  for 
spontaneously  occurring  thyroid  car- 
cinoma, but  no  data  are  available  as 
yet.  Occult  thyroid  carcinoma  has 
been  found  in  5.7  percent  of  157  con- 
secutive autopsies  in  Olmstead 
County,  Minnesota,  but  all  of  these 
occurred  after  age  41  and  most  were 
in  the  41  to  60  year  age  group. 2'*  Other 
American  series  report  from  0.45  per- 
cent to  4.0  percent  prevalence  of  oc- 


cult thyroid  carcinoma  at  autopsy  for 
death  due  to  unrelated  causes  in  the 
general  population. 2''  Oertel  and 
Klinck  carefully  studied  137  thyroid 
glands  removed  from  male  military 
personnel  between  the  ages  of  1 8 and 
39  who  died  suddenly  and  unexpec- 
tedly. Only  one  occult  carcinoma  was 
found,  that  in  a 24  year  old  subject. 

In  the  age  group  in  which  micros- 
copic and  macroscopic  thyroid  car- 
cinoma is  being  found  in  the  ir- 
radiated population  with  a prevalence 
of  7 to  9 percent,  less  than  1 percent 
would  be  expected  in  the  age 
matched  autopsy  series. 

The  problem  remains;  Does  mic- 
roscopic thyroid  carcinoma  in  the  25 
to  40  year  old  population  represent  a 
process  which  will  cause  significant 
morbidity  or  mortality  if  undetected 
and  untreated? 

Should  patients  with  a documented 
historyof  radiation  betreated  with  full 
replacement  doses  of  thyroid  hor- 
mone in  the  absence  of  any  findings 
on  physical  examination  and  thyroid 
scintigram?  Beierwaltes^®  and  Re- 
fetoff22  have  independently  sug- 
gested such  an  approach.  Hill,  et 
al,  have  reported  a clinical  trial  of 
routine  thyroid  suppression  in  the 
management  of  thyroid  nodules  in 
1 ,009  patients  who  eventually  came  to 
thyroidectomy. 28  A decrease  in  size  of 
malignant  thyroid  nodules  was  noted 
in  4 patients  on  suppression  therapy. 
No  change  or  increase  in  nodule  size 
was  observed  in  27  patients  with 
thyroid  cancer  on  suppression  thera- 
py. 28 

Thyroid  hormone  replacement  has 
been  used  since  1965  in  the  Marshall 
Island  population  of  Rongelap  who 
had  been  inadvertently  exposed  to 
radioiodine  fallout  and  external  ir- 
radiation.29 

Radiation  induced  thyroid  car- 
cinoma in  rats  can  be  prevented  by 
hypophysectomy,  presumably  be- 
cause thyroid-stimulating  hormone 
(TSH)  stimulation  has  been  elimi- 
nated.®' 

Perhaps  the  use  of  full  suppressive 
doses  of  thyroid  hormone  in  the  man- 
agement of  the  irradiated  population 
has  evoked  the  most  divergence  of 
opinion.  It  is  extremely  difficult  to  get 
full  patient  cooperation  in  taking  re- 
placement thyroid  medication  when 
the  patient  is  asymptomatic.  If  the 
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APPENDIX  I 


Guidelines  for  Hospital  Participation 
In  a Public  Education  Program 


The  following  recommendations  were  made  by  the  Il- 
linois State  Medical  Society-lllinois  Hospital  Association 
Joint  Committee  on  Thyroid  Neoplasms  Associated  with 
Head  and  Neck  X-Radiation,  March  3,  1975.35 

1.  Designate  a specific  hospital  department  or  individuals 
to  handle  inquiries  on  thyroid  radiation,  regardless  of 
whether  the  hospital  has  instituted  a patient  notifica- 
tion and  screening  program. 

2.  If  the  hospital  at  one  time  provided  such  x-ray  treat- 
ment, transfer  the  appropriate  records  to  the  depart- 
ment handling  inquiries. 

3.  Respond  to  inquiries  as  follows: 

a.  Urge  patient  to  contact  personal  physician. 

b.  If  there  is  no  personal  physician,  suggest  inquirer 
contact  the  local  medical  society  or  supply  inquirer 
with  a physician  referral. 

4.  Have  a list  of  hospitals  with  thyroid  screening  pro- 
grams available  for  reference. 

5.  Notify  other  institutions  if  your  hospital  comes  into 
contact  with  former  patients  from  those  institutions 
who  may  have  received  x-ray  treatment  for  head  and 
neck  abnormalities  between  the  late  1930s  and  early 
1960s. 

6.  Based  ontheexperienceof  otherinstitutions,  hospitals 


implementing  a patient  notification  and  screening 
program  might  consider  the  following  suggestions; 

a.  Determine  which  physicians  will  handle  screening 
procedures. 

b.  Determine  charge  to  patient  for  screening. 

(1)  Patient  who  received  radiation  treatment  at  the 
hospital. 

(2)  Patient  who  received  treatment  elsewhere. 

c.  Determine  screening  program  procedures,  such  as; 

(1)  Initial  evaluation. 

(2)  Laboratory  studies  (scanning). 

(3)  Final  recommendations  to  patients. 

d.  Determine  procedures  for  notifying  former  patients, 
considering  the  best  use  of  such  methods  as  an- 
nouncement through  the  media,  direct  written  com- 
munication, telephone  followup,  etc. 

e.  Prepare  to  handle  a heavy  volume  of  inquiries  the 
first  few  days  after  announcing  the  program. 

f.  Consider  support  from  volunteer  department  for 
handling  inquiries  and  checking  addresses. 

g.  Determine  plans  for  followup  examination  in  the 
future. 

h.  Review  hospital  malpractice  insurance  coverage  for 
the  years  during  which  treatments  were  given. 

i.  Review  your  program  with  hospital  legal  counsel. 


APPENDIX  II 

Suggested  Physician  Guidelines 
For  Management  Of  Patients  Exposed 
To  Head  And  Neck  Radiation 


For  Benign 

1.  Confirm  the  history  of  exposure  to  ionizing  radiation. 
Patients  with  documented  exposure  records  are  at 
higher  risk  than  those  whose  exposure  cannot  be  doc- 
umented. 

2.  If  the  patient  insists  that  he  was  irradiated  but  no  doc- 
umentation can  be  found,  then  the  patient  must  be 
considered  at  risk,  and  must  be  evaluated. 

3.  Examination  should  include  history  and  careful  physi- 
cal evaluation.  Often  the  field  of  radiation  exposure 
extended  from  the  umbilicus  upward,  thus  careful  ex- 
amination of  the  skin,  breasts,  and  particularly  careful 
examination  of  the  thyroid  and  salivary  glands  are  indi- 
cated. If  nodules  are  palpable  in  the  thyroid  gland,  then 
a thyroid  scan  utilizing  Technetium  99m  or  Iodine  123. 
preferably  performed  with  a gamma  camera  and  a 
pinhole  collimator  is  indicated.  If  there  is  documenta- 
tion of  radiation  exposure,  a scan  is  indicated  even  if 
palpation  is  negative. 

4.  If  no  nodules  are  palpable  on  physical  examination  of 
the  thyroid,  and  if  the  thyroid  scan  is  entirely  normal, 
the  patient  should  be  reassured  that  the  incidence  of 
thyroid  cancer  following  the  radiation  in  childhood  is 


low.  Patients  whose  thyroid  gland  is  found  to  be  appar- 
ently normal  on  examination  should  remain  under 
yearly  observation,  and  some  experts  advise  adminis- 
tration of  thyroid  hormone  to  these  individuals  if  long 
term  followup  is  assured. 

5.  Patients  with  a palpable  nodule  or  nodules,  and  ab- 
normality or  abnormalities  on  the  thyroid  scan,  should 
have  surgery.  The  presence  of  multiple  lesions  does 
not  decrease  the  probability  of  thyroid  carcinoma 
among  those  patients  who  have  been  previously  ir- 
radiated. This  is  in  contrast  with  the  usual  clinical  expe- 
rience with  multi-nodular  glands  arising  in  patients  not 
exposed  to  radiation. 

6.  If  the  patient  has  a normal  gland  on  palpation,  and  an 
abnormal  or  suspicious  scan,  the  patient  should  be 
placed  on  full  replacement  doses  of  thyroid  hormone 
to  shrink  normal  tissue  and  have  physical  examination 
and  scan  repeated  at  six  month  intervals.  If  the  scan  is 
definitely  abnormal,  even  in  the  absence  of  any  physi- 
cal findings,  the  patient  has  approximately  the  same 
likelihood  of  having  carcinoma  as  a patient  with  ab- 
normal palpation  findings. 


30 


Pennsylvania  Medicine,  April  1976 


medication  is  not  taken  consistently, 
there  will  be  wide  fluctuations  in 
serum  TSH  levels  which  might  in- 
crease the  probability  of  nodule  for- 
mation. The  possibility  of  patient  over 
use  of  thyroid  replacement  medica- 
tion with  the  risks  of  patient  induced 
thyroid  toxicosis  and  the  possibilities 
of  an  erratic  dosage  regimen  produc- 
ing wide  swings  in  TSH  must  be 
weighed  against  the  possible  bene- 
fits. There  is  little  question  but  that 
thyroid  replacement  therapy  will 
shrink  normal  thyroid  tissue,  thus 
augmenting  the  physician's  ability  to 
palpate  abnormal  areas  of  thyroid  tis- 
sue and  to  identify  abnormal  areas  on 
subsequent  scanning.  There  have  not 
yet  been  any  controlled  clinical  trials 
of  thyroid  suppression  therapy  in  the 
head  and  neck  irradiated  population. 
The  problem  is  particularly  difficult  in 
that  group  of  patients  with  clear  doc- 
umentation of  exposure  to  ionizing 
radiation  to  the  head  and  neck,  but 
who  do  not  have  currently  any  physi- 
cal signs  or  symptoms  nor  any  scan  or 
laboratory  evidence  of  thyroid  ab- 
normality. Placing  such  patients  on 
full  replacement  doses  of  thyroid 
hormone  has  theoretical  benefit 
which  is  not  quantifiable  and  risk 
which  varies  from  patient  to  patient 
depending  upon  the  patient's  ability 
to  follow  the  dosage  regimen  strictly 
and  the  adequacy  of  long  term  medi- 
cal followup. 

Should  patients  at  increased  risk  of 
tumors  because  of  previous  irradia- 
tion routinely  receive  additional  radi- 
ation in  the  form  of  thyroid  scintig- 
rams? 

The  radiation  dose  from  a thyroid 
scan  can  be  reduced  100  times  by  use 
of  1-123  rather  than  1-131.  A 100  mic- 
rocurie dose  of  1-123  delivers  approx- 
imately 1.5  rads  to  an  adult  thyroid  as 
compared  to  150  rads  from  a 100  mic- 
rocurie dose  of  1-131.30  99m 

Technetium  Pertechnetate  is  an  ex- 
cellent alternative  to  1-123,  especially 
for  screening  purposes. Arnold,  et 
at,  use  5 millicuries  of  99m 
Technetium  Pertechnetate  and  ob- 
tain images  with  the  gamma  camera 
and  pinhole  collimator  at  20-30  min- 
utes post  injection.  The  gamma  cam- 
era images  are  significantly  superior 
in  resolutionto  rectilinear  scans. ^^AO 
millicurie  dose  of  99m  Technetium 
Pertechnetate  delivers  approximately 
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1 rad  to  the  thyroid. Pertechnetate 
scans  demonstrate  trapping,  not  or- 
ganification, thus  thyroid  carcinoma 
can  present  as  either  a cold  or  a hot 
nodule. 36  Of  crucial  importance  is  the 
high  frequency  of  thyroid  carcinoma 
in  patients  with  scan  abnormalities 
but  with  normal  palpation. 3 

Recommendations 

We  are  dealing  with  a new 
epidemiologic  subgroup,  individuals 
exposed  to  ionizing  radiation  for  be- 
nign conditions  of  the  head  and  neck. 
This  population  deserves  careful, 
longitudinal  followup.  The  answers  to 
many  of  the  questions  regarding  the 
eventual  natural  history  of  micros- 
copic thyroid  carcinoma  in  this  pa- 
tient group  and  the  associated  risk 
factors  will  take  many  years  to  deter- 
mine. Careful  clinical  judgement  in- 
dividualized to  the  patient,  and  me- 
ticulous long  term  followup  seem 
necessary  in  this  group  of  patients. 

Suggested  guidelines  for  hospital 
participation  in  a public  education 
program  are  presented  as  Appendix 

I  35 

Suggested  guidelines  for  physician 
management  are  presented  as  Ap- 
pendix 11.36  □ 
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Time  is  running  out! 


Continuing  medical  education  is  a re- 
quirement for  continued  membership  in 
the  Pennsylvania  Medical  Society. 

Maintain  your  society  membership  ...  re- 
store faith  in  professional  excellence  . . . 
if  you  have  not  already  complied,  report 
your  continuing  medical  education  credits 
now  by  taking  10  minutes  to  complete  the 
form  on  the  facing  page.  Deadline  for  earn- 
ing credits  is  June  30,  1976.  Mailing  in- 
structions are  on  the  form.  If  you  have 
questions,  telephone  or  write: 

Continuing  Education 
Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  PA  17043 
(717)  238-1635  (collect) 


Deadline: 

June  30,  1976! 
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Name  and  Medical  Education  Number; 

Address: (from  Membership  card) 

Signature: 


A physician-owned  insurance  company — another  option 


DAVID  S.  MASLAND,  M.D.,  President 
Pennsylvania  Medical  Society 

In  the  March  issue  of  PENNSYLVANIA  MEDICINE,  Rob- 
ert L.  Archer,  director  of  health  policy  and  operations  for 
the  Pennsylvania  Insurance  Department,  argued  the  case 
for  a mandatory  exclusive  Joint  Underwriting  Association 
(JUA).  Such  a compulsory  and  exclusive  JUA  is  possible 
under  Act  1 1 1 and  would  be  triggered  by  a collapse  of  the 
private  market. 

An  alternative  to  the  exclusive  JUA  is  the  formation  of  a 
physician-owned  insurance  company  by  the  Pennsylvania 
Medical  Society.  Similar  action  has  been  successfully  ac- 
complished by  other  medical  societies  including  New 
York  and  Maryland. 

Q.  Is  this  another  theoretical  discussion? 

A.  No!  We  are  moving  very  rapidly  in  Pennsylvania  toward 
a total  collapse  of  the  private  insurance  market.  Despite 
concessions  made  in  Act  111  to  the  insurance  industry, 
companies  are  continuing  to  bail  out.  The  tail  for  insur- 
ance companies  was  cut  to  four  years;  the  policy  limit  was 
lowered  to  $100,000/$300,000;  and  even  their  needs  for 
reinsurance  have  been  greatly  decreased  or  eliminated. 
Nevertheless,  the  parade  of  carriers  leaving  the  state  has 
continued  unabated,  the  latest  being  Aetna  and  Hartford. 

Q.  Aren’t  you  really  talking  about  Argonaut  again? 

A.  Yes,  because  Argonaut  is  the  swing  company.  Argonaut 
insuresenough  physicians  in  high  risk  categories3, 4,  and 
5,  that  should  it  depart,  more  than  half  of  the  physicians  in 
one  of  those  categories  would  be  without  insurance.  Un- 
less Medical  Protective  picked  them  up,  these  class  3,  4, 
and  5 physicians  would  be  sufficient  for  the  insurance 
commissioner  to  impose  an  exclusive  mandatory  Joint 
Underwriting  Association. 

Q.  What’s  the  Argonaut-PMS  problem  got  to  do  with  Med- 
ical Protective? 

A.  If  the  crisis  among  high  risk  physicians  becomes  suffi- 
ciently large,  that  is,  if  50  percent  of  either  class  3,  class  4, 
or  class  5 have  nowhere  to  turn  but  to  the  JUA,  then  the 
commissioner  can  form  an  exclusive  JUA.  If  this  happens. 
Medical  Protective  would  be  forced  to  withdraw  from  the 
insurance  market  in  Pennsylvania.  The  many  class  1 
physicians  with  Medical  Protective  would  be  forced  to  join 
the  JUA. 

Q.  Now  you’re  talking  theory  again. 

A.  No,  there  are  enough  class  3,  4,  or  5 physicians  in  the 
Argonaut  portfolio  to  trigger  the  exclusive  JUA. 

Q.  What  does  Argonaut  have  to  say  about  this? 

A.  Argonaut  still  wants  to  leave  Pennsylvania  as  soon  as 
possible.  They  remain  only  by  court  stipulation.  Now  that 
stipulation  again  comes  under  strain  as  Argonaut  seeks 
still  another  rate  increase.  PMS,  with  the  aid  of  independ- 


ent actuarial  services,  reviewed  that  requested  rate  in- 
crease and  testified  at  Insurance  Department  hearings, 
March  30  and  31 , and  April  1 1 . The  risk  that  Argonaut  may 
leave  after  a court  fight  is  unavoidable. 

Q.  What  can  be  done? 

A.  A possible  solution  is  the  formation  of  an  insurance 
company  by  the  Pennsylvania  Medical  Society. 

Q.  Why  should  we  want  to  form  our  own  insurance  com- 
pany? 

A.  The  present  system  operates  under  a number  of  old 
assumptions.  The  two  geographical  territories  do  not  co- 
incide with  actual  claims  experience.  Nor  do  the  five  risk 
categories  adequately  describe  the  risks  experienced  by 
the  various  specialties.  In  a physician-owned  company  it 
should  be  possible  to  experiment  with  many  variables  and 
maximize  coverage  and  economies. 

It  should  also  be  possible  to  tailor  make  coverage  based 
on  the  needs  of  the  practitioner.  For  example,  the  current 
surcharge  for  professional  corporations  seems  totally 
without  explanation  and  would  probably  be  eliminated  by 
a captive  company. 

Loss  prevention  could  be  strictly  and  constructively  en- 
forced using  the  power  of  renewal  as  an  incentive  to  en- 
courage better  practice,  remedial  education,  and/or  the 
restriction  of  practice. 

More  flexible  premium  payment  options  could  be  of- 
fered. 

Using  experience  rating  we  could  customize  coverage. 
Complete  fiscal  data  would  assist  in  decision  making. 
One  of  the  great  problems  now  is  the  suspicion  that  we  do 
not  have  all  of  the  facts.  In  a captive  company  we  would 
know  where  all  of  the  money  is  all  of  the  time. 

Experimentation  in  new  areas  would  be  possible,  such 
as  the  medical  defense  unit  and  the  patient  contract  which 
were  authorized  by  the  House  of  Delegates. 

Q.  What  do  you  have  against  the  exclusive  JUA? 

A.  No  matter  how  attractive  the  exclusive  JUA  may  seem,  it 
remains  a hybrid — a creature  of  state  government  and  the 
insurance  industry.  It  is  not  answerable  to  the  medical 
profession.  With  all  due  respect  to  the  commissioner, 
physicians  have  little  reason  to  put  much  faith  in  the  in- 
surance industry.  One  cannot  remember  any  favors  done 
recently  for  the  profession  by  the  industry.  We  remember 
instead  promises  made  during  the  compromising  of  Act 
111 — promises  which  were  later  broken.  Therefore,  the 
captive  insurance  company  looks  particularly  attractive  as 
we  contemplate  seizing  control  of  our  own  destiny  rather 
than  surrendering  it  to  those  whose  interests  lie 
elsewhere. 

Q.  Now  for  the  bad  news? 

A.  If  there  is  a genetic  defect  in  a physician-owned  com- 
pany it  lies  in  the  portfolio  which  such  a company  would 
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inherit.  If  we  assume  that  Medical  Pro  insureds  would 
choose  to  remain  there,  our  customers  will  largely  be 
class  3,  4,  and  5 physicians.  For  example,  only  10.7  per- 
cent of  Medical  Protective’s  portfolio  in  the  Philadelphia 
area  consists  of  class  4 and  5 physicians,  while  40.2  per- 
cent of  Argonaut’s  portfolio  there  consists  of  physicians  in 
these  classes. 

Q.  Will  the  captive’s  rates  be  lower? 

A.  If  our  portfolio  equals  orexceeds  the  Argonaut  portfolio 
in  high  risk  physicians,  then  our  company  would  of  neces- 
sity have  rates  greater  than  Medical  Protective,  This  has  to 
be  the  case  as  long  as  the  distribution  of  low  risk  and  high 
risk  physicians  is  unequal  between  the  two  competing 
private  insurers.  In  time,  if  a captive  performs  well,  new 
physicians  entering  the  market,  including  those  in  class  1 , 
would  be  attracted.  Eventually  the  spread  of  risks  could  be 
equalled  out.  Initially,  however,  rates  could  be  as  high  or 
higher  than  Argonaut’s. 

Another  hurdle  is  high  initial  capitalization.  Each  physi- 
cian buying  a PMS  policy  would  also  purchase  a sizeable 
certificate  of  indebtedness  as  a door  key.  Capitalization, 
however,  need  not  be  an  insurmountable  task  as  witness 
New  York  and  Maryland  where  physicians  were  deter- 
mined to  form  their  own  company  and  did.  Hopefully,  the 
market  survey  will  help  determine  the  degree  of  willing- 
ness of  members  to  put  up  front  money. 

Q.  Does  a captive  solve  problems  or  create  them? 

A.  Both.  Forexample,  it  would  no  longer  be  possible  to  lay 


the  entire  blame  for  the  crisis  in  the  laps  of  insurance 
companies  and  the  legislature.  To  the  extent  that  PMS 
enters  the  insurance  business  it  tends  to  muddy  the  water 
and  become  part  of  the  problem. 


Q.  What’s  the  story  on  a claims  made  policy? 

A.  At  the  moment,  claims  made  policies  are  not  being  sold 
in  Pennsylvania.  All  policies  being  written  are  occurrence 
policies  which  means  that  no  matter  when  in  the  future  the 
claim  should  arise,  if  the  event  occurred  when  you  were 
insured,  that  company  (including  the  JUA)  is  obligated  to 
defend  you  and  to  pay  any  claim  up  to  the  limits  of  your 
policy.  Mr.  Archer  in  his  March  article  advocates  a 
claims  made  policy  which  pays  only  claims  surfacing 
within  the  policy  year.  Of  great  concern  under  a claims 
made  program  is  how  to  protect  the  doctor  and  his  estate 
after  he  has  moved  out  of  state  or  retired.  Obviously,  some 
type  of  tail  coverage  is  necessary. 

Q.  What’s  the  bottom  line? 

A.  The  intangible  we  can’t  measure  is  the  value  physicians 
place  on  individual  freedom.  Even  though  the  captive 
company  may  represent  a high  initial  investment  and  un- 
certain future  economies,  it  may  be  more  important  to  us 
to  ”do  our  own  thing”  than  to  have  someone  else  “stick  it 
to  us.  ” Contact  your  trustee  and  let  him  know  your  feel- 
ings. A decision  on  whether  or  not  to  start  a captive  com- 
pany cannot  be  delayed  much  longer. 


Society’s  field  team  at  your  service 

Have  a problem?  We  can’t  solve  it  unless  we  know  about  it.  Call 
your  field  contact  representative  collect  for  assistance. 

Field  Contact  Staff 


Charles  G.  Appleby 

Adams 

Cumberland 

Dauphin 

Franklin 

Lancaster 

Lebanon 

Perry 

York 

L.  Riegel  Haas 

Berks 

Bucks 

Chester 

Delaware 

Lehigh 

Montgomery 

Northampton 

Philadelphia 


Kenneth  B.  Jones 

Bedford 

Cambria 

Fayette 

Greene 

Somerset 

Washington 

James  E.  Paxton 

Armstrong 

Butler 

Clarion 

Clinton 

Elk-Cameron 

Indiana 

Jefferson 

Lycoming 

Potter 

Tioga 


Union 

Venango 

Lawrence  E.  Smarr 

Crawford 

Erie 

McKean 

Mercer 

Warren 

Donald  N.  McCoy 

Allegheny 

Beaver 

Lawrence 

Westmoreland 

Robert  R.  Weiser 

Bradford 

Carbon 

Lackawanna 


Luzerne 

Monroe 

Susquehanna 

Wayne-Pike 

Wyoming 

John  C.  Rogalski 

Blair 

Centre 

Clearfield 

Columbia 

Huntingdon 

Mifflin-Juniata 

Montour 

Northumberland 

Schuylkill 

Telephone 

(717)  238-1635 
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Humanities  seminars  deveiop  ieaders 


Four  humanities  seminars  for 
f medical  practitioners  are  to  be 
sponsored  during  1 976  by  the  Na- 
il tional  Endowment  for  the 
[ Humanities.  The  seminars  will 
bring  medical  practitioners  to- 
gether with  distinguished 
humanists  from  the  fields  of  his- 
tory, religion,  sociology,  and  phi- 
j losophy  for  a month  of  full  time 
! study  at  one  of  the  nation’s  finest 
universities.  The  goal  is  to  help 
improve  the  quality  of  leadership 
in  the  medical  profession  by 
bringing  humanistic  knowledge 
I and  understanding  to  bear  on 
I problems  which  arise  in  the  prac- 
i tice  of  medicine. 

! Applications  for  attending  the 
I seminars  are  invited  from  physi- 
^ cians  and  other  health  profes- 
sionals. Up  to  15  persons  will  be 
; selected  to  attend  each  seminar 
5 tuition  free,  will  receive  a $1,200 
stipend  to  cover  expenses,  and  be 
reimbursed  up  to  $300  for  travel. 
Selection  of  participants  will  be 
I'  made  by  the  seminar  directors 
with  the  advice  of  selection  com- 

III 

I mittees. 

I Renee  C.  Fox,  professor  of  so- 
ciology  in  the  departments  of  so- 
ciology,  psychiatry,  and  medicine 
at  the  University  of  Pennsylvania, 
will  conduct  a seminar  June  1-30 
at  the  university.  The  seminar  will 
I examine  from  a cross-cultural 
perspective  the  ways  in  which  so- 
cial and  cultural  forces  influence 
certain  present  day  medical 
phenomena  and  problems  in 
American  society. 

John  C.  Burnham,  professor  of 
j history  and  lecturer  in  psychiatry 
! at  the  Ohio  State  University,  will 
i direct  a seminar  at  Ohio  State  Au- 
I gust  9-September  3.  The  aim  of 
j the  seminar  will  be  to  identify  the 
1 particular  historical  forces  which 
have  shaped  the  medical  profes- 
; sion  and  determined  the  direction 
1 of  its  development, 
j Directing  a seminar  on  the 
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Stanford  University  campus  June 
28-July  23  will  be  William  F.  May, 
professor  and  chairman  of  the 
department  of  religious  studies. 
Basic  ways  of  interpreting  human 
nature  and  obligation  as  they  af- 
fect decisions  in  medical  practice 
will  be  explored.  H.  Tristram  En- 
gelhardt,  Jr.,  associate  professor 
of  the  philosophy  of  medicine.  In- 
stitute for  the  Medical 
Humanities,  University  of  Texas 
Medical  Branch  at  Galveston,  will 
direct  a seminar  September  13- 
October  8.  The  general  issue  of 
patients’  rights  and  the  particular 
issue  of  the  right  to  health  care 
will  be  examined. 

Application  deadline  for  the 
University  of  Pennsylvania  and 
Stanford  University  seminars  is 


April  15;  for  Ohio  State  University 
and  University  of  Texas  seminars 
the  deadline  is  May  13. 

For  details  and  applications, 
write  the  respective  seminar  di- 
rectors: Renee  C.  Fox,  Chairman, 
Department  of  Sociology,  128 
McNeil  Building  CR,  University  of 
Pennsylvania,  Philadelphia,  PA 
19174;  John  C.  Burnham,  De- 
partment of  History,  Ohio  State 
University,  230  West  1 7th  Avenue, 
Columbus,  OH  43210;  William  F. 
May,  Chairman,  Department  of 
Religious  Studies,  Sycamore  Hall 
230,  Indiana  University, 
Bloomington,  IN  47401;  H.  Tris- 
tram Engelhardt,  Jr.,  Institute  for 
the  Medical  Humanities,  Univer- 
sity of  Texas  Medical  Branch, 
Galveston,  TX  77550. 


Common  Surgical  Problems  in 
Office  Practice 


A Conference  for  Primary  Care  Physicians 

May  13  and  14,  1976 
Hotel  Hershey,  Hershey 

Registration  fee:  $75 
For  registration  information  contact: 

Office  of  Continuing  Medical  Education 
The  Milton  S.  Hershey  Medical  Center 
The  Pennsylvania  State  University 
Hershey,  Pennsylvania  17033 
(717)  534-8898 


Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated;  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
; - panied  by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
, the  excessive  anxiety  is  re- 
: lieved,  the  depressive  symp- 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
, , rotic  anxiety  with  secondary 
^ depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
: provement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


I 

p surveillance  because  of  their  predisposi- 
. ' tion  to  habituation  and  dependence.  In 
; pregnancy,  lactation  or  women  of  child- 
bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Are  you  a ph^ician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  F orce 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  MEDICAL  RECRUITING  TEAM 
376  Hamburg  Turnpike 
Wayne,  New  Jersey  07470 

N ame 

Address 

City 

State Zip 

Telephone — _ 

Medicine.Not  Business. 
Air  Force  Ph^ician 


WORKS  HOUR  AFTER 


AFTER  HOUR  AFTER 
HOUR  AFTER  HOUR 
AFTER  HOUR  AFTER 


AFTER  HOUR  AFTER 


Each  tablet  contains  180  mg  anhydrous  theo- 
90  tng  In  the  release 

^^P  release  mg 

A Wi  vAA  KaA  hAAa  sustained  action 

The  special  long-acting  oral  bronchodilator...one  tablet  provides  12  hours  of  protection, 
b.i.d.  dosage  offers  round-the-clock  prophylaxis  against  asthma  symptoms. 

TEDRAL®  SA  Sustained  Action -CAUTION:  Federal  law  prohibits  dispensing  without  prescription.  Indications:  Tedral  SA  is  indicated  for  the  symptomatic  relief  of  bronchial  asthma, 
asthmatic  bronchitis,  and  other  bronchospastic  disorders.  It  may  also  be  used  prophylactically  to  abort  or  minimize  asthmatic  attacks  and  is  of  value  in  managing  occasional,  sea- 
sonal, or  perennial  asfhma  Tedral  SA  (Sustained  Action)  offers  the  convenience  of  b i d.  dosage.  Tedral  SA  is  an  adjunct  in  the  total  management  of  the  asthmatic  patient.  Acute  or 
severe  asthmatic  attacks  may  necessitate  supplemental  therapy  with  other  drugj  by  inhalation  or  other  parenteral  routes.  Contraindications:  Sensitivity  to  any  of  the  ingredients; 
porphyria.  Warning:  Drowsiness  may  occur.  PHENOBARBITAL  MAY  BE  HABIT-FORMING.  Precautions:  Use  with  caution  in  the  presence  of  cardiovascular  disease,  severe  hyper- 
tension. hyperthyroidism,  prostatic  hypertrophy,  or  glaucoma.  Adverse  Reactions:  Mild  epigastric  distress,  palpitation,  tremulousness,  insomnia,  difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported.  Dosage:  tedral  SA.  Adu/fs- (average  prophylactic  or  therapeutic  dosage) -one  tablet  on  arising  and  /^'T'\  WARMPn/rmi  rriTT 
one  tablet  12  hours  later.  Tablets  should  not  be  chewed.  Dosage  in  children  under  12  is  not  recommended  because  usage  has  not  M«i  \ ^ ^ , „ 

been  established.  Supplied:  Tedral  SA.  Double-layered,  uncoated,  coral/mottled  white  tablets  in  bottles  of  100  (N  0047-0231-51)  and  I W v»  j Di''isiPh.  Warner-Lambert  Co. 

1000  (N  0047-0231-60).  Also  in  unit  dose- package  of  10  x 10  strips  (N  0047-0231-11).  Full  information  is  available  on  request.  Morris  Plains,  N.J.  07950 

T-GP-52-B/W 
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editorials 


Motivation  and  incentive  in  medicine 


Is  there  a basic  correlation  between  motivation 
and  creation? 

Is  there  a relative  scale  between  incentive  and 
accomplishment,  the  perfect  balance  of  which  pro- 
duces a masterpiece? 

Does  inducement  for  different  reasons  (the 
means)  with  the  same  aim  in  mind  produce  the  same 
quality  in  accomplishment  (the  ends)? 

Motives  to  invention  have  as  many  variations  in 
thought  as  there  are  people.  Not  everyone  ap- 
proaches a problem  or  challenge  in  an  indentical 
way.  Incentives  may  be  love,  hate,  necessity,  money, 
or  pleasure,  to  name  a few.  Each  of  these,  when 
applied  to  a correlating  subject,  may  create  a passa- 
ble work  of  art.  But  when  an  exact  balance  is  struck, 
aclassic  masterpiece  results.  Hence  Michelangelo’s 
Pieta  and  Sistine  Chapel,  or  Lincoln’s  second  inau- 
gural address,  still  relate  the  love  and  emotion  their 
creators  felt  and  make  them  classical  works  of  art. 
Goya’s  classic  painting.  The  Third  of  May,  is  an  in- 
triguing combination  of  love  and  hate,  antithetic 
emotions,  and  extremely  difficult  to  portray  graph- 
ically. 

Today,  the  essential  creative  forces  are  con- 
sciously or  unconsciously  hidden  beneath  the  guise 
of  scientific  achievement  or  financial  success.  How- 
ever it  is  expressed,  motivation  of  any  other  type  is 
looked  upon  with  cynicism,  and  those  whose  ideals 
appear  to  be  beyond  these  narrow  confines  are  con- 
sidered anachronisms  in  ourtechnical  and  scientific 
system.  Political  and  media  attacks  on  physicians 


are  a poignant  illustration  of  this  attitude.  The  physi- 
cian, once  revered  as  a humanitarian,  is  depicted  as 
a money  conscious  entrepreneur  armed  with  hun- 
dreds of  machines  and  tests  for  diagnosis  and 
treatment  but  with  no  regard  for  his  subject — the 
patient.  That  the  physician  would  practice  medicine 
for  any  other  reason  than  financial  is  an  alien,  and 
therefore,  unacceptable  thought. 

Few  today  consider  the  possibility  that  a physician 
enters  the  field  of  medicine  because  it,  in  itself,  is 
pleasing  to  him  or  because  he  might  feel  that  he  can 
make  a significant  contribution  to  his  fellow  man.  In 
reality,  the  medical  practitioner  is  a living  embodi- 
ment of  the  Goya  painting,  that  rare  combination  of 
love  and  hate.  Initially,  the  hatred  of  disease  and 
debilitating  illness  with  the  aim  of  alleviation  of  the 
distressed  attract  the  unskilled  idealist.  Then,  with 
training  and  development  of  knowledge,  there  fol- 
lows an  intense,  emotional  involvement  with  the 
subject.  Love  of  medicine  cannot  be  equated  with 
knowledge  alone,  but  rather  with  the  development 
of  tenderness  and  compassion  for  the  sick.  Our 
search  for  new  knowledge  is  a part  of  the  total  ex- 
pression of  our  concern  for  the  sick. 

The  complete  physician  is  a masterpiece,  defining 
the  essential  relationship  and  delicate  balance  be- 
tween motivation  and  creation.  If  he  is  anachronistic 
to  our  society,  perhaps  we  should  look  more  criti- 
cally at  our  social  values. 

David  A.  Smith,  M.D. 

Medical  Editor 


If  providence  pulled  me  through,  how  come  you  take  all  the  credit? 
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Breast  self-examination — physicians’  responsibility? 


Who  is  responsible  forthe  instruction  of  women  in 
the  importance  of  breast  self-examination  (BSE)? 
Mr.  Belli  says  that  physician  incompetence  is  re- 
sponsible for  the  malpractice  crisis.  Mr.  Kennedy 
says  physicians  are  not  meeting  the  health  needs  of 
the  nation.  The  FDA  has  ruled  that  physicians  do  not 
know  about  the  costs  of  prescription  drugs — or  how 
to  prescribe  them. 

More  recently,  a Gallup  Poll,  identifying  breast 


cancer  concerns  among  women  18  years  and  older, 
has  shown  that  only  twelve  percent  of  those  women 
surveyed  realize  that  the  desirable  frequency  for 
self-examination  is  monthly.  A lack  of  information 
appears  to  be  common  as  awareness  of  BSE  is  usu- 
ally only  a generalized  perception  of  the  procedure. 
Although  physicians  are  the  primary  source  of  in- 
formation on  the  subject,  the  Gallup  Poll  revealed 
that  most  physicianscfo  not  instruct  their  patients  in 
the  technique.  It  also  showed  that  the  most  effective 
method  of  actually  getting  patients  to  regularly  per- 
form the  simple  examination  is  for  the  physician 
himself  to  examine  her  and  show  her  how  to  do  it. 

The  incidence  of  breast  cancer  appears  to  be  on 
the  increase.  It  is  the  most  common  cancer  (exclud- 
ing skin  cancer)  in  white  females  over  the  age  of  40, 
and  there  has  not  been  an  improvement  in  the  mor- 
tality of  this  group  in  the  past  35  years. 

The  American  Cancer  Society  has  carried  out 
studies  which  show  that  when  tumors  are  discov- 
ered at  a smaller  size,  chances  of  survival  are  much 
improved.  The  Cancer  Society  has  developed  pam- 
phlets, movies,  and  educational  programs  which  are 
presented  at  high  schools  and  colleges,  clubs,  and 
other  organizations  in  an  effort  to  inform  the  public 
about  the  importance  of  early  detection.  These  ef- 
forts have  helped,  but  according  to  the  Gallup  Poll, 
there  is  more  that  must  be  done.  As  physicians  are 
the  primary  source  of  information  on  breast  self- 
examiniation,  it  is  they  who  must  take  on  the  re- 
sponsibility for  educating  female  patients. 

I have  found  an  effective  and  time  saving  method 
for  instructing  patients  in  BSE.  After  I have  com- 
pleted my  own  careful  examination  of  the  patient’s 
breasts,  my  nurse  takes  the  three  to  seven  minutes 
required  to  show  the  patient  how  it  should  be  done 
and  to  give  her  the  Cancer  Society’s  pamphlet  on 
BSE.  It  is  a simple  way  to  take  on  such  an  important 
responsibility. 

County  units  of  the  Cancer  Society  will  be  happy 
to  supply  physicians  with  pamphlets,  films,  and 
other  aids  in  educating  patients  on  BSE.  They  will 
also  be  pleased  to  have  volunteers  to  inform  lay 
audiences  about  it. 

Those  who  claim  that  physicians  have  shirked 
their  responsibility  in  the  past  have  a point.  Certainly 
none  of  us  likes  the  results  we  are  now  getting  and  in 
order  to  change  those  results,  we  will  just  have  to 
become  more  responsibly  involved. 


J.  Mostyn  Davis,  M.D.,  President 
Pennsylvania  Division 
American  Cancer  Society 
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The  HSA  enigma 

During  the  decade  of  the  1960s,  the  Federal  Gov- 
ernment became  actively  engaged  in  the  delivery 
and  payment  of  medical  care  (medicare  and 
medicaid).  President  Johnson  devised  the  “Partner- 
ship in  Medical  Care,’’  in  1966,  whereby  com- 
prehensive health  planning  was  developed,  allow- 
ing the  consumer  to  control  the  review,  and  com- 
ment for  the  planning  of  the  delivery  of  health  care. 
Concurrently,  a regional  medical  program  had  been 
in  existence  to  federally  fund  research  programs  for 
the  medical  community,  having  begun  with  the 
heart,  cancer,  and  stroke  problems.  Last,  during  the 
1950s,  the  Hill  Burton  Act  gave  federal  funds  to  be 
used  in  the  construction  and  renovation  of  new  and 
old  facilities. 

These  federally-funded  programs  are  probably 
the  largest  and  best  known  programs.  However,  the 
legislative  branch  decided  to  act  in  1974  to  place 
these  programs  under  one  federally-funded  pro- 
gram and  legislatively  guaranteed  physicians’  in- 
volvement as  providers.  Thus,  the  “National  Health 
Planning  and  Resources  Development  Act  of  1974’’ 
was  passed  and  signed  into  law  by  President  Ford 
on  January  4,  1975.  Basically,  this  program  was  to 
phase  out  and  culminate  the  Hill  Burton  Act,  the 
regional  medical  program,  and  the  regional  com- 
prehensive health  planning  program  into  one  activ- 
ity called  the  “Health  Systems  Agency.’’  This  agency 
was  to  be  controlled  by  the  consumers,  but  was  to  be 
fully  funded  by  the  Federal  Government  and  was  to 
have  the  final  adjudication  in  its  review. 

The  Pennsylvania  Medical  Society  and  its  member 
physicians  began  to  cooperate  with  the  program  in 
January  1975.  It  has  attempted  to  educate  the 
physicians,  and  asked  them  to  cooperate  and  be- 
come involved  in  the  HSAs.  It  has  cooperated  with 
the  Pennsylvania  State  Health  Department.  It  has 
tried  to  give  input  to  the  State  Health  Department 
toward  the  development  of  levels  of  care.  Finally,  it 

Future  important  dates 

Wednesday,  April  21,  and  Thursday,  April  22  — 
Officers’  Conference — Host  Inn,  Harrisburg. 

Wednesday,  May  19 — Board  of  Trustees — Society 
Headquarters. 

Wednesday,  20-July  21  Board  of  Trustees  — 
Location  to  be  announced. 

Wednesday,  August  11 — Board  of  Trustees  — 
Society  Headquarters. 

Wednesday,  September  15,  to  Saturday,  September 
18 — Annual  Session  House  of  Delegates  — 
Bellevue-Stratford  Hotel,  Philadelphia. 


has  tried  to  help  the  physicians  of  this  state  to  obtain 
the  area  designations  commensurate  with  the  PSRO 
areas. 

The  greater  the  development  of  this  program,  the 
more  apparent  it  is  becoming  that  the  new  Health 
Systems  Agency  is  not  taking  such  anew  altruistic 
concept  for  fresh  ideas,  new  people,  and  a more 
cogent  input.  The  thrust  appears  to  preserve  the 
comprehensive  health  planning  agencies  and  their 
personnel  into  the  same  old  ways  with  much  more 
power  and  much  more  money  as  a single  agency. 
Physician  involvement  in  these  same  areas  is  not 
being  sought  and  is  being  given  disdainful  rejection, 
even  though  the  law  protects  their  involvement  as 
providers.  The  governmental  intrusion  is  one  of  an 
attempt  to  give  the  delivery  of  medical  care  by  the 
almost  involuntary  servitude  of  physicians  as  a 
must.  However,  cooperation  is  expected  of  the 
PSROs  to  implement  the  plan  and  share  the  data. 

A dilemma  has  been  evolved  with  the  start-up  of 
this  program  and  in  many  ways  has  left  the  physician 
in  a cloud  of  dust.  The  hostility  at  the  idea  of  physi- 
cians wanting  to  become  involved  in  any  part  of  this 
program  has  been  breaking  out  in  various  areas  of 
this  state.  The  bickering  over  classifications  for  var- 
ious categories  applicable  for  Board  membership, 
the  fighting  to  control  the  funding,  and  the  lack  of 
general  understanding  for  medical  planning  is  so 
enigmatic  and  unbelievable  as  to  completely  stultify 
any  evolving  organization. 

It  is  becoming  increasingly  difficult  to  justify  the 
physician’s  involvement  in  this  morass  of  legislation 
when  he  is  fighting  so  many  different  groups — 
consumers  and  federally-paid  employees.  The  basic 
issue  is  to  provide  primary  and  preventative  care. 
This  type  of  provision  requires  a patient  to  be  ill  and 
in  need  of  a physician — not  a billion  dollars  of  a 
federally-funded  program  of  administrators  and  di- 
rectors, building  an  organizational  system  to  en- 
slave physicians  and  hand  them  over  each  time  a 
citizen  becomes  ill.  The  patient  wants  h/s  physician 
— not  a plasticized  white  model  of  a doctor  auto- 
mated by  a “button”  pushed  by  a bureaucrat.  Com- 
passion and  a quality  of  medicine  has  been  available 
in  this  country  to  a high  degree  of  professionalism. 
Quality  improvement  will  be  delivered  by  physicians 
and  that  improvement  is  being  brought  about  daily 
by  organized  medical  entities  that  are  responding  to 
this  professionalism  and  quality  requirement.  You 
cannot  legislate  professionalism  and  you  cannot 
enslave  physicians  involuntarily. 

John  L.  Steigerwalt,  M.D.,  Chairman 
Commission  on  Health  Planning 
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correspondence 


On  malpractice  insurance  rates — how  high  is  up? 


To  the  editor: 

This  letter  is  in  reference  to  Dr.  Jerry  Zaslow’s 
communication  concerning  Act  1 1 1 which  was  pub- 
lished in  the  February  1976  issue  of  PENNSYLVANIA 
MEDICINE.  In  that  letter  Dr.  Zaslow  states:  “I  implore 
the  Insurance  Commissioner  and  the  insurers  to  set 
a reasonable  rate  for  the  JUA,  Joint  Underwriting 
Association,  substantially  lower  than  the  rates 
operating  at  this  time,  and  hopefully  back  to  the  rate 
before  April,  1975  . . .”  First,  I would  suggest  that  in 
order  to  make  certain  the  Insurance  Commissioner 
is  aware  of  physician  views,  correspondence  of  this 
nature  be  directed  to  my  office  so  that  it  can  be  dealt 
with  in  a prompt  fashion.  But  more  than  that,  I think 
careful  consideration  should  be  given  to  the  impli- 
cations of  what  Dr.  Zaslow  suggests. 

It  would  seem  to  the  department  that  a JUA  rate 
lower  than  the  private  market  would  necessarily  at- 
tract enough  physician  providers  so  that  the  auto- 


Flood  loans  appreciated 

To  the  Pennsylvania  Medical  Society: 

Enclosed  is  a check  for  $2000,  the  final  payment 
on  my  loan. 

I cannot  write  in  simple  words  how  much  I appre- 
ciated this  loan.  It  was  an  enormous  help  to  me  and 
my  family. 

I had  damage  of  $95,000.  My  medical  library, 
records,  and  office  equipment  were  totally  de- 
stroyed. All  this  plus  the  mud,  stench,  and  buckled 
hardwood  floors  and  doors. 

My  Society,  the  Pennsylvania  Medical  Society, 
came  to  my  aid. 

We  are  so  thankful  and  so  appreciative. 

William  R.  A.  Boben,  M.D. 

Wilkes-Barre 

(Editor's  note:  As  of  January  31,  1976,  a total  of 
$426,225  has  been  repaid  by  Society  members  who 
received  $599,000  in  flood  damage  loans  in  1972.  Of 
this  total,  $215,320  has  been  repaid  on  the  $300,000 
loaned  from  the  Society's  Contingency  Reserve 
Fund  and  $210,905  on  the  $299,000  loaned  by  the 
American  Medical  Association.  Twenty-four  loans 
totaling  $116,000  have  been  repaid  in  full,  while  84 
borrowers  are  continuing  to  make  monthly  repay- 
ments on  an  outstanding  amount  of  $172,775.) 


matic  provisions  under  Act  111  to  create  an  exclu- 
sive JUA  would  be  triggered.  Even  if  that  did  not 
occur,  there  is  a question  of  propriety  in  terms  of 
arbitrary  rate-making  decisions  by  the  Insurance 
Commissioner.  While  I concur  with  Dr.  Zaslow  that 
the  insurance  industry  has  evidenced  a dishearten- 
ing attitude,  I must  disagree  with  his  opinion  the 
department’s  approval  of  a 15  percent  adverse 
selection  factor  for  the  JUA  is  improper.  The  logic 
behind  the  adverse  selection  factor  and  the  applica- 
tion to  Argonaut  rates  is  basically  that  Argonaut’s 
book  of  business  represents  most  of  the  adverse 
selection  in  the  Commonwealth  by  reason  of  the 
contract  between  PMS  and  the  company.  An  analy- 
sis of  classifications  and  territories  compared  with 
Medical  Protective  clearly  demonstrates  Argonaut  is 
disproportionately  represented  in  both  these  rating 
factors.  But  of  course  that  is  not  to  say  Argonaut  has 
100  percent  of  the  high  risk  classifications  and  ter- 
ritories, which  they  do  not.  Had  the  department  rec- 
ognized the  JUA’s  recommendation,  the  adverse 
selection  factor  would  have  been  approximately  five 
or  more  times  greater.  But  it  was  our  judgment  that 
while  a certain  amount  of  dumping  would  take  place 
(which  has  been  clearly  evidenced  by  several  com- 
panies’ withdrawal  from  the  market),  the  Argonaut 
rate  plus  the  selection  factor  had  the  greatest  credi- 
bility at  time  of  start-up. 

The  department  shares  Dr.  Zaslow’s  desire  to  help 
make  Act  111  work  and  we  certainly  welcome  the 
interest  and  support  of  the  health  care  community. 
We  are  receptive  to  your  views  and  hopeful  that  we 
can  work  together. 

William  J.  Sheppard,  Commissioner 

Pennsylvania  Insurance  Department 


And  stop  telling  the  neighbors  we  earn  a lot  of  money  when 
people  are  sick! 
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Society  has  Department  of  Specialty  Society  Services 


A Department  of  Specialty  So- 
ciety Services,  devoted  wholly  to 
meeting  the  needs  of  medical 
specialty  organizations,  has  been 
established  within  the  Pennsyl- 
vania Medical  Society. 

John  F.  Rineman,  executive 
vice  president,  reported  to  the 
Board  of  Trustees  at  its  March  10 
meeting  that  the  State  Society 
currently  provides  comprehen- 
sive services  by  contract  for  the 
Pennsylvania  Psychiatric  Society, 

Allergists  at  Hershey 

The  annual  spring  meeting  of 
the  Pennsylvania  Allergy  Associa- 
tion will  be  held  Thursday,  June 
17,  to  Sunday,  June  20,  at  the  Her- 
shey Hotel,  Hershey. 

Beginning  the  meeting  will  be 
a symposium  on  “Airways,  Aero- 
sols, and  Asthma,’’  sponsored 
by  the  association  and  the  con- 
tinuing education  department  of 
the  Milton  S.  Hershey  Medical 
Center.  It  will  be  held  at  the  Her- 
shey Medical  Center.  Thomas 
Petty,  M.D.,  professor  of  medicine 
at  the  University  of  Colorado 
School  of  Medicine,  will  be  the 
principal  speaker  at  the  sym- 
posium. 

The  other  three  days’  activities 
will  be  held  at  the  Hershey  Hotel. 
Topics  to  be  discussed  during  the 
meeting  are  allergic  ear,  nose, 
and  throat  problems,  and  new 
pharmacology  agents  for  treat- 
ment of  allergic  disease  and  al- 
lergic dermatologic  problems. 
Faculty  will  include  Charles 
Bluestone,  M.D.,  professor  of 
otolaryngology  at  the  University 
of  Pittsburgh  School  of  Medicine, 
Heinz  J.  Wittig,  M.D.,  associate 
professor  of  the  University  of 
Florida  College  of  Medicine,  and 
Thomas  Provost,  M.D.,  of  the 
State  University  at  Buffalo,  New 
York. 


the  Pennsylvania  Radiological 
Society,  the  Pennsylvania  Society 
of  Anesthesiologists,  the  Eastern 
Pennsylvania  Chapter,  American 
College  of  Surgeons,  Pennsylva- 
nia College  of  Nuclear  Medicine, 
and  the  Urological  Association  of 
Pennsylvania. 

The  new  department  will  over- 
see the  administration  of  services 
for  these  societies,  serve  as  a 


Radiologists  schedule  meet 

The  sixty-first  annual  meeting 
of  the  Pennsylvania  Radiological 
Society  will  be  held  Thursday, 
May  13  to  Sunday,  May  16  at  the 
Hershey  Motor  Lodge,  Hershey. 

Included  in  the  program  will  be 
scientific  presentations  and  ex- 
hibits, the  annual  business  ses- 
sion, installation  of  new  officers, 
and  special  activities  for  physi- 
cians’ spouses. 

Among  the  topics  to  be 
presented  are:  drugs  in  G.l. 
radiology;  angiology  and  the 
bleeding  patient;  abdominal  ul- 
trasonography; intra-abdominal 


The  Pennsylvania  Psychiatric 
Society  will  hold  its  annual  meet- 
ing, entitled  “Family  Life  and  the 
New  Morality — What  About  the 
Children?’’,  Friday,  April  23  to 
Sunday,  April  25,  at  the  Marriott 
Inn,  Pittsburgh. 

Family  life  and  the  new  sexual- 
ity, family  life  and  adolescence, 
impact  on  younger  children,  di- 
vorce and  the  three  generations, 
and  divorce  and  (archaic)  present 
law  are  topics  to  be  discussed 
during  the  scientific  programs. 

Faculty  will  include  Alexander 
LeVay,  M.D.,  clinical  assistant 
professor  of  psychiatry,  Columbia 
University  College  of  Physicians 
and  Surgeons;  Lance  Wright, 
M.D.,  clinical  associate  professor 
of  child  psychiatry,  Hahnemann 


clearing  house  for  information  for 
all  specialty  societies  in  the  state, 
and  provide  staff  services  for  the 
Society’s  Interspecialty  Commit- 
tee. 

Donald  N.  McCoy  is  director  of 
the  department.  James  E.  Paxton 
will  assist  in  providing  staff  serv- 
ices. Specialty  societies  may  con- 
tact them  for  assistance  with  pub- 
licity, or  for  information. 


pathology;  lesions  of  the  G.l. 
tract;  and  a panel  discussion  on 
the  problem  oriented  approach  to 
G.l.  radiology. 

Registration  fee  for  nonmem- 
bers is  $25;  no  fee  for  members, 
residents,  or  students.  The  scien- 
tific program  is  approved  for  Cat- 
egory I credit  toward  the  Physi- 
cian’s Recognition  Award  of  the 
American  Medical  Association  on 
an  hour  for  hour  basis  of  actual 
attendance  (maximim  8V2  hours). 

For  more  information  contact 
the  Pennsylvania  Radiological 
Society,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 


Medical  College,  and  senior  at- 
tending psychiatrist  at  the  Insti- 
tute of  Pennsylvania  Hospital; 
and  Robert  Prall,  M.D.,  clinical 
professor  of  child  psychiatry. 
Medical  College  of  Pennsylvania, 
and  director  of  the  children’s  unit 
of  the  Eastern  Pennsylvania 
Psychiatric  Institute. 

The  meeting  is  approved  for  8 
hours  in  Category  I credit  for  the 
Physician’s  Recognition  Award  of 
the  AMA,  as  approved  by  the 
Pennsylvania  Psychiatric  Society. 
Registration  fees  are:  $60  per 
couple,  $50  per  physician;  $50  per 
couple  for  residents. 

For  further  information  write 
the  Pennsylvania  Psychiatric  So- 
ciety, 20  Erford  Rd.,  Lemoyne,  PA 
17043. 


Family  life  theme  for  psychiatrists 
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PAFP  members  serve  on  national  committees 


Several  members  of  the  Penn- 
sylvania Academy  of  Family 
Physicians  (PAFP)  were  ap- 
pointed or  reappointed  to  terms 
with  the  American  Academy  of 
Family  Physicians. 

John  J.  Hanlon,  M.D.,  president 
of  PAFP,  was  appointed  to  a one 
year  term  on  the  Committee  on 
Mental  Health.  D.  Ernest  Witt, 
M.D.,  Bloomsburg,  a past  presi- 
dent of  PAFP,  was  appointed  to  a 


three  year  term  on  the  Committee 
on  Scientific  Program.  Named  as 
resident  representative  to  the 
Committee  on  Mental  Health  is 
Allan  Jay  Kogan,  M.D.,  a second 
year  resident  at  Thomas  Jefferson 
University  Hospital. 

Reappointed  were  the  follow- 
ing: J.  Scott  Hommer,  Jr.,  M.D., 
Altoona,  a past  president  of  PAFP, 
to  a three  year  term  on  the  Com- 
mission on  Health  Care  Services; 


David  W.  Kistler,  M.D.,  Kingston,  a 
past  president  of  PAFP,  to  a one 
year  term  on  the  Mead  Johnson 
Awards  Committee;  and  J.  Mos- 
tyn  Davis,  Jr.,  M.D.,  Shamokin,  to 
a one  year  term  on  the  Committee 
on  Cancer. 

Additionally,  Milton  M.  Perloff, 
M.D.,  president  of  the  Philadel- 
phia County  Medical  Society  and 
a past  president  of  PAFP,  was 
named  chairman  of  the  1976 
Committee  on  State  Officers  Con- 
ference. 


Surgeons  to  meet 

The  Eastern  Pennsylvania 
Chapter,  American  College  of 
Surgeons  plans  to  hold  its  Valley 
Forge  Bicentennial  Meeting  May 
17-18  at  the  Sheraton  Valley 
Forge  Hotel.  All  physicians  are  in- 
vited to  attend. 

The  program  will  be  a sym- 
posium on  recent  developments 
in  surgery  and  will  include 

Medicare  Part  B up 

The  U.S.  Department  of  Health, 
Education,  and  Welfare,  in  Cur- 
rent Medicare  Information,  an- 
nounced that  a $.50  increase  in 
the  Part  B medical  insurance 
premium  will  go  into  effect  for  the 
12  month  period  beginning  July 
1976,  raising  the  current  basic 
premium  of  $6.70  per  month  to 
$7.20  per  month. 

The  formula  for  establishing 
the  basic  premium  is  based  on 
half  the  actuarial  estimate  of  the 
per  capita  costs  of  medical  insur- 
ance coverage  for  beneficiaries 
age  65  and  over  for  the  upcoming 
fiscal  year.  But  a change  in  pre- 
mium amount  is  limited  by  the 
percentage  by  which  Social  Se- 
curity cash  benefits  have  in- 
creased during  the  previous  year. 

The  actuarial  estimate  of  the 
costs  to  be  incurred  by  Part  B 
medical  insurance  for  the  coming 


presentations  and  panel  discus- 
sions on  a variety  of  topics.  Fac- 
ulty will  include  physicians  from 
the  United  States  and  England. 

The  program  is  approved  for 
Category  I credit  toward  the 
Physician’s  Recognition  Award  of 
the  American  Medical  Associa- 
tion. 

Contact  Mr.  Donald  N.  McCoy, 
Society  Headquarters,  for  infor- 
mation and  reservation  forms. 


fiscal  year  would  have  placed  the 
premium  at  $10.70.  The  cash  ben- 
efit percentage  restraint,  how- 
ever, limited  the  increase  to  8 per- 
cent more  than  the  premium  in 
effect  for  1976.  The  cash  benefit 
increase  was  received  by  Social 
Security  beneficiaries  in  July 
1975. 

Because  of  the  limitations, 
medicare  beneficiaries  will  pay 
much  less  than  half  the  per  capita 
cost  of  their  medical  insurance 
coverage.  The  balance  is  paid 
from  Federal  general  revenues. 


Certification  test  due 

The  American  Board  of  Family 
Practice  will  hold  the  next  certifi- 
cation examination  October 
30-31 . The  two  day  written  exami- 
nation will  be  held  in  seven 
cities  geographically  distributed 
throughout  the  United  States. 

Physicians  desiring  to  take  the 
examination  must  file  an  applica- 
tion with  the  board  office  by  June 
15.  A non-refundable  application 
fee  of  $50  is  to  be  submitted  with 
the  application.  Applicants  ac- 
cepted for  examination  will  be 
notified  by  the  secretary  of  the 
board.  When  notified,  applicants 
will  be  asked  to  pay  a $300  exami- 
nation fee  and  receive  instruc- 
tions about  the  examination  loca- 
tions. 

For  applications  and  details, 
write:  Nicholas  J.  Pisacano,  M.D., 
secretary,  American  Board  of 
Family  Practice,  University  of 
Kentucky  Medical  Center, 
Lexington,  KY  40506. 


WPIC  offers  education  programs 


The  Western  Psychiatric  Insti- 
tute and  Clinic  (WPIC)  is  currently 
sponsoring  ongoing  programs 
for  continuing  education. 

Each  Friday  at  10:30  a.m.  WPIC 
offers  an  educational  conference 
which  is  presented  by  visiting  lec- 
turers  and  various  faculty  and 


staff  members  from  the  University 
of  Pittsburgh. 

For  more  information  contact 
the  Office  of  Conferences  and 
Communications,  Western 
Psychiatric  Institute  and  Clinic, 
3811  O’Hara  St.,  Pittsburgh,  PA 
15261. 
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Specialty  news 


Pediatricians  meet  in  Philadeiphia 


The  spring  session  of  the  Amer- 
ican Academy  of  Pediatrics  is 
scheduled  for  April  11-15  at  the 
Bellevue  Stratford  Hotel, 
Philadelphia. 

Designed  as  an  international 
forum  for  discussion  of  child 
health  problems,  the  scientific 
meeting  will  feature  reports  on 
the  latest  advances  in  research 
and  practical  considerations  of 
common  child  health  problems. 
The  program  will  be  divided  into 
three  types  of  presentations:  (1) 
one  day  seminars  on  pulmonary 
diseases,  allergy,  immunology, 
school  health,  and  other  topics; 
(2)  round  table  discussions  on 


such  topics  as  adolescent  sexual- 
ity, visual  diagnosis,  neonatology, 
neurology  and  seizures,  phar- 
macology; and  (3)  plenary  ses- 
sions dealing  with  recent  de- 
velopments in  areas  such  as 
status  asthmaticus,  drug  over- 
dose, x-rays,  cancer  in  children, 
and  anorexia  nervosa. 

The  different  types  of 
presentations  will  be  offered  at 
various  times  during  the  spring 
session.  The  five  day  meeting  is 
approved  for  hour  for  hour  Cate- 
gory I credit  toward  the  Physi- 
cian’s Recognition  Award  of  the 
American  Medical  Association. 

For  more  information  write  the 


State  ObG  section  receives  award 


The  Pennsylvania  Section  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists  was  re- 
cently chosen  to  receive  the 
Wyeth  Award,  to  be  presented  in 
May  during  the  organization's 
annual  clinical  meeting. 

The  Wyeth  Company  annually 
awards  a plaque  and  $2,500  to 
that  section  of  the  college  which 
presents  the  winning  project 
selected  by  the  executive  board  of 
the  college.  Projects  are  generally 
concerned  with  broad  issues  of 


health  care  delivery  within  the 
section.  The  Pennsylvania  Sec- 
tion’s report,  prepared  jointly  by 
the  Obstetrical  Society  of 
Philadelphia  and  the  Philadelphia 
Pediatric  Society,  dealt  with  re- 
gionalization of  perinatal  care  in 
the  greater  Philadelphia  area. 
Kaighn  Smith,  M.D.,  of  the  Obstet- 
rical Society  of  Philadelphia, 
served  as  project  chairman. 

The  award  will  be  accepted  by 
Richard  H.  Schwarz,  M.D.,  chair- 
man of  the  Pennsylvania  Section. 


Topic:  psychiatry  and  law 

The  Northwestern  Pennsylva- 
nia Psychiatric  Society  plans  to 
hold  a scientific  meeting  at  1:30 
p.m.,  May  22,  at  the  Sheraton  Inn 
in  West  Middlesex. 

“Psychiatry  and  the  Law’’  is  the 
scheduled  topic  to  be  discussed 
by:  Rex  A.  Pittenger,  M.D.,  clinical 
professor  of  psychiatry.  Univer- 
sity of  Pittsburgh  School  of  Medi- 
cine; Loren  Roth,  M.D.,  assistant 
professor  of  psychiatry.  Univer- 


sity of  Pittsburgh  School  of  Medi- 
cine; Allen  Meisel,  Esq.,  Univer- 
sity of  Pittsburgh;  and  Senator  W. 
Louis  Coppersmith. 

The  program  has  been  ap- 
proved for  3 hours  in  Category  I 
credit  by  the  University  of 
Pittsburgh.  Registration  fee, 
which  includes  dinner,  is  $20  for 
physicians,  $10  for  all  others. 

For  more  information  contact 
Alexandria  M.  Klein,  M.D.,  505 
Poplar  St.,  Meadville,  PA  16335; 
(814)  724-6662. 


American  Academy  of  Pediatrics, 
P.O.  Box  1034,  Division  M., 
Evanston,  IL  60204. 


Pittsburgh  meeting  set 

The  22nd  annual  meeting  of 
the  Southwestern  Pennsylvania 
Chapter  of  the  American  College 
of  Surgeons  is  scheduled  for 
Wednesday,  April  21,  at  the  Wil- 
liam Penn  Hotel,  Pittsburgh. 

Frank  Glenn,  M.D.,  professor  of 
surgery  emeritus  at  Cornell  Uni- 
versity, is  the  scheduled  guest  of 
honor.  Presentations  to  be  in- 
cluded in  the  afternoon  program 
are:  “Cholelithogenisus,”  by 
Roger  Lester,  M.D.,  professor  of 
medicine.  University  of 
Pittsburgh  School  of  Medicine; 
“The  Preoperative  Radiologic  As- 
sessment of  the  Biliary  Tree,’’  by 
William  L.  Campbell,  M.D.,  as- 
sociate professor  of  clinical 
radiology.  University  of 
Pittsburgh  School  of  Medicine; 
“Management  of  Choledocho- 
lithiasis,’’  by  Clarence  J.  Schein, 
M.D.,  professor  of  surgery,  Albert 
Einstein  College  of  Medicine;  and 
“Reconstruction  of  the  Biliary 
Tree,’’  by  John  W.  Braasch,  M.D., 
chairman  of  the  department  of 
surgery,  Lahey  Clinic. 

PAOO  annual  meeting 
in  May  at  Bedford 

The  Bicentennial  meeting  of 
the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngol- 
ogy is  scheduled  to  be  held  May 
19-22  at  the  Bedford  Springs 
Hotel,  Bedford. 

The  program  will  consist  of 
presentations  by  well  known 
physicians  from  Pennsylvania 
and  other  states. 

For  details  contact  Donald  B. 
Kamerer,  M.D.,  secretary,  Penn- 
sylvania Academy  of  Ophthal- 
mology and  Otolaryngology,  1 501 
Locust  St.,  Pittsburgh,  PA  15219. 
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Society  on  critical  care  to  meet 


The  University  of  Pittsburgh 
School  of  Medicine’s  division  of 
continuing  education  and  the  So- 
ciety of  Critical  Care  Medicine 
(SCCM)  will  present  the  1976 
International  Congress  on 
Emergency  and  Critical  Care 
Medicine  May  4-8  at  the  William 
Penn  Hotel,  Pittsburgh. 

Faculty  from  all  over  the  world 
will  participate  in  the  two  part 
congress.  The  program  theme  is 
aimed  at  reduction  of  mortality 
and  morbidity  among  critically  ill 
and  injured  patients. 

Part  I (May  4-6)  is  the  Fifth  An- 
nual Scientific  Meeting  of  the 
SCCM.  Part  II  (May  6-8),  the  Tenth 
Annual  Postgraduate  Symposium 
on  Emergency  and  Critical  Care 
Medicine,  will  emphasize  the 
teaching  of  clinically  proven  con- 


Retraining  available 

The  Medical  College  of  Penn- 
sylvania plans  to  conduct  a Re- 
training Program  for  Inactive 
Physicians,  beginning  September 
20,  and  is  now  accepting  applica- 
tions. 

The  program  is  seven  weeks  in 
duration  and  provides  a review  of 
general  medicine  for  inactive 
physicians  to  enable  their  return 
to  the  active  practice  of  clinical 
medicine  or  to  graduate  training 
in  clinical  medicine.  Included  are 
a review  of  physical  diagnostic 
skills,  experience  in  clinical  rota- 
tions, and  a lecture  series  on  gen- 
eral medicine,  pathophysiology, 
diagnosis,  and  patient  manage- 
ment. 

There  is  no  charge  to  partici- 
pants for  the  program.  For  appli- 
cation and  more  information  con- 
tact the  Retraining  Program,  Of- 
fice of  Continuing  Education,  The 
Medical  College  of  Pennsylvania, 
3300  Henry  Ave.,  Philadelphia,  PA 
19129. 


cepts  and  methods.  Topics  will 
include  new  aspects  of  resuscita- 
tion, emergency  care,  and  inten- 
sive care,  and  the  pathophysiol- 
ogy and  therapy  of  the  central 
nervous  system.  Special  empha- 
sis will  be  given  to  the  brain. 

Tuition  for  Part  I is  free  to  SCCM 
members;  $50  for  nonmembers. 


Hypnosis  congress  set 

The  7th  International  Congress 
of  Hypnosis  and  Psychosomatic 
Medicine  is  scheduled  to  meet  in 
Philadelphia  at  the  Marriott  Hotel, 
from  July  1 through  July  3.  The 
Congress  is  sponsored  by  the 
University  of  Pennsylvania  and 
The  Institute  of  Pennsylvania 
Hospital. 

The  meeting  will  be  preceded 
by  a two  day  meeting  of  the  Soci- 
ety for  Clinical  and  Experimental 
Hypnosis  and  followed  by  a one 
day  meeting  of  the  American  So- 
ciety of  Clinical  Hypnosis. 

In  conjunction  with  the  three 
meetings,  twelve  separate  work- 
shops, presented  by  a distin- 
guished faculty,  will  be  offered 
from  June  26  to  29.  Participation 
in  the  workshops  will  be  limited  to 
physicians,  psychologists,  and 
dentists. 


Need  volunteers,  aid 

The  Great  Lakes  Area  Ecumen- 
ical Medical  Volunteers  in  Mis- 
sion (GLAEVIM),  Erie,  is  search- 
ing for  physicians  and  other 
health  related  personnel  to  volun- 
teer a month  of  their  time  provid- 
ing medical  services  to  people  of 
the  Sobot-Akobo  River  area  of  Af- 
rica. 

GLAEVIM,  which  began  in  1971 
as  the  Members  in  Mission  Pro- 


Part  II  tuition  is  $150  for  physi- 
cians registering  before  April  20; 
$180  after  April  20.  Tuition  for  al- 
lied health  personnel,  military 
physicians,  nurses,  residents,  and 
fellows  is  $100. 

For  more  information  contact 
William  M.  Cooper,  M.D.,  Director, 
Division  of  Continuing  Educa- 
tion, University  of  Pittsburgh 
School  of  Medicine,  1022-H 
Scaife  Hall,  Pittsburgh,  PA  1 5261 . 


Workshop  topics  will  include 
the  following;  introductory  and 
advanced  medical  workshops 
(limited  to  physicians);  introduc- 
tory, intermediate,  and  advanced 
psychotherapy  (limited  to 
psychologists  and  psychiatrists); 
basic  and  advanced  dental  work- 
shops (limited  to  dentists);  and  a 
research  workshop  for  col- 
leagues seeking  to  carry  out  in- 
vestigative work  in  the  field. 

Special  workshops  will  be  of- 
fered in  the  use  of  hypnosis  with 
children.  Atelier  D’Introduction  a 
L’Hypnose  (an  introductory  ses- 
sion for  French  speaking  col- 
leagues), and  self  hypnosis  and 
the  control  of  pain. 

For  registration  information 
and  a detailed  description  of  the 
various  workshops  offered,  con- 
tact the  7th  International  Con- 
gress, 111  N.  49th  St.,  Philadel- 
phia, PA  19139. 


gram  of  the  Church  of  the  Cove- 
nant, Erie,  has  as  its  purpose  the 
personal  involvement  in  concerns 
for  human  physical,  medical,  psy- 
chological, and  spiritual  needs  all 
over  the  world. 

Sample  medicines,  equipment, 
contributions,  and  volunteer  time 
all  are  greatly  needed  by 
GLAEVIM.  To  find  out  how  to  get 
involved  contact:  The  Great 
Lakes  Area  Ecumenical  Volun- 
teers in  Mission,  250  W.  State  St., 
Erie,  PA  16501;  (814)  456-4243. 
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10  minutes  ago 
everyone  drank  to 
Harryk  heahli. 

Then  gave  him  black  coffee 
so  he  could  drive  home. 

They  thought  it  would  sober  him  i 
up.  It’s  one  of  the  myths  about  drink- 
ing and  driving  that  most  people  live 
by— and  some  people  die  by.  Like 
the  myths  that  just  a couple  of  drinks, 
a few  beers  or  a little  wine  won’t 
affect  driving.  That  a cold  shower 
will  help. 

Most  people  aren’t  alcoholics  or 
problem  drinkers.  And  they  know 
better  than  to  drive  while  drunk.  Yet 
they  don  \ know  that  safe  driving 
ability  is  gone  long  before  signs  of 
intoxication  appear. 

Unfortunately,  they  often  won’t  ; 
listen  to  family  or  friends,  who  may 
not  have  the  facts  in  any  case. 

But  they  will  listen  to  you — the  health  care  professional.  They  respect  you, 
your  knowledge,  your  motives.  You  have  the  facts  that  can  save  lives.  Information,  not  i 
medication,  will  reduce  the  leading  cause  of  death  among  high  school  students— traffic 
crashes.  Information  will  equip  adults  who  frequently  are  in  situations  where  drinking  is 
followed  by  driving,  to  help  themselves  and  each  other.  But  the  information  has  to 
come  from  someone  they’ll  believe — from  you.  : 

You  can  help  educate  the  public  you  care  for.  We’ll  help  you.  For  new  literature  on  ; 
alcohol  abuse  and  driving, write  to:  Drunk  Driver,  Dept.  M.D.,  Box  2345,  1 

Rockville,  MD  20852.  | 
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They’ll  listen  to  a pro.  IL. 

U.S.  DEPARTMENT  OF  TRANSPORTATION  ■ NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION 
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GLYCOTUSS; 

[guaifenesin] 

it  frees  coughs  by 
removing  their  cause. 


GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
ipercentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 

iC  Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
IS  medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 


Indications:  GLYCOTUSS  (guaifene- 
sinl  IS  of  value  in  the  treatment  of 
coughs,  particularly  the  unproductive 
cough  due  to  the  common  cold 
In  chronic  bronchitis  and  bronchiecta- 
sis It  apparently  aids  healing  in  the 
chronic  stage  of  inflammation  by  caus- 
ing irritation  The  sputum  often  de- 
creases in  amount  and  is  less  ob|ec- 
tionable  in  taste  and  odor 
Dosage:  Adults  One  or  two  tablets  or 
teaspoonfuls  every  four  hours  The 
suggested  adult  maximum  daily  dos- 
age is  800  mg  unless  directed  other 
wise  by  the  physician  Children  (6  to 
12  years)  one  tablet  or  teaspoonful 
every  four  hours  Children  under  6 
years  as  the  physician  directs 
Contraindications:  Contraindicated  in 
patients  who  have  a history  of  sensi- 
tivity to  guaiacol 

Side  Effects:  No  serious  side  effects 
have  been  reported  of  guaifenesin 
Cccasional  gastric  disturbance  and 
nausea  have  been  encountered 
Supplied:  GLYCCTUSS  (guaifenesin) 
IS  available  as  tablets  m bottles  of  100 
500  and  1 000  as  a pleasantly  fla- 
vored syrup,  in  pints  and  gallons 
Each  tablet  contains  100  mg  guaifene- 
sin Each  teaspoonful  (5  ml  ) contains 
100  mg  guaifenesin 
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PHARMACEUTICALS  Since  1922, 

THE  VALE  CHEMICAL  CO..  IHC. 


Allentown.  Pennsylvania  18102 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

1^  ■■  ■ ® 

Nicin 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains; 

Pentylenetetrarole 100  mg.  • Nicotinic  Acid  ...100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  ...... .50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . 

(bwc-MA  tuf  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 
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The  Department  of  Ophthalmology 
St.  Francis  General  Hospital 

Pittsburgh,  Pennsylvania 
Announces 

A Symposium  on  Intraocular  Lens  Implant 
Saturday  and  Sunday,  June  12-13,  1976 


Faculty: 

Kenneth  R.  Barasch,  M.D. 
Charles  Bechert,  M.D. 
Richard  D.  Binkhorst,  M.D 
Herve  Byron,  M.D. 

Leslie  S.  Carter,  B.A.,  J.D. 


Michael  Copeland 
Arthur  W.  Fleming,  M.D. 
Miles  A.  Galin,  M.D. 
Turgut  N.  Hamdi,  M.D. 
David  A.  Miles,  M.D. 


Francis  G.  Hurite,  M.D. 
Marvin  Kwitko,  M.D. 
Donald  L.  Praeger,  M.D. 
Dorothy  C.  Scott,  M.D. 
Douglas  Williamson,  M.D 
Frank  X.  Stanish,  M.D. 


Program  Chairman  Co-Chairman 

C.  William  Weisser,  M.D.  Chandrappa  S.  Reshmi,  M.D. 

Registration  Fee:  $250.00 

For  Information  Write: 

Intraocular  Lens  Symposium,  Department  of  Ophthalmology,  St.  Francis  General  Hospital,  Forty-Fifth 
Street,  Pittsburgh,  Pennsylvania  15201 

Approved  for  A.M.A.  Credit — Category  1 — 12  Credit  Hours 
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COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


LIPO-NICIN 

A PERIPHERAL  VASODILATOR 


IMMEDIATE  °r  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/lOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  . . 25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6)  . 10  mg. 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/2SO  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  .250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  25  mg. 

Riboflavin  (B-2)  . 2 mg. 


Pyridoxine  HCL  (B-6)  . 10  mg. 
DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid 300  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (H-1)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  . 10  mg 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Battles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


(bwc^ivL-b  xhE  brown  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street.  Los  Angeles,  California  90057 

Write  for  Literature  and  Samples 


SELECTED  ASPECTS  OF 
HYPERTENSION 

Wednesday,  May  5,  1976 
9:00  a.m.  to  5:00  p.m. 
Auditorium 

Fitzgerald  Mercy  Division 
Darby,  Pennsylvania 

For  Further  Information: 

Daniel  J.  Hilferty,  Jr.,  M.D.,  Director 
Continuing  Medical  Education 
Fitzgerald  Mercy  Division 
Darby,  PA  19023 


RESIDENCY  IN  PHYSICAL 
MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  aca- 
demic and  clinical  emphasis  under  the  super- 
vision of  five  physiatrists.  Three  year  program 
and  integrated  internship/residency  with  oppor- 
tunity for  research  and  pursuit  of  special  inter- 
ests both  in  medical  school  and  private  hospital 
settings.  One  year’s  credit  for  four  years  of  gen- 
eral practice  experience  or  training  in  another 
specialty.  Stipends  from  $11,800  to  $14,200 
depending  on  qualifications.  Gl  schooling 
benefits  available  for  veterans.  We  will  pay  for 
visits  in  selected  cases.  Telephone  or  write  for 
information  to; 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


w practice  management 


Professional  incorporation  and  the  Pension  Reform  Act 


LEIF  C.  BECK,  LL.B. 


Bala  Cynwyd 


VASILIOS  J.  KALOGREDIS,  J 


Many  have  questioned  the  future  of  professional  corpo- 
rations in  light  of  the  Pension  Reform  Act,  or  the  Employee 
Retirement  Income  Security  Act  of  1974  (ERISA),  which 
increased  the  limit  on  Keogh  contributions  and  restricted 
amounts  which  could  be  contributed  to  corporate  pen- 
sion and  profit  sharing  plans.  In  our  view,  incorporation 
still  is  preferable  for  those  doctors  who  can  or  should 
afford  substantial  annual  retirement  contribution  com- 
mitments. 

Generally  speaking,  a typical  physician  should  not  in- 
corporate unless  his  practice’s  net  income  exceeds  the 
$50,000  level.  This  is  so  since  there  usually  is  not  enough 
tax  or  other  real  economic  benefit  up  to  that  level  to  justify 
the  costs  of  taking  the  step. 

The  new  Pension  Reform  Act  raised  the  Keogh  contribu- 
tion limits  to  the  lesser  of  15  percent  of  net  income,  or 
$7,500.  Therefore,  a physician  with  a net  income  (meaning 
receipts  minus  all  practice-related  expenses)  of  $50,000  or 
more  can  set  aside  that  dollar  amount  without  using  a 
professional  corporation  approach.  Obviously,  adoctorat 
or  around  the  $50,000  income  level  who  desires  to  deflect 
more  than  $7,500  must  incorporate  to  take  advantage  of 
the  higher  corporation  plan  limits  (generally  the  lesser  of 
25  percent  of  his  corporate  salary  or  $25,000  in  so-called 
"defined  contribution  " plans),  but  the  likelihood  of  such 
higher  deflection  at  the  moderate  income  is  questionable. 

An  extremely  critical  evaluation  must  be  made  if  a 
physician  is  at  or  near  the  $50,000  level.  This  analysis 
simply  must  stress  what  is  most  important — one's  total 
personal  and  economic  picture. 

Too  often,  a physician  s advisors  seem  to  push  him  into 
incorporation  because  his  income  has  reached  $50,000, 
without  diligently  pursuing  that  individual  doctor's  per- 
sonal financial  needs  and  desires.  We  preferthe  approach 
by  which  the  doctor  and  his  advisors  critically  consider 
those  factors  which  are  both  objective  and  subjective. 

We  follow  a self-named  "three  pocket"'  approach.  This 
approach  would  first  consider  how  much  take-home  pay 
the  doctor  and  his  family  need  to  meet  their  everyday 
expenses  (mortgage,  food,  clothing,  and  the  like)  with 
some  degree  of  comfort.  It  would  be  his  first  " pocket" — 
his  normal  cash  needs. 

The  second  " pocket"  to  be  considered  would  be  a 
" cushion  " to  cover  unexpected  emergencies,  provide 
funds  for  upcoming  educational  costs,  for  a new  " dream 
home,  ” and  even  for  pure  luxuries.  This  pocket  is  the  one 
most  often  ignored  by  doctors’  advisors,  but  we  believe 
that  retirement  contributions  (the  third  pocket)  can  be 
critically  considered  only  after  both  of  the  first  two  items 
have  been  recognized. 

The  following  illustration  might  serve  as  a case  in  point. 
A doctor  (whom  we  shall  call  Dr.  Fatsis)  was  unincorpo- 
rated with  a net  income  approaching  the  $55,000  mark. 
His  advisors  recommended  that  he  incorporate,  take  a 


.D. 

salary  of  $44,000  and  set  up  a pension  plan  requiring  an 
$11,000  annual  contribution.  This  salary  satisfied  his 
everyday  needs  but  did  not  provide  him  with  sufficient 
funds  to  allow  him  to  move  from  his  present,  rather 
modest  home  to  a home  more  consistent  with  his  recently 
attained  income  level.  Forgetting  all  other  corporate  ben- 
efits except  for  retirement  plans.  Dr.  Fatsis  either  should 
not  have  incorporated  or  he  should  have  incorporated 
only  upon  a format  allowing  him  maximum  flexibility  as  to 
his  salary  and  retirement  contributions. 

Many  people  seem  to  become  so  carried  away  with  the 
taxes  to  be  saved  by  retirement  sheltering  that  they  lose 
sight  of  the  total  picture.  All  facets  of  a doctor’s  wants, 
needs,  and  interests  must  be  considered.  No  one  wants  to 
be  a millionaire  at  65  at  the  cost  of  living  less  than  satisfac- 
torily at  35.  A balance  must  be  struck  among  all  of  these 
needs  (and  the  “three  pockets”)  with  input  from  the  doc- 
tor’s advisors  to  achieve  the  most  reasonable  results.  The 
tax  tail  simply  should  not  wag  the  dog. 

One  doctor  in  our  experience  has  incorporated  even 
though  his  practice  net  income  is  only  $40,000.  The 
reasons  for  his  initially  unexpected  step  were:  (a)  his  wife 
is  also  a physician  (in  a different  practice)  netting  $38,000 
a year;  (b)  he  forsees  his  practice  growing  to  the  point 
where  his  retirement  plan  contributions  can  substantially 
exceed  the  $7,500  level;  and  (c)  the  other  corporate  plan 
advantages  (such  as  vesting,  integration,  estate  tax  sav- 
ings, and  the  like,  to  be  discussed  below)  fit  him  particu- 
larly well. 

At  the  other  extreme  we  know  of  a physician  having  a 
net  income  over  $100,000  per  year  without  meriting  incor- 
poration due  to  his  uniquely  poor  personal  financial  situa- 
tion. He  has  been  burdened  with  many  debts  from  past 
extravagances,  and  until  he  can  be  freed  from  some  of 
those  obligations  he  can  hardly  afford  the  corporate  de- 
flection of  his  cash.  There  is  little  reason  for  incorporating 
if  one  must  use  all  of  his  net  income  to  meet  his  obliga- 
tions, leaving  nothing  to  tax  shelter. 

These  two  contrasting  illustrations  show  that  the  deci- 
sion when  to  incorporate  must  be  made  on  an  individu- 
alized basis.  Although  the  $50,000  figure  can  be  used  as  a 
starting  point,  a blind  following  of  that  figure  can  be 
dangerous. 

A professional  corporation  may  provide  fringe  benefits 
that  are  tax  deductible  to  the  corporation  and  yet  not 
taxed  to  the  physician-employee;  these  benefits  are  not 
typically  personally  tax  deductible  if  a doctor  has  not  in- 
corporated. Included  among  the  benefits  are  group-term 
life  insurance,  medical  and  dental  expense  arrangements, 
disability  insurance  premium  payments,  and  a $5,000 
death  benefit. 

An  individual  taxpayermaydeductonly  limited  amounts 
of  his  medical  expenses.  Except  for  half  of  his  medical 
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insurance  premiums  (to  a maximum  of  $150),  a physician 
with  an  adjusted  gross  income  of  $60,000  (before  itemized 
deductions)  would  be  limited  to  deducting  medical  costs 
only  to  the  extent  that  they  exceed  $1 ,800  (3  percent  of  his 
' $60,000  income).  To  pay  these  expenses,  the  physician  in 
I the  50  percent  tax  bracket  must  earn  $3,600  before  taxes. 
If  the  doctor  were  instead  incorporated  and  his  corpora- 
tion had  a medical  reimbursement  plan,  however,  the  cor- 
poration could  pay  and  tax  deduct  the  $1,800  of  medical 

I expenses  without  the  doctor's  having  to  show  those  pay- 
ments as  taxable  income. 

Disability  insurance  and  group-term  life  insurance  pre- 
mium payments  are  similar  in  tax-saving  theory  to  medical 
reimbursements.  Plans  dealing  with  such  insurance 
' would  employ  tax  dollars  to  pay  premiums  which  an  unin- 
. corporated  doctor  would  have  to  pay  out  of  his  after-tax 
income.  Disability  and  life  insurance  premium  payments 
are  simply  not  tax  deductible  by  an  individual  who  does 
not  use  the  corporate  vehicle. 

’ In  fairness,  it  should  be  noted  that  if  an  individual  per- 
I sonally  pays  a disability  insurance  premium,  which  would 
;!  not  be  deductible  by  him,  any  benefits  he  receives  in  case 
of  illness  or  injury  would  not  be  taxed  to  him.  If,  on  the 
other  hand,  the  corporation  should  pay  the  premiums  for 
his  benefit,  then  that  individual  would  be  taxed  if  and 
when  he  receives  any  disability  benefits.  Nevertheless,  our 
recommendation  has  generally  been  to  have  the  corpora- 
tion pay  or  reimburse  the  disability  premiums  for  two 
reasons.  First,  there  is  a 100  percent  chance  that  the  pre- 
mium will  be  paid  but  a relatively  small  chance  that  any 
1(  benefits  will  in  fact  be  received — a bird  in  the  hand  is 
i worth  two  in  the  bush.  And  second,  if  a doctor  is  disabled 
; for  more  than  a short  while,  his  income  will  become  con- 
siderably lower  since  his  practice  would  stop  producing 
for  him.  a fact  which  along  with  other  tax  breaks  (e.g.  sick 
pay  exclusion)  would  cause  his  then  tax  rate  burden  to  be 
much  lower  than  when  the  premiums  are  presently  being 
paid. 

Some  people  have  promoted  a rather  gimmicky  ap- 
proach of  having  the  doctor  initially  pay  his  own  disability 
insurance  premiums  and  then  having  the  corporation  re- 
imburse him  after  the  calendar  year  ends.  They  contend 
; that  this  format  meets  the  "letter  of  the  law”  in  providing 
favorable  tax  exclusion  in  case  of  disability  since  the  doc- 
tor would  have  paid  his  own  premium  during  the  year.  We 
1 do  not  believe  this  will  stand  up  to  close  IRS  scrutiny,  but 
we  do  mention  it  since  some  of  our  readers  have  probably 
heard  of  it. 

A corporation  may  also  provide  a $5,000  benefit  pay- 
ment to  a widow  or  other  beneficiary  upon  an  employee's 
death.  The  payment  would  be  deductible  by  the  corpora- 
tion and  yet  income  tax-free  to  the  widow  or  other  recipi- 
ent. It  is  another  small  but  useful  reason  why  professional 
incorporation  has  advantages  beyond  the  retirement 
planning  emphasis. 

Very  important  isthefactthat  many  doctors  have  prefer- 
red corporate  life  for  a much  different  reason.  It  has 
helped  them  ‘‘program  " their  personal  finances,  since 
they  receive  periodic  regular  paychecks  just  as  any 
employee — with  all  income  taxes  already  withheld.  These 
doctors  can  thus  avoid  “quarterly  estimated  tax”  prob- 

j t Pennsylvania  Medicine,  April  1976 


lems,  including  finding  the  money  to  pay  their  tax  bills,  by 
having  their  income  taxes  accurately  projected  and  sys- 
tematically withheld  from  their  pay.  The  arrangement  can 
give  a non  business  oriented  doctor  peace  of  mind,  cut- 
ting out  his  quarterly  tax  surprises. 

An  incorporated  physician  will  have  a variety  of  costs 
not  incurred  by  an  unincorporated  one.  First,  higher  So- 
cial Security  taxes  must  be  paid.  A self  employed  individ- 
ual must  pay  $1,208.70  in  1976  (7.9  percent  of  $15,300) 
while  an  incorporated  doctor  and  his  corporation  must 
each  pay  $895.05  (5.8  percent  of  1 5,300),  for  an  added  cost 
of  $581.40  as  a corporation.  Second,  Federal  and  State 
unemployment  taxes  must  be  paid  by  the  corporation  on 
its  professional  employee,  whereby  none  need  be  paid  by 
an  unincorporated  doctor. 

Third,  a corporate  employer  must  provide  some  of  the 
discussed  fringe  benefits  for  its  non  professional  employ- 
ees as  well  as  for  the  doctor  himself.  To  the  extent  that 
these  benefits  were  not  provided  by  the  unincorporated 
practice,  the  corporation  will  have  added  to  the  doctor’s 
practice  expenses.  Often  there  will  be  no  real  additional 
cost  since  the  unincorporated  practice  had  already  pro- 
vided sufficient  medical,  disability,  and/or  other  similar 
benefits  to  one  or  more  of  its  aides  anyway.  If  they  had  not 
previously  been  provided,  it  may  be  desirable  to  do  so 
(at  small  cost)  as  a matter  of  good  employee  relations  as 
well  as  to  avoid  any  possible  IRS  arguments  that  the  cor- 
poration is  a sham;  thus,  it  should  be  an  acceptable  “cost” 
of  incorporation.  Also,  it  may  be  advantageous  to  accumu- 
late some  working  capital  within  the  corporation  by  retain- 
ing profits,  since  those  profits  are  generally  in  a lower 
income  tax  bracket  than  if  passed  through  to  the  physi- 
cian or  physicians  involved. 

Fifth,  out  of  the  corporate  profits  a small  dividend 
should  be  paid  to  the  professional  shareholders.  The  divi- 
dend would  be  “a  return  on  investment,  " as  opposed  to 
salary  which  is  for  “services  performed.”  The  dividend  is 
subject  to  “double  taxation  " (taxed  at  the  corporate  and 
individual  levels)  since  it  is  not  tax  deductible  to  the  cor- 
poration, and  it  might  also  be  taxed  at  above  the  doctor’s 
usual  50  percent  maximum  tax  rate  since  it  does  not  qual- 
ify as  “earned  income.”  Despite  these  drawbacks,  howev- 
er, the  dividend  serves  as  some  "insurance  policy” 
against  IRS  potential  arguments  as  to  unreasonable  com- 
pensation. Therefore,  it  is  generally  worth  the  small  addi- 
tional cost. 

Sixth,  but  certainly  not  insignificant,  accounting,  legal 
and  other  professional  service  costs  will  generally  be 
higher  for  an  incorporated  practice  than  for  its  predeces- 
sor. 

In  our  view,  the  tax  savings  arising  from  the  “incidental 
corporate  benefits”  will  generally  approximate  the  addi- 
tional costs  of  being  a corporation.  Those  benefits  should 
not  be  disregarded,  but  they  can  hardly  justify  incorporat- 
ing. The  main  reason  for  a physician  to  incorporate  would 
thus  be  to  obtain  the  benefits  of  a qualified  pension  or 
profit  sharing  plan,  while  the  other  benefits  and  the  costs 
may  cancel  out  each  other. 

A corporate  pension  or  profit  sharing  plan  (or  combina- 
tion of  them)  has  a number  of  advantages  over  a Keogh 
plan,  even  in  light  of  ERISA.  Among  them  are  greater 
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contributions  or  benefits,  dramatic  estate  tax  savings, 
greater  flexibility,  and  lesser  cost  of  covering  employees. 

Limitation  on  contributions  or  benefits — Under  a cor- 
porate plan,  a physician  may  save  a higher  percentage  of 
his  income  than  he  may  under  a Keogh  plan.  While  ERISA 
increased  the  limits  for  Keogh  plans  to  the  lesser  of  15 
percent  earned  income  or  $7,500  a year,  a corporation 
may  contribute  the  lesser  of  25  percent  of  an  employee’s 
salary  or  $25,000  per  year. 

Both  incorporated  and  unincorporated  practices  may 
create  defined  benefit  plans  (setting  a specific  retirement 
goal  and,  with  actuarial  help,  determining  year  by  year  the 
amount  to  contribute)  providing  possibly  still  higher  con- 
tribution levels.  These  plans  are  complex,  and  to  ade- 
quately describe  them  would  be  beyond  the  scope  of  this 
article.  In  our  experience  with  medical  practices,  we  be- 
lieve that  defined  benefit  plans  are  usually  not  desirable 
except  in  special  situations. 

Estate  tax  savings — A dramatic  advantage  also  arises  in 
the  area  of  death  taxes.  If  a doctor  should  die  while  still 
practicing  in  his  corporation,  the  moneys  passing  from  his 
corporate  retirement  plan  or  plans  will  be  subject  to 
neither  Federal  nor  Pennsylvania  death  taxes.  This  will  be 
true  so  long  as  the  beneficiary  of  those  plans  has  been 
properly  named  (not  being  the  doctor's  own  estate),  a 
reason  why  each  person  should  seek  good  advice  on  his 
beneficiary  designation  and  overall  estate  planning. 

We  might  add  that  an  IRS  ruling  of  a few  years  ago 
(Revenue  Ruling  73-404)  makes  the  possible  savings  even 
more  dramatic  by  permitting  corporate  retirement  plan 
funds  to  pass  all  the  way  through  both  a doctor's  and  his 
spouse’s  deaths  without  death  taxes.  This  can  be  ac- 
complished, however,  only  if  proper  language  exists  in  the 
doctor’s  will  or  separate  deed  of  trust.  He  thus  must  have 
careful  legal  counsel  and  possible  revision  of  his  docu- 
ments before  he  can  take  advantage  of  this  special  oppor- 
tunity. 

On  the  other  hand,  funds  passing  through  a Keogh  plan 
must  be  included  in  the  taxable  assets  of  a doctor  upon  his 
death.  The  difference  in  taxes  caused  by  this  fact  can 
range  well  over  $100,000,  thus  presenting  a strong  factor 
favoring  corporation  retirement  plans. 

Corporate  plan  costs — An  important  consideration  in 
deciding  whether  to  adopt  a corporate  or  a Keogh  retire- 
ment plan  is  the  “cost  ” of  each.  We  find  that  trustees  or 
administrators  charge  roughly  equivalent  fees,  but  we  do 
consider  the  differences  in  covering  non-physician  em- 
ployees as  more  significant  “costs  ” to  be  compared.  One 
real  saving  device  available  to  corporate  plans  is  known  as 
“‘integ ration. “’  The  following  illustration  shows  how  integ- 
ration can  work. 

Assume  the  physician  has  incorporated  his  practice  and 
that  his  salary  is  $80,000,  that  Aide  I s salary  is  $1 0,000  and 
Aide  H’s  salary  is  $7,000,  and  that  his  integrated  pension 
plan  calls  for  a contribution  of  5 percent  of  everyone’s 
salary  up  to  $9,000  and  12  percent  of  everyone’s  salary 
over  $9,000.  In  this  example  the  physician  would  have 
$8,970  contributed  on  his  behalf.  Aide  I would  have  $570 
contributed  on  her  behalf  and  Aide  II  would  have  $350 
contributed  on  her  behalf.  As  is  evident  in  this  example, 
the  higher  salaried  physician  benefits  greatly  by  this  since 


he  has  more  “over  $9,000”  salary  than  his  aides  do.  The 
integration  feature  thus  allows  him  to  hold  down  the  costs 
of  contributing  for  the  aides  relative  to  his  own  retirement 
contribution. 

Corporate  retirement  plans  may  be  integrated  with  So- 
cial Security.  However,  Keogh  plan  rules  prevent  almost 
all  medical  practices  from  taking  advantage  of  this  fea- 
ture. This  is  a strong  economic  advantage  of  corporate 
plans  over  Keogh  plans. 

There  are  several  other  important  factors  that  also  affect 
the  cost  of  covering  aides  in  the  two  kinds  of  plans.  These 
are  in  the  areas  of  “ eligibility’’  (what  aides  must  be  cov- 
ered by  each  type  of  plan)  and  ‘“vesting”  (how  much  of  an 
aide’s  plan  moneys  she  can  take  with  her  upon  leaving  the 
practice’s  employ).  The  factors  swing  both  in  favor  of 
Keogh  and  incorporation,  with  considerable  planning  op- 
portunities available  under  ERISA.  Competent  and  con- 
scientious advice  is  needed  to  help  a practice  compare 
these  cost  factors. 

Many  medical  practices  are  not  run  on  a very  busi- 
nesslike basis,  some  not  having  written  agreements  set- 
ting forth  the  rights  and  duties  in  case  of  death,  disability, 
or  termination  of  employment.  When  a practice  is  incor- 
porated, however,  competent  advisors  require  that  the 
parties  discuss  and  resolve  in  advance  the  rights  and 
duties  of  the  employee  and  the  corporation  upon  a doc- 
tor’s death,  disability,  or  other  departure.  Of  course,  these 
matters  should  be  resolved  whether  incorporated  or  not, 
but  they  seem  better  formalized  in  a corporation  setting. 

Similarly,  our  experiences  have  shown  that  the  quar- 
terly or  semiannual  meetings  required  to  run  a profes- 
sional corporation  properly  cause  the  doctor  or  doctors  to 
meet  regularly  with  their  accountant  and  attorney.  These 
meetings  help  all  the  parties  focus  on  matters  which 
would  “slide  by”  if  the  corporate  pattern  had  not  been 
created. 

Another  possible  advantage  of  professional  incorpora- 
tion is  limited  liability.  As  all  are  aware,  the  number  of 
malpractice  cases  have  increased  so  greatly  that  protec- 
tions from  liability  are  becoming  widely  sought.  In  an 
unincorporated  group  practice,  the  partners  are  jointly 
and  severally  liable  for  each  other’s  acts.  There  is  no  real 
protection  for  one  doctor  against  the  malpractice  of  his 
partners  even  if  he  had  nothing  to  do  with  the  case.  The 
physician-shareholder  of  a professional  corporation  is,  of 
course,  personally  liable  for  his  own  misdeeds  and  also  for 
those  of  his  employees  under  his  direction  and  control. 
However,  he  would  generally  not  be  personally  liable  for 
the  acts  of  his  other  “ physician-partners”  who  may  have 
treated  patients  with  whom  he  had  no  direct  involvement. 
This  difference  could  be  very  significant  if  the  malpractice 
insurance  situation  should  continue  to  deteriorate. 

Conclusion 

In  conclusion,  the  professional  corporation  is  “alive  and 
well,”  with  the  Pension  Reform  Act  not  having  the  dis- 
couraging impact  some  had  expected  eighteen  months 
ago.  We  have  noticed  no  real  drop  in  interest  in  profes- 
sional corporations  over  that  time  span.  The  benefits  are 
still  great  for  those  doctors  who  have  reached  the  proper 
combination  of  income  and  personal  circumstances.  □ 
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Illness  to  wellness 


Dauphin  County  Home  and  Hospital  achieves  goal 


RICHARD  A.  BROWN,  M.D. 
Harrisburg 

Despite  the  infirmities  caused  by 
old  age  and  chronic  illnesses,  a 
feeling  of  wellness,  or  a satisfactory 
state  of  health,  is  achievable  in  a 
geriatric  institution,  such  as  the 
Dauphin  County  Home  and  Hospital, 
which  prides  itself  on  the  quality  of 
care  provided  its  patients. 

The  home  and  hospital,  located  in 
Harrisburg,  is  of  modern  construction 
with  475  beds  for  patients  requiring 
skilled  or  intermediate  nursing  care. 
Nearby  is  the  Bistline  House  for  those 
not  completely  self  sufficient  and  re- 
quiring some  supervision  and  help  for 
the  necessities  of  daily  living.  In  addi- 
tion, at  this  writing,  construction  is  in 
progress  which  will  permit  care  for 
585  patients  requiring  skilled  and  in- 
termediate care. 

The  Dauphin  County  Home  and 
Hospital  is  under  the  jurisdiction  and 
support  of  the  county  commission- 
ers, who  delegate  management  to  an 
administrator. 

The  results  detailed  in  this  report 
are  made  possible  by  the  fine  team 
work  that  exists  between  the  adminis- 
tration and  the  professional  staff. 

The  professional  staff  consists  of  a 
medical  director,  five  attending 
physicians,  a pharmacist,  a consult- 
ing ophthalmologist,  a dentist,  a 
podiatrist,  a physical  therapist,  a di- 
rector of  nursing,  registered  and 
practical  nurses,  a director  of  social 
services,  and  a director  of  activities. 

The  institution  has  a philosophy 
and  goal  as  set  forth  by  the  adminis- 
trator, Eugene  W.  LaRocca,  which 
reads  as  follows:  “The  Dauphin 
County  Home  and  Hospital  is  dedi- 
cated to  the  total  health  care  of  the 
ill-aged  and  the  chronically  sick,  the 
relief  of  their  suffering  and  the  resto- 
ration of  the  individual  patient  to  a 
place  of  emotional  security,  personal 
status,  self  respect  and  dignity  within 
the  boundaries  which  have  been  im- 
posed by  reason  of  illness,  disability, 
age  and  social  circumstances.’’ 

This  report  was  motivated  by  the 
unfavorable  report  given  the  nursing 
homes  in  the  news  media  and  the  ugly 


picture  shown  on  television  revealing 
malnourished  and  grossly  uncared 
for  patients  in  nursing  homes  in  New 
York  City.  On  June  22,  1975,  the  New 
York  Times  reported,  "The  first  in- 
dictments in  the  eight-month-old 
nursing  home  scandal  have  been  is- 
sued.” Then  in  our  state  there  was  an 
article,  entitled  “A  Place  to  Die,  Wait- 
ing For  the  End  in  Philadelphia  Nurs- 
ing Homes,”  by  Loretta  Schwartz,  in 
the  May  1975  edition  of  the  magazine, 
Philadelphia. 

My  duties  as  a member  of  the  utili- 
zation review  team  and  as  one  of  the 
five  attending  physicians  at  the 
Dauphin  County  Home  and  Hospital 
took  me  to  all  sections  of  the  institu- 
tion. I was  so  impressed  with  the  well 
being  and  good  care  of  the  patients 
that  I set  out  to  secure  evidence  that, 
hopefully,  would  sustain  my  already 
favorable  opinion. 

The  Greek  philosopher  Socrates, 
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was  once  asked,  “How  many  teeth 
has  a horse?”  He  replied,  “Let’s  go  to 
the  horse’s  mouth  and  count  them.” 
To  find  out  if  Dauphin  County  Home 
and  Hospital  was  in  fact  measuring  up 
to  the  high  standard  of  care  set  by  the 
administration  I followed  Socrates' 
advice  and  went  to  the  source — the 
patients. 

All  patients  deemed  capable  of  re- 
sponding were  asked,  "How  do  you 
feel?”  and  "Can  you  name  something 
you  like  about  living  here?  " Because 
of  advanced  age  and  confusion,  the 
majority  were  unable  to  give  reliable 
answers  and  were  excluded.  There 
were  188  who  did  participate,  all  of 
whom  required  either  intermediate  or 
skilled  nursing  care.  Of  this  number 
160,  or  85  percent,  said  they  felt  fine, 
well,  and  even  wonderful.  The 
reasons  given  for  liking  it  at  the  home 
were  gratifying.  Some  of  them  were: 
“I  couldn’t  be  treated  better.”  “I  in- 
tend to  live  here  the  rest  of  my  life.”  “I 
love  the  food  and  nurses.”  “Everyone 
is  kind  to  me.”  “When  you  are  going 
on  90  what  do  you  expect?  It  beats 
living  alone.  ” "They  are  taking  good 
care  of  me.”  “I  like  it  here — the  nurses 
and  the  doctors.”  “I  love  it;  it’s  really 
wonderful.”  “It  is  very  nice.  I would 
rather  be  here  than  with  my  children.” 
“I  like  everything — all  of  it — good 
food,  good  nursing,  and  the  ac- 
tivities.” “The  meals  are  marvelous.  I 
like  everything;  they  do  wonders.”  “I 
love  it;  well  taken  care  of.”  "Every- 
body is  nice.  It  is  clean  and  the  food  is 
good.  ” 

These  positive,  even  enthusiastic 
responses  from  85  percent  of  188  pa- 
tients capable  of  responding  is  evi- 
dence that  the  Dauphin  County  Home 
and  Hospital  is  accomplishing  its  ob- 
jective. The  report  reveals  that  a size- 
able number  maintain  a feeling  of 
self-esteem  and  a purpose  for  living. 
Contributing  factors  are  three  nutri- 
tious meals  daily,  regular  sleeping 
habits,  living  in  a protective  environ- 
ment, the  feeling  of  security  due  to  at 
hand  nursing  and  medical  care,  and 
social  and  religious  activities.  □ 
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Psychological  complications  of  thermal  injuries 

WILLIAM  P.  GRAHAM,  III,  M.D.  STEPHEN  H.  MILLER,  M.D. 

LAWRENCE  GOTTLIEB,  B.S.  DENNIS  CHARNEY,  B.A. 

Hershey 


Severe  burns  may  result  in  pro- 
found psychological  distur- 
bances. Acutely,  the  patient  may  be 
hypotensive,  hypoxemic,  restless, 
and  in  pain.  Life-saving  resuscitative 
measures  performed  hurriedly,  in  a 
frightening,  unfamiliar  hospital  envi- 
ronment and  without  explanation 
compound  the  patient's  fears  of 
being  hurt  and  dying.  Psychologic  re- 
sponses depend  on  the  severity  of  the 
injury,  the  response  to  that  injury,  and 
the  premorbid  psychologic  status. 

Acute  behavioral  disturbances, 
acute  organic  brain  syndrome,  may 
manifest  as  disorientation  to  time, 
place  and  person,  delirium,  severe 
anxiety,  combativeness  and/or  hal- 
lucinations. Less  commonly,  patients 
may  be  unresponsive,  display  little 
anxiety,  and  be  unaware  of  the  mag- 
nitude of  their  injuries.  The  exact 
cause  of  this  syndrome  may  be  un- 
clear. (Table  I) 

Nonorganic  psychologic  complica- 
tions generally  occur  later  in  the  pa- 
tient's hospitalization  and  are  situa- 
tional reactions  to  the  injury,  multiple 
operative  procedures,  painful  dress- 
ing changes,  prolonged  hospitaliza- 
tion, and  isolation  from  family,  altera- 
tions in  self-body  image,  and  fear  of 
the  future.  Psychological  defense 
mechanisms  employed  by  the  patient 
which  enable  him  to  tolerate  the  se- 
vere mental  burden  are  regression, 
reversion  to  dependent  infantile  be- 
havior, and  depression.  The  former  is 
characterized  by  restriction  of  atten- 
tion, narcissism,  hypochondriasis,  in- 
fantile dependence,  time  distortion, 
or  refusal  to  cooperate  in  his  therapy. 
The  latter  is  manifested  by  anorexia, 
apathy,  anger,  insomnia,  lethargy, 
and  often  a wish  to  be  left  alone  to  die 
in  peace.  Regressive  behavior  tends 
to  spontaneously  clear  as  the  pa- 
tient’s physical  condition  improves; 


however,  depression,  though  less, 
may  continue  after  discharge.  It  may 
be  compounded  by  the  development 
of  a traumatic  neurosis  manifested  by 
emotional  instability,  severe  anxiety, 
phobias,  and  difficulty  in  or  fear  of 
accepting  an  altered  body  image  and 
life  style. 

Treatment  for  these  disorders  re- 
quires a knowledge  of  their  existence 
and  causes  as  well  as  a compassion- 
ate, empathetic  staff.  The  patient 
should  be  allowed  to  gradually  adapt 
to  his  injury  and  its  consequences. 
Defense  reactions,  denial,  should  not 
be  removed  unless  adequate  re- 
placements are  available  such  as 
emotional  support.  Honesty  must  be 
tempered  by  the  kindness  of  time. 
Blunt  dogmatic  statements  or  de- 
mands rarely  help  the  patient  and  may 
intensify  his  anxiety  by  implying  with- 
drawal of  support.  Some  knowledge 
of  the  patient's  previous  defense  and 
coping  mechanisms  may  be  helpful  in 
evaluating  various  reactions  and 
dealing  with  them. 

Amelioration  of  psychological 
stresses  should  be  a major  goal  of 
those  caring  for  burned  patients.  Dur- 
ing the  required  isolation,  it  is  helpful 
to  keep  the  patient  aware  of  the 
events  occuring  outside  the  hospital. 


TABLE  I 

Factors  Capable  of  Producing 
Disorientation 
in  the  Burned  Patient 

Chronic  Alcoholism 
Drug  Abuse 
Uncontrolled  Diabetes 
Intracranial  Injury 
Hypotension 
Hypoxemia 
Hypercarbia 
Electrolytic  Imbalance 
Infection 

Narcotic  Overdose 
Tranquilizer  Overdose 


Newspapers,  radio,  television  and  vis- 
its by  the  family  are  all  helpful  in  ac- 
complishing this  end.  A patient  should 
be  encouraged  to  feed,  dress,  and 
bathe  himself.  Daily  activities  includ- 
ing dressing  changes,  physical  and 
occupational  therapy  should  be  plan- 
ned so  that  meals,  medication  sched- 
ules, and  rest  periods  are  not  dis- 
turbed. Emotional  support  can  be 
provided  by  an  understanding, 
knowledgeable  family  who  are  kept 
informed  of  the  patient’s  injury, 
treatment,  and  prognosis.  Further 
support  requires  that  the  patient’s 
dependency  needs  are  met  by  all 
those  responsible  for  his  care.  Al- 
though sedatives,  anti-depressants, 
and  hypnotics  are  useful,  over  usage 
should  be  avoided. 

Psychologic  problems  following 
discharge  can  be  minimized  by  prep- 
aration of  the  patient  and  his  family 
prior  to  discharge.  Understanding  of 
the  patient’s  physical  and  emotional 
needs  will  ease  the  transition  from 
hospital  to  home.  Provisions  for  voca- 
tional rehabilitation  are  necessary  for 
the  patient’s  psychological  well  being 
and  self  esteem.  Reconstructive 
surgery  should  be  available  to  im- 
prove physical  function,  contracture 
release,  and  cosmetic  appearance, 
scar  revision,  and  reconstruction  of 
missing  structures. 

It  is  imperative  to  stress  that  most  of 
the  emotional  problems  of  burn  vic- 
tims are  self  limited  and  can  be  ade- 
quately treated  by  the  physician  who 
is  acutely  aware  of  the  dehumanizing 
effect  of  the  burn  injury  and  the  con- 
comitant normal  psychological  reac- 
tions. The  physician,  by  being  sensi- 
tive to  the  nuances  of  the  patient’s 
emotional  needs,  can  intercede  effec- 
tively to  ameliorate  emotional  trauma 
and  prevent  persistant  psychiatric 
complications.  □ 
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Cystinuria  is  an  inherited  condition 
in  which  4 amino  acids  appear  in 
increased  quantities  in  the  urine. 
These  are  cystine,  lysine,  arginine, 
and  ornithine.  The  least  soluble  in  the 
normal  range  of  urine  pH  is  cystine, 
thus  most  likely  to  precipitate  and 
cause  complications  such  as  infec- 
tion, obstruction,  and  renal  failure. 
The  inherited  defect  involves  failure 
of  reabsorption  of  these  amino  acids 
in  the  kidney’s  proximal  tubules  and  a 
decreased  or  absent  transport  across 
the  jejunal  mucosa. There  are  2 
basic  distinct  patterns  of  inheritance. 
The  first  represents  a typical  example 
of  Mendelian  recessive  character  and 


Figure  1.  Obstructed  right  kidney 


the  other  is  that  of  the  "incompletely 
recessive  type. 

Cystine  calculi  represent  3 percent 
of  urinary  calculi. Because  it  is  an 
inherited  disease,  patients  with  cys- 
tinuria and  calculi  are  seen  at  all  ages. 

Case  1 — This  53  year  old  male  pa- 
tient presented  with  anuria  of  12 
hours'  duration  and  a history  of  left 
nephrectomy  for  cystine  calculus 
disease  25  years  ago. 

On  admission  an  intravenous 
pyelogram  (IVP)  showed  3 calculi, 
one  of  which  was  obstructing  his  soli- 
tary right  kidney  at  the  U-P  junction 
(Figure  1).  A ureteral  catheter  was 
passed  to  the  right  renal  pelvis  (Fig- 
ure 2).  A 24-hour  urine  revealed  cys- 
tine 832  mg/24  hours  (N  = <100  mg). 
He  was  started  on  intravenous  fluids, 
NaHCOs,  and  1 gm/day  D- 
penicillamine.  On  this  dose  a repeat 
24  hour  urine  showed  excretion  at 
532  mg  cystine  and  his  dose  of 
D-penicillamine  was  increased  to  1.5 
gm/day.  His  last  24  hour  urine  cystine 
was  326.  Followup  IVP  showed  that 


This  paper  was  prepared  by  the  di- 
vision of  urology,  department  of 
surgery,  The  Milton  S.  Hershey 
Medical  Center,  The  Pennsylvania 
State  University.  Dr.  Rohner  is  pro- 
fessor of  surgery  and  chief  of  the 
division  and  Dr.  Sanford  is  assis- 
tant professor  of  surgery.  Dr. 
Drago  is  a second  year  resident  in 
urology. 


the  calculi  had  dissolved  and  kidney 
functioning  normally  (Figure  3). 

Case  2— This  19  year  old  male  pa- 
tient presented  with  symptoms  of  left 
flank  pain  and  hematuria.  His  previ- 
ous medical  history  included  many  at- 
tacks of  flank  pain  and  passing  small 
calculi.  The  patient  had  had  a distal 
ureterolithotomy  one  year  earlier  and 
was  told  that  the  calculus  was  com- 
posed of  calcium;  the  stone  was  not 
sent  for  analysis.  Following  passage 
of  several  small  calculi  the  patient's 
pain  diminished.  Analysis  revealed 
the  stone  to  be  composed  of  cystine 
with  24  hour  excretion  of  532  mg  cys- 
tine. We  have  started  him  on 


Figure  2.  Ureteral  catheter  by-passing 
calculus  obstruction 
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D-penicillamine  Igm/day.  His  second 

24  hour  cystine  was  852  mg  while  on  a 
high  fluid  intake  and  NaHCOs.  We 
have  since  increased  the 
D-penicillamine  to  2 gm/day,  with  24 
hour  excretion  cystine  of  450  mg.  On 
this  regimen  the  patient  was  pain  free, 
passed  no  calculi,  and  urine  has  been 
qualitatively  negative  for  cystine. 

Case  3 — This  21  year  old  female 
presented  with  right  flank  pain  and  a 
long  history  of  calculus  disease  be- 
ginning at  age  5,  including  several 
operative  procedures,  i.e.,  cys- 
tolithotomy,  right  ureterolithotomy, 
and  two  left  pyelolithotomies,  the  last 
of  these  being  done  7 years  ago.  An 
intravenous  pyelogram  obtained 
showed  nonfunction  of  the  right  kid- 
ney with  3 distal  ureteral  calculi  and 
numerous  calculi  in  the  left  lower 
pole  calyces  and  renal  pelvis; 
creatinine  clearance  was  49  ml/min, 
serum  creatinine  2.2  and  blood  urea 
nitrogen  27  mg  percent  (Figure  4). 
Right  ureterolithotomy  and  left 
pyelolithotomy  with  removal  of 
obstructing  calculi  were  done.  Analy- 
sis of  the  stones  revealed  pure  cys- 
tine. Her  urinalysis  was  negative  for 
crystals.  She  was  started  on 
D-penicillamine  1 gm/day,  pyridoxine 

25  mg/day,  NaHCOs,  and  high  fluid 
intake.  Her  24  hour  urine  cystine  was 
143  mg.  After  3 weeks  of 
D-penicillamine  the  patient  devel- 
oped a hypersensitivity  reaction  and 


Figure  3.  Absence  of  calculi 


Figure  4.  Obstruction  left  kidney.  3 dis- 
tal right  ureteral  calculi 


the  drug  was  discontinued.  After  one 
month  she  was  restarted  on  250  mg/ 
day,  then  500  mg/day  without  hyper- 
sensitivity. 

Discussion 

The  3 cases  represent  a broad  spec- 
trum of  the  urologic  complications  of 
calculusdisease,  anuria,  renal  failure, 
and  ureteral  colic.  The  patient  with 
anuria  and  solitary  kidney  was  suc- 


Figure  5.  Plain  x-ray:  distal  right  uret- 
eral calculi,  multiple  left  pel- 
vis calculi 


cessfully  managed  by  ureteral  cathe-  [ 
ter  drainage  with  dissolution  of  the  \ 
calculus  by  D-penicillamine,  in-  i] 
creased  fluids  and  alkalization,  thus  T; 
eliminating  surgery  on  a solitary  kid-  ) = 
ney  (Figure  3).  The  patient  with  bilat-  I* 
eral  calculus  disease  and  renal  failure 
presented  thedilemma  of  which  renal  p 
unit  to  repair  first  (Figure  5).  The  pos-  p, 
sibility  of  right  nephrectomy  for  non-  ■ 
function  of  presumed  long  duration  i* 
was  considered.  Fortunately,  both  4 
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kidneys  have  improved  following 
surgical  stone  removal  and  drug 
therapy. 

Why  one  cystinuric  patient  forms 
calculi  at  age  5 and  another  at  age  58 
years  is  unclear.  The  diagnosis  of  cys- 
tinuria  is  made  by  finding  cystine  in 
the  urine  or  by  chemical  analysis  of 
calculi.  A simple  screening  test  that 
can  be  performed  in  the  office  or 
emergency  room  is  the  nitroprusside 
cyanide  test.  (Table  I)  This  test  in- 
volves the  addition  of  5 drops  of  am- 
monium hydroxide,  NH4OH,  to  5 ml  of 
urine.  Thisyieldsan  alkalinized  urine. 
Then  the  addition  of  2 ml  of  5 percent 
NaCN,  sodium  cyanide,  with  a waiting 
period  of  10  minutes  followed  by  the 
addition  of  5 percent  of  sodium  ni- 
troprusside added  dropwise.  The  test 
is  positive  if  a stable  purple-red  color 
develops.  This  usually  indicates  that 
the  sample  contains  greater  than  100 
mg  of  cystine/gm  of  creatinine.  Quan- 
titative determination  and  measure- 
ment of  24  hour  urine  cystine  are 
helpful  in  the  management  and  fol- 
lowup of  these  patients  (Figure  6). 

Conventional  therapy  for  cystinuria 
has  been:  (a)  forcing  fluids  to  keep 
diuresis  day  and  night,  (b)  keeping 
the  urine  pH  in  the  7. 0-8.0  range  and, 
(c)  low  total  protein  intake.  Probably 
the  most  successful  therapeutic 
modality  is  treatment  with 
D-penicillamine.  Surgical  therapy 
should  be  reserved  for  the  removal  of 
obstructing  calculi. 

The  treatment  generally  most  suc- 
cessful is  that  of  D-penicillamine  and 
increased  fluid  intake  to  insure  a 24 
hour  urine  output  of  3 liters/day.  We 
recommend  that  our  patients  drink  2 
glasses  of  water  prior  to  bedtime  to 
keep  nighttime  urine  less  concen- 
trated. NaHCOs  has  also  been  used  to 
alkalinize  the  urine. 

Dent,ef  a/.,®show  that  the  solubility 
of  cystine  increases  3 to  4 times  in  the 
urine  if  the  pH  is  between  7. 0-8.0.  In 
order  to  increase  the  urine  pH  to  the 


TABLE  I 

Nitroprusside-Cyanide  Test 

A.  5 ml  urine  + 5 drops  NH4OH  ^ al- 
kalinized urine 

B.  Add  2 ml  5%  NaCN  ^ 10  minutes 

C.  Add  5%  Na  Nitroprusside 

D.  Positive  test  if  purple-red  color  is 
stable 


PT.  1 : ( ) 832  mg,  558  mg,  326  mg 

PT.  2:  ( ) 582  mg,  852  mg,  450  mg 

PT.  3:  ( ) 296  mg,  143  mg 


Figure  6.  Cystine  excretion  with 
D-penicillamine. 


7.8  range,  20-30  gm  of  NaHCOs  is  re- 
quired and  the  possibility  of  inducing 
phosphalic  calculi  is  increased.  0th- 
ers78  have  tried  to  decrease  the 
amount  of  cystinuria  by  reducing 
dietary  protein  and  lowering 
methionine  intake,  a precursor  of  cys- 
tine. This  diet  is  unpalatable  and  pa- 
tients are  unwilling  to  follow  it. 

The  mechanism  of  action  of 
D-penicillamine  involves  its  reaction 
with  cystine  to  form  a stable,  more 
soluble  mixed  disulfide  PEN  S-S  CYS 
compound.  This  complex  can  be 
found  both  in  the  blood  and  urine  of 
patients  treated  with  D-penicillamine. 
Existing  stones  dissolve  because  the 
urine  is  no  longer  saturated  with  cys- 
tine. Sufficient  drug  should  be  given 
to  reduce  the  24  hour  urine  cystine  to 
100-300  mg.  The  dose  required  varies 
from  1-3  gm/day  and  should  be  de- 
termined by  serial  24  hour  quantita- 
tive measurement  of  cystine  excre- 
tion. 

D-penicillamine  is  not  without  side 
effects.  One  of  our  patients  acquired 
a confluent  macular  rash  and 
malaise;  desensitization  was  suc- 
cessful. Other  side  effects  that  have 
been  reported  include  acute  hyper- 


sensitivity syndrome,  proteinuria, 
nephrotic  syndrome,  focal 
glomerulitis,  lymphadenopathy, 
thrombocytopenia,  fever,  and  serum 
sickness.  It  is  necessary  to  give  50 
mg/day  of  pyridoxine  because 
D-penicillamine  has  a slight  an- 
tipyridoxine  effect.^  Lotz  and  Bartter® 
suggest  the  reason  for  their  de- 
creased incidence  of  side  effects  may 
be  the  concomitant  use  of  pyridoxine. 

□ 
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PHYSICIANS  WANTED 

I Excellent  Group  Practice  Opportunities  for  primary 
I care  physicians,  medical,  surgical  specialists,  pediatri- 
cians, psychiatrists,  dermatologists  in  beautiful  univer- 
I sity  community  with  hospital  privileges  available.  Con- 
tact Indiana  Medical  Center,  Heatherbrae  Square,  In- 
I diana,  PA  15701 ; telephone  (412)  465-2056. 

I Emergency  Physicians — A multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
I Philadelphia  and  other  areas  of  Pennsylvania.  In  addi- 
tion to  full-time  emergency  physicians,  a physician 
! director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au- 
tonomy in  its  member  physicians.  Financial  arrange- 
ments are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi- 
cians are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart- 
ment 650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd„ 
Lemoyne,  Pa.  1 7043. 

Psychiatrists,  Physicians  with  Psychiatric  Experience 

I — Mental  hospital  in  metropolitan  area.  Easy  access  to 
I New  York,  Philadelphia,  and  close  to  Pocono  resort 
I area.  Good  salary  with  excellent  fringe  and  retirement 
‘l  benefits.  Pennsylvania  license  required.  Contact:  Henry 
Buxbaum,  M.D.,  Superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411.  Telephone:  (717) 
586-2011. 

■■  Pediatrician — Needed  in  College  town  with  drawing  popu- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80. 

' Growing  area,  clean  air,  good  schools  in  Western  Pa. 

Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
f minstrator.  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

(Emergency  Physicians — 200  bed  general  hospital  in  uni- 
versity community.  Two  required  to  complete  group  of  5. 
Pa.  License.  Salary  high  competitive.  Contact:  William  B. 
1 Yeagley,  M.D.,  Director  of  Emergency  Services,  Indiana 
j Hospital,  Indiana,  PA  15701;  (412)  463-0261. 

.)  Ophthalmologist — Needed  in  College  town  with  drawing 
U population  of  25,000  located  at  intersection  of  1-79  and 
■i  1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 

All  foreign  graduates  must  have  a permanent  immigrant 
'■1  visa.  Guarantee  negotiable.  Contact:  Mr.  J.  A.  Colaizzi, 
Administrator,  Grove  City  Hospital,  Grove  City,  PA  16127; 
phone  (412)  458-7132. 

Emergency  Room  Physician  to  complete  group  in  re- 
cently completed  modern  emergency  room  suite  with 
p]  chopper  pad.  Excellent  compensation  includes  malprac- 


tice coverage.  Service  area  of  approximately  50,000  popu- 
lation with  excellent  school  system  from  kindergarten 
through  4 area  colleges.  Cultural  and  recreational  ac- 
tivities include  hunting  and  fishing.  Major  metropolitan 
areas  including  New  York,  Philadelphia,  and  Pittsburgh 
within  3 to  5 hours  commuting  distance.  Contact  A.W. 
Speth,  Administrator,  Lock  Haven  Hospital,  Lock  Haven, 
PA  17745.  Call  collect  (717)  748-7721. 

General  Surgeon — Needed  in  College  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
All  foreign  graduates  must  have  a permanent  visa.  Guar- 
antee negotiable.  Contact:  Mr.  J.  A.  Colaizzi,  Adminis- 
trator, Grove  City  Hospital,  Grove  City,  PA  16127;  phone 
(412)  458-7132. 

Internist  for  Innovative  Family  Health  Center  in  north  cen- 
tral Pennsylvania.  To  assure  continuity  of  patient  care  by 
providing  in-patient  services  in  community  hospital  in 
conjunction  with  5 family  practice  physicians,  2 dentists, 
and  a psychiatrist  in  providing  comprehensive  primary 
health  care.  Excellent  salary  and  fringe.  Teaching  oppor- 
tunity in  FP  residency.  Rural  area  with  convenient  cultural 
and  outdoor  activities.  J.  W.  Montague,  M.D.,  Medical  Di- 
rector, North  Penn  Family  Health  Center,  Blossburq,  PA 
16912. 

Physicians  Wanted,  Male  and  Female — Licensed,  for 
children’s  camps,  July-August.  Good  salary;  free  place- 
ment, 1 50  member  camps.  Write  Dept.  P,  Association  Pri- 
vate Camps,  55  West  42  St.,  New  York,  NY  10036.  Phone 
(212)  695-2656. 

Emergency  Room  Physician — Half  time  (Approximately 
80  hours/month)  in  beautiful  State  College,  Pa.,  home  of 
Penn  State  University.  Good  position  for  M.D.  desiring  to 
slow  down  or  starting  practice.  Prefer  general  practice 
background  with  E.R.  experience.  Contact  Dr.  Tom 
Mebane,  942  Robin  Rd.,  State  College,  PA  16801;  phone 
(814)  238-6852. 

Two  Family  Practitioners  Wanted — To  join  four  other 
Family  Practitioners  in  multispecialty  group  in  rural  South 
Central  Pennsylvania.  Write  Department  708,  PENNSYL- 
VANIA MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Psychiatrist — To  be  Assistant  Superintendent  of  Dixmont 
State  Hospital,  located  in  suburban  Pittsburgh,  Pa.  Re- 
sponsible for  psychiatric  treatment,  training,  and  research 
programs  and  their  coordination  in  a 500  bed  hospital. 
Requires  Pennsylvania  license.  Board  Eligible,  and  four 
years  in  administrative  or  supervisory  position.  Salary 
competitive,  with  excellent  State  fringe  benefits.  Contact 
Superintendent,  Dixmont  State  Hospital,  Sewickley,  PA 
15143;  (412)  761-1780. 
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House  Staff  Physician — Excellent  opportunity  for  a Penn- 
sylvania licensed  physician  to  serve  in  a responsible  posi- 
tion of  a modern  suburban  286  bed  hospital  accredited  by 
the  JCAH.  $30,000*  per  year  plus  many  attractive  fringe 
benefits  including  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  life  insurance,  and 
disability  insurance.  Excellent  location-suburban 
Philadelphia.  Call  collect  or  write  T.  A.  Harrington,  Ad- 
ministrator, Holy  Redeemer  Hospital,  Meadowbrook,  PA 
19046;  telephone  (215)  947-3000. 

Pennsylvania,  Harrisburg  Area — Physician(s)  to  take  over 
practice  of  Family  Physician  who  is  retiring.  Fully  equip- 
ped office  in  new  Medical  Center.  Office  leased.  Every- 
thing for  price  of  equipment  alone.  $15,000.  Terms  avail- 
able. Terrific  volume.  (717)  589-3641. 

Immediate  Opening,  Physiatrist — Challenging  position 
open  for  full  time  Physiatrist  in  our  nearly  completed  50 
bed  hospital  based  rehabilitation  unit,  with  affiliation  with 
major  teaching  institution.  This  position  will  afford  the 
successful  candidate  the  opportunity  to  develop  and  grow 
with  a new  unit.  Responsibilities  will  include  participating 
with  personnel  of  other  departments  in  planning  joint 
administrative  and  technical  programs,  recommending 
methods  and  procedures  for  coordination  of  physical 
medicine  with  related  patient  care  services,  consulting 
with  referring  and  attending  physicians  in  planning  a 
therapy  program  according  to  diagnostic  and  therapeutic 
problems,  directing  necessary  services  to  provide  assist- 
ance to  rehabilitation  of  disabled  patients  and  all  other 
responsibilities  listed  in  position  description  which  will  be 
made  available  upon  request.  Candidate  must  be  board 
certified  or  board  eligible  in  Physiatry.  Board  eligibility  or 
qualification  in  Internal  Medicine  preferred  but  not  re- 
quired. Interested  persons  should  apply  with  curriculum 
vitae  to:  Howard  Zeidman,  M.D.,  Chairman,  Search  Com- 
mittee, Our  Lady  of  Lourdes  Hospital,  1600  Haddon  Ave., 
Camden,  NJ  08103;  (609)  963-4300. 

Family  Physicians — Openings  in  areas  of  medical  care  in 
a large  psychiatric  hospital  which  is  fully  integrated  with 
community  agencies,  hospitals,  and  base  service  units. 
Conveniently  located  near  city  of  Pittsburgh.  Accredited 
by  J.C.A.H.  and  meets  standards  for  Medicare,  Medicaid, 
and  Medical  Assistance.  Salaries  range  to  $28,577  with 
excellent  fringe  benefits  including  opportunities  for  con- 
tinuing medical  education.  Pennsylvania  license  required. 
Contact  Dr.  F.C.  Wagenseller,  Director  of  Medical  Serv- 
ices, Mayview  State  Hospital,  Bridgeville,  PA  15017; 
(412)  343-2700. 

Florida  Gulf  Coast — Unique  private  practice  opportunities 
and  hospital  staff  memberships  immediately  available  in 
Tampa-St.  Petersburg,  the  state's  fastest-growing  metro- 
politan area.  Florida’s  largest  community  hospital  de- 
velopment and  management  firm  seeks  curriculum  vitae 
from  primary  care  physicians — family  medicine,  general 
practice,  internal  medicine — and  specialists  in  plastic 
surgery,  otolaryngology,  neurosurgery,  gynecology, 
anesthesiology,  ENT,  and  physical  and  rehabilitative  med- 


icine. Call  collect  (813)  381-8000  or  write  to  Medical  Affairs 
Department,  MEDFIELD  CORPORATION,  1609  Pasadena 
Ave.  S.,  St.  Petersburg,  FL  33707. 


Pennsylvania-Great  Pocono  Northeast — 300,000  popula- 
tion, needs  internist,  specialty  rheumatology;  tremendous 
potential.  No  competition.  Private  practice  plus  full  time 
position  with  comprehensive  rehabilitation  complex.  Man 
(or  Ms.)  for  all  seasons — golf,  fishing,  hunting,  skiing. 
God's  Country.  Contact  George  T.  Walters,  President,  Al- 
lied Services,  Scranton,  PA  18508;  (717)  346-8411. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital.  Affiliated  with  approved  general  hospital  for  all 
medical  and  surgical  treatment  as  required.  $22,351  to 
$29,869  and  liberal  fringes.  Limited  housing  possible. 
Pennsylvania  license  required.  Robert  L.  Gatski.  M.D.,  Di- 
rector, State  Hospital,  Danville,  PA  17821. 

College  Physician — Supervise  operation  of  College  infir- 
mary. Examine  students  and  prescribe  care  twice  daily 
and  during  athletic  events.  Participate  in  college  educa- 
tional programs  concerning  health  care  and  human  sexu- 
ality. Must  be  qualified  for  medical  license  in  Pennsylvania 
and  for  membership  in  the  American  Medical  Association. 
Training  in  adult  medicine  required,  additional  work  in 
rheumatology  or  athletic  medicine  desired.  Equal  Oppor- 
tunity Employer  M/F.  Application  should  be  made  to  Frank 
B.  Williams,  Dean  of  Students,  Gettysburg  College,  Get- 
tysburg, PA  17325. 

OB/GYN  Board  Certified  or  Board  Eligible — Possibility  of 
solo  or  group  association.  243  bed  Catholic  Hospital  lo-  J 
cated  in  the  Laurel  Highlands  of  South  Central  Pennsylva- 
nia. Progressive  community,  located  in  area  which  pro- 
vides year  round  recreational  facilities,  excellent  schools 
with  university  campus  at  your  door  step.  Send  C.V.  to  - 
T.R.  Baranik,  Administrator,  The  Mercy  Hospital  of 
Johnstown,  1020  Franklin  St.,  Johnstown,  PA  15905;  or 
call  collect  (814)  536-4461 -ext.  251-351-352. 

Orthopedic  Surgeon  Wanted — Associate  for  well  estab- 
lished Orthopedic  Clinic  in  Eastern  Pennsylvania.  First 
year,  salary  plus  percentage.  Partnership  after  one  year. 
Board  eligibility  required.  No  investment  needed.  Write 
Department  709,  PENNSYLVANIA  MEDICINE,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

Emergency  Department  Physicians — To  add  to  existing 
group.  Busy  suburban  area  Emergency  Department. 
40,000  visits  annually.  Salary  per  hour  pi  us  fringe  benefits, 
including  malpractice  insurance.  Pennsylvania  license 
required.  Contact  or  send  resume  to:  J.  A.  Weigel,  M.D., 
Director,  Department  of  Emergency  Medicine,  North  Hills 
Passavant  Hospital,  9100  Babcock  Blvd.,  Pittsburgh,  PA 
1 5237, 
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Chief  House  Staff  Physician  and  House  Staff 
Physicians — 352  bed  fully  accredited  hospital  in  North- 
east Philadelphia  seeks  full  time  Pennsylvania  licensed 
physicians.  Scheduled  five  days.  Attractive  fringe  bene- 
fits including  paid  malpractice  insurance,  health  and 
accident  plan,  life  insurance,  sick  leave,  vacation,  major 
medical  plan,  and  other  attractive  benefits.  Salary  for 
Chief,  $35,000  per  year;  salary  for  Staff,  $28,000  per  year. 
Position  available  July  1,  1976.  Contact  Sister  M. 
Salvatore,  Administrator,  Nazareth  Hospital,  2601  Holme 
Ave.,  Philadelphia,  PA  19152;  (215)  331-8000. 


Emergency  Department  Physician — Immediate  full  time 
position  available  for  physician  to  join  group  providing  24 
hour  coverage  for  320  bed  modern  hospital;  approxi- 
mately 64,000  patients  yearly  with  minimum  guarantee  of 
$45,000  for  40  hour  work  week  plus  full  program  of  bene- 
fits; good  schools  and  university,  cultural  and  year  round 
recreational  activities;  Pennsylvania  license  or  ability  to 
secure.  Contact  or  write  Richard  F.  Seifert,  Administrator, 
Lee  Hospital,  320  Main  St.,  Johnstown,  PA  15901;  (814) 
535-7541,  ext.  240. 


plan.  Pennsylvania  license  required.  Contact  Robert  J. 
Hudson,  M.D.,  Superintendent,  Torrance  State  Hospital, 
Torrance,  PA  15779. 


POSITIONS  WANTED 


Physician’s  Assistant — 26,  to  graduate  June  1976  from 
A.M.A.  approved  program.  Second  year  clinical  training  at 
Cleveland  Clinic.  Highly  motivated,  desires  opportunity  in 
primary  care  setting.  Resume  on  request.  Write  Depart- 
ment 703,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Physiatrist-Electromyographer— Board  certified,  avail- 
able for  part  time  or  full  time  position  in  hospital  or 
academic  setting.  Comprehensive  experience  in  Rehabili- 
tation Medicine,  including  administration  and  teaching. 
Author  of  several  publications.  Philadelphia  and  vicinity 
preferred.  Curriculum  vitae  and  references  on  request. 
Reply  Department  710,  PENNSYLVANIA  MEDICINE,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 


Physicians — With  or  without  psychiatric  experience.  1 100 
bed  Psychiatric  Hospital  near  Latrobe  and  Pittsburgh.  Ex- 
cellent fringe  benefits,  hospital  and  life  insurance,  and 
malpractice  coverage  provided.  Retirement  and  overtime 
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FOR  SALE 

Physician’s  Office — 20  miles  west  of  Philadelphia  in  rap- 
idly growing  area.  Small  shopping  center  with  ample  park- 
ing. Rent  and  price  of  modern  like-new  equipment  very 
reasonable.  Excellent  opportunity  for  G.P.  Telephone 
(215)  644-5671. 


Office  and  Real  Estate  For  Sale — Suburban  Philadelphia. 
Nutrition  and  Weight,  M.D.  Retiring  after  20  years.  Lavish 
offices,  labs,  and  waiting  rooms.  Living  quarters  upper 
floors  with  separate  entrance.  Off  street  parking  for  9 cars, 
2 car  garage.  All  physical  property  in  “mint  " condition. 
Attractively  priced  (reduced)  at  less  than  annual  gross.  A 
real  opportunity  for  certain  success.  Edward  L.  Noyes  & 
Co.,  Inc.,  Commercial  Department,  Swarthmore,  PA 
19081;  (215)  544-5500. 


Large  Ophthalmological  Office — With  eye  clinic  build- 
ings. Philadelphia,  Pennsylvania.  For  information  call  or 
write  Philip  LiVolsi,  Esq.,  47  State  Highway,  Berlin,  New 
Jersey  08009;  telephone  (609)  767-6622. 


MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  medical,  labo- 
ratory, and  other  electronic  equipment.  Will  install  and 
remove  x-ray  equipment.  Walker  Electronics,  1 17  Sylvan 
Terrace,  Harrisburg,  PA  17104;  telephone  (717)  238-1369. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at 

• Solomon  Berull,  Philadelphia;  Universite  Libre  de 
Bruxellas,  Brussels,  Belgium,  1934;  age  68;  died  August 
1 0, 1 975.  He  was  clinical  assistant  professor  of  medicine  at 
the  Women's  Medical  College  of  Pennsylvania  1942-52. 
Information  regarding  survivors  is  unavailable. 

• Maurice  H.  Bowers,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1933;  age  69;  died  January 
18,  1976.  He  is  survived  by  his  wife  and  a son. 

• Henry  N.  Bronk,  Pittsburgh;  Jefferson  Medical  Col- 
lege, 1932;  age  70;  died  January  13, 1976.  His  wife  survives 
him. 

• John  Alfred  Calhoun,  Jr.,  Swarthmore;  University  of 
Virginia  School  of  Medicine,  1928;  age  73;  died  February 
10,  1976.  He  retired  in  1969  after  30  years  as  medical 
director  of  the  American  Viscose  Division  of  the  FMC 
Corporation,  Philadelphia.  A pioneer  in  occupational 
medicine,  he  was  a founding  member  of  the  occupational 
medicine  division  of  the  American  Board  of  Preventive 
Medicine,  a fellow  of  the  American  Academy  of  Occupa- 
tional Medicine,  an  emeritus  member  of  the  American 
Society  for  Clinical  Investigation,  a member  of  the  Indus- 
trial Medical  Association,  the  American  Industrial  Hygiene 
Association,  and  the  College  of  Physicians  of  Philadel- 
phia. He  was  a representative  of  the  Delaware  County 
Medical  Society  to  the  County  Office  of  Service  for  the 
Aging.  His  wife,  ason,  threedaughters,  and  asistersurvive 
him. 

• Joseph  F.  Devenney,  Upper  Darby;  Jefferson  Medical 
College,  1946;  age  55;  died  January  24,  1976.  He  was 
associate  professor  of  obstetrics  and  gynecology  at  Jef- 
ferson Medical  College,  Thomas  Jefferson  University,  and 
on  the  staffs  of  the  Mercy  Catholic  Medical  Center, 
Fitzgerald  Mercy  Division,  and  the  Riddle  Memorial  Hospi- 
tal. Surviving  him  are  his  wife,  a daughter,  and  a son. 

• Nicholas  P.  A.  Dienna,  Havertown;  Temple  University 
School  of  Medicine.  1927;  age  72;  died  February  8,  1976. 
He  was  clinical  associate  professor  of  obstetrics  and 
gynecology  at  Jefferson  Medical  College,  Thomas  Jeffer- 
son University,  and  chief  of  obstetrics  and  gynecology  at 
St.  Agnes  Hospital.  His  wife,  a daughter,  two  sons,  a sister, 
and  a brother  survive  him. 

• Harry  R.  Goldstein,  Pittsburgh;  University  of  Pennsyl- 
vania School  of  Medicine,  1911;  age  87;  died  January  24, 
1976.  He  was  a member  of  the  first  graduating  class  of  the 
University  of  Pennsylvania  School  of  Medicine.  He  was  on 
the  staffs  of  St.  Francis  and  Montefiore  Hospitals  for  50 
years.  Two  brothers  survive  him. 

• Robert  L.  Harnish,  Lancaster;  University  of  Michigan 
School  of  Medicine,  1930;  age  70;  died  February  2,  1976. 
He  was  a member  of  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology,  and  the  Reading 
Eye,  Ear,  Nose,  and  Throat  Society.  A sister  and  a brother 
survive  him. 

• Herbert  J.  Levin,  Vernon;  Rush  Medical  College, 
Chicago,  Illinois,  1933;  age  67;  died  January  27,  1976.  He 


time  of  death. 

was  a pathologist  for  Memorial  Hospital,  Monongahela. 
He  served  as  president  of  the  Washington  County  Medical 
Society  in  1960,  a member  of  the  county  society  board  of 
directors  1963-65,  a member  of  the  board  of  censors 
1966-68,  and  a member  of  the  committees  on  medical 
economics,  interprofessional  relations,  and  scholarship. 
On  the  State  Society  level,  he  was  a district  censor  and  a 
member  of  the  Commission  on  Forensic  Medicine.  Infor- 
mation regarding  survivors  is  unavailable  at  this  writing. 

• Roy  E.  Nicodemus,  Danville;  Jefferson  Medical  Col- 
lege, 1927;  age  72;  died  January  31,  1976.  He  organized 
the  department  of  obstetrics  and  gynecology  at  Geisinger 
Medical  Center,  was  its  director  1 930-65,  and  later  became 
chief  of  staff  in  the  department.  He  had  served  as  presi- 
dent and  secretary  of  the  Montour  County  Medical  Soci- 
ety. He  was  a member  of  the  Philadelphia  Obstetrical  So- 
ciety, a fellow  of  the  American  College  Surgeons,  and  a 
diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology.  His  wife,  a son,  three  daughters,  and  two 
brothers  survive  him. 

• Maurice  Saltzman,  Philadelphia;  Jefferson  Medical 
College,  1922;  age  81;  died  February  1,  1976.  He  was 
assistant  professor  of  medicine  at  Temple  University 
School  of  Medicine,  former  head  of  hearing  and  vertigo 
clinics  at  Temple  University  Hospital,  and  the  author  of 
several  books  of  clinical  studies.  His  wife,  two  brothers, 
Herbert  A.  Saltzman,  M.D.,  and  Edward  J.  Saltzman,  M.D., 
a daughter,  and  three  sisters  survive  him. 

• Frederick  P.  Simpson,  Harrisburg;  Jefferson  Medical 
College,  1910;  age  92;  died  January  30, 1976.  Organizer  of 
the  first  baby  clinic  in  Huntingdon,  he  retired  in  1958  after 
55  years  on  the  staffs  of  the  Altoona,  Mercy,  and  Hol- 
lidaysburg  State  Hospitals.  His  wife  and  a stepdaughter 
survive  him. 

• Martin  M.  Wassersweig,  Reading;  University  of  Mary- 
land School  of  Medicine,  1925;  age  73;  died  February  4, 
1976.  He  had  served  as  chief  of  medicine  at  St.  Joseph’s 
Hospital  1 929-65,  and  was  honored  in  1 975  for  50  years  of 
service  to  medicine.  He  was  president  of  the  American 
Academy  of  General  Practice  in  1950,  president  of  the 
Berks  County  Medical  Society  in  1962,  and  president  of 
the  Reading  Diabetes  Association  in  1961  and  1969.  He 
was  a fellow  of  the  American  Academy  of  Family  Physi- 
cians and  a diplomate  of  the  American  Board  of  Family 
Practice.  At  this  writing  information  regarding  survivors  is 
unavailable. 

• Arthur  C.  Webber,  Coopersburg;  Temple  University 
School  of  Medicine,  1938;  age  62;  died  January  26,  1976. 
He  was  Lehigh  County  deputy  coronerand  practiced  med- 
icine in  Coopersburg  for  40  years.  His  wife,  a son,  two 
daughters,  and  a sister  survive  him. 

Victor  T.  Mallory,  Dickson  City;  Hahnemann  Medical 
College  and  Hospital,  1942;  age  60;  died  January  26, 1976. 
Two  daughters,  a son,  two  sisters,  and  two  brothers  sur- 
vive him. 


66 


Pennsylvania  Medicine,  April  1976 


I. 


il 

)f 

s 

il 

), 

a 

r- 


!d 

if 

le 

II- 

> 

0- 

a 

id 

(0 

:al 

as 

ity 

30 

of 

rs, 

D.. 


cal 

of 

ter 

oi- 

ler 


iry- 

;4. 

tl'S 

)0f 
:an 
the 
I of 
He 
ysi- 
oily 
-sis 

■sity 

)?6. 

led- 

two 

jical 

976. 

sor- 


1976 


10-day  Bactrim  therapy 
outperforms  10-day  ampicillin  therapy 


actrirri  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Bouble  strength  tablets 
Just  1 tablet  B.I.D. 


In  a multicenter,  double- 
blind  study  of  patients  with 
chronic  or  frequently  recurrent 
urinary  tract  infection,  Bactrim  10- 
day  therapy  outperformed  ampi- 
cillin 10-day  therapy  by  27.2%, 
when  comparing  patients 
who  maintained  clear  cultures 
for  eight  weeks.  Criterion  for  “clear  culture”  was 
1000  orfewer  organisms/ml  of  urine. 

While  adverse  reactions  were  mild  {e.g.,  nausea, 
rash),  more  serious  reactions  can  occur  with  these 
drugs.  See  manufacturers’  product  information 
for  complete  listing. 

Note:  Bactrim  single  strength  tablets  were  used  in  these  clinical 
trials.  However,  studies  have  established  the  bioequivalency  of 
Bactrim  DS  with  the  single  strength  tablets. 


Bactrirri 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  B.LD. 


For  chronic  or  frequently  reeurrent  cystitis 
and  pyelonephritis  due  to  suseeptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morgana. 

WOrf.-Theincreasingfrequencyof  resistantorganisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicates  an  infection  likely  to  respond 
ito  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  "Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
vyith  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  countof  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrornbinemiaand  methemoglobinemia.  A//erg/creact/or?s;  erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions. 


epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


In  a mukicenter  study  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Bactrirri  was  272%  more 
effective  than  ampicillin  in 
keeping  patients 
infection-free  for  8 weeks. 


% of  patients  infection-free  at  8 weeks 


Bactrim 
70.5%  of 
78  patients 


ampicillin 
55.4%  of 
74  patients 
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*This  percentage  is  arrived  at  by  the  statistical  method  of 
dividing  the  difference  between  Bactrim  and  ampicillin  results 
(15.1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  071 1 0 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 
Just  1 tablet  B.I.D. 


Please  see  summary  of  product  information 
on  preceding  page. 


Bactrirri 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  B.I.D. 


AMERICAN  COLLEGE  OF  SURGEONS 

Eastern  Pennsylvania  Chapter 

BICENTENNIAL  MEETING 

Monday,  May  17  - Tuesday,  May  18,  1976 
Sheraton-Valley  Forge  Hotel 
Route  363,  King  of  Prussia,  Pa. 


lgA^NIBVS  PER.  attTTA: 


ALL  PHYSICIANS  WELCOME— EARN  11  HOURS  CATEGORY  ONE  CREDIT 


8:15  a.m. 
8:45  a.m. 

9:00  a.m. 


9:30  a.m. 


10:00  a.m. 


10:45  a.m. 


2:00  noon 
1 :30  p.m. 


2:00  p.m. 


MONDAY,  MAY  17,  1976 

Registration 

Moderator 

George  F.  Gowen,  M.D.,  F.A.C.S. 

Denis  P.  Burkitt,  M.D.,  F.R.C.S.E. 
Relationship  of  Diet  to  Varicose 
Veins,  Hemorrhoids,  Deep  Venous 
Thrombosis,  Hiatal  Hernia 

Wallace  H.  Clark,  Jr.,  M.D. 

The  Pathology  of  Malignant  Melanoma 

Hiram  C.  Polk,  Jr.,  M.D.,  F.A.C.S. 
Treatment  of  Melanomas 

Walter  F.  Ballinger,  M.D.,  F.A.C.S. 

The  Place  for  Vagotomy  - Truncal, 
Selective  and  Parietal  Cell 
Lunch 

Hiram  C.  Polk,  Jr.,  M.D.,  F.A.C.S. 
Judgmental  and  Technical  Factors 
in  Operations  for  Hiatal  Hernia  and 
Reflux  Esophagitis 

Charles  C.  Wolferth,  M.D.,  F.A.C.S. 
Swan  Ganz  Catheter  Monitoring  in 
the  Surgical  Patient 


2:30  p.m.  L.  Henry  Edmunds,  M.D.,  F.A.C.S. 

Treatment  of  Severe  Acute 
Respiratory  Insufficiency 

3:00  p.m.  Walter  F.  Ballinger,  M.D.,  F.A.C.S. 

Surgery  of  Endocrine  Diseases 


TUESDAY,  MAY  18,  1976 

8:30  a.m.  Denis  P.  Burkitt,  M.D.,  F.R.C.S.E. 

Relationship  of  Diet  to  Disease  of 
the  Large  Intestine 

9 :00  a.m.  Rupert  B.  Turnbull,  Jr.,  M.D.,  F.A.C.S. 

Local  Treatment  for  Cure  of 
Certain  Small  Cancers  of  the  Rectum 


9:30  a.m. 


i 0:00  a.m. 


John  F.  Burke,  M.D.,  F.A.C.S. 
Septic  Shock  — Diagnosis 
Treatment 


and 


1 1 :00  a.m. 


] 2:00  noon 


Peter  Dineen,  M.D.,  F.A.C.S. 

Prophylactic  Antibiotics  - Which, 
When  and  Why 

Harry  H.  LeVeen,  M.D.,  F.A.C.S. 
Treatment  of  Ascites  with  Peri- 
toneal Internal  Jugular  Shunt 

Lunch 

Moderator-  William  C.  Stainback,M.D., F.A.C.S. 

1 :30  p.m.  Rupert  B.  Turnbull,  M.D.,  F.A.C.S. 

Regional  Enteritis-  When  and  How 
Much  to  Resect 

2:00  p.m.  Peter  Dineen,  M.D.,  F.A.C.S. 

Diagnosis  and  Treatment  of  the 
Hidden  Abdominal  Abscess 

2:30  p.m.  Harry  H.  LeVeen,  M.D.,  F.A.C.S. 

Treatment  of  Bleeding  Esophageal 
Varices 

3:00  p.m.  John  F.  Burke,  M.D.,  F.A.C.S. 

Indications  for  the  Use  of  the  New 
Antibiotics 


EASTERN  PENNSYLVANIA  CHAPTER  - 
AMERICAN  COLLEGE  OE  SURGEONS 
Valley  Forge  Bicentennial  Meeting  - May  17-18,  1976 
Registration  Card  (Pre-registration  requested) 

Make  checks  payable  and  mail  to  Eastern  Pennsylvania 
Chapter,  American  College  of  Surgeons,  c/o  Pennsyl- 
vania Medical  Society,  20  Erford  Road,  Lemoyne  Pa 
1 7043 

For  Reservations  Contact: 

Sheraton-Valley  Eorge  Hotel 
Route  363 

Sales  Department  ^**^8  of  Prussia,  Pennsylvania  19406 
American  College  of  Surgeons 


Name 

Spouse 

Address  

City/State Zip  

Chapter  Member 

Registration  Fee:  $125 

Residents:  $ 50  if  attendance  is  approved 
I approve  the  attendance  of  the  above  Resident 


Program  Director 
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ARGONAUT  RATE  INCREASE  HEARINGS  CONTINUE  The  Insurance  Department' 

administrative  hearing 

on  the  Argonaut  Insurance  Company's  42.5  percent  rate  filing  opened 
at  the  end  of  informational  hearings  April  2,  but  has  not  yet  been 
completed.  Company  and  insurance  department  attorneys,  along  with 
legal  counsel  for  four  intervenors,  argued  many  hours  about  whether 
or  not  Argonaut  had  honored  a subpoena  of  certain  company  records. 

The  hearing  continues  May  4,  when  the  State  Society  will  present 
findings  of  its  independent  actuary  to  defend  the  Society's  refusal 
to  support  the  filing.  David  S.  Masland,  M.D.,  president,  spoke  at 
the  hearing  March  30.  His  remarks  appear  on  page  30  of  this  issue. 

J.  Joseph  Danyo,  M.D.,  chairman  of  the  Commission  on  Professional 
Liability  Insurance,  testified  at  the  administrative  hearing  that 
the  Society  does  not  support  the  Argonaut  filing  and  cited  the 
following  reasons:  "(1)  Argonaut's  own  data  as  analyzed  by  our 

consulting  actuary  offers  no  proof  of  need;  (2)  Argonaut  did  not 
take  into  sufficient  consideration  the  dampening  effect  of  Act  111; 
and  (3)  of  the  39  categories  of  physicians  in  the  various  classes, 

22  types  of  physicians  would  be  subjected  to  increases  of  well  over 
200  percent,  and  an  additional  six  categories  would  receive  hikes  of 
close  to  200  percent." 

SOCIETY  TO  PRESS  STUDY  OF  'CAPTIVE'  The  State  Society's  Board  of 

Trustees  has  authorized  the 

ad  hoc  committee  on  medical  malpractice  to  continue  investigation  of 
the  feasibility  of  establishing  a physician-owned  insurance  company 
in  the  Commonwealth.  The  action  came  at  a special  meeting  of  the 
Board  of  Trustees  April  21,  when  David  S.  Masland,  M.D.,  president, 
reported  on  the  malpractice  insurance  picture  in  the  state  as  it  is 
being  painted  at  Insurance  Department  hearings  still  in  progress. 

The  Board  also  heard  a preliminary  report  of  a marketing  survey  of 
Pennsylvania  physicians'  attitudes  toward  a physician-owned  company. 

OFFICERS'  CONFERENCE  STUDIES  ISSUES  In  a 24-hour  period  April 

21-22  at  the  Host  Inn, 

Harrisburg,  county  medical  society  officers  were  briefed  on  the 
state's  new  Medical  Malpractice  Act,  the  federal  Health  Planning 
and  Resources  Development  Act,  and  fraud  in  government  health 
programs.  The  Society's  education  requirement  for  membership, 
the  Co-op,  political  involvement,  and  government  activities  were 
other  major  study  areas.  James  H.  Sammons,  M.D.,  executive  vice 
president  of  the  AMA,  and  Roger  O.  Egeberg,  M.D.,  special  assistant 
to  the  secretary  of  the  Department  of  Health,  Education,  and 
Welfare,  delivered  major  addresses. 

FOUNDATION  TO  CONTINUE  AS  SUPPORT  CENTER  The  Pennsylvania 

Medical  Care  Foundation 

has  been  requested  by  HEW  to  continue  serving  as  a support  center 
for  the  state's  12  Professional  Standards  Review  Organizations 
through  September  1977.  Three  additional  Pennsylvania  PSROs  have 
been  approved  for  conditional  status,  bringing  the  number  to  eight 
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in  that  phase  of  PSRO  development.  Conditional  PSROs  begin  opera-  ! 
tions  by  evaluating  hospital  review  programs  and  initiating  review 
activities.  The  three  new  conditional  PSROs  in  Pennsylvania  are: 
Area  II  (Central  Pennsylvania) ; Area  IV  (Eastern  Pennsylvania) ; anc 
Area  VIII  (Highlands  PSRO) . 


STERILIZATION  OPINION  REVEALED  The  attorney  general's  office  j 

has  issued  official  opinion 

No.  75-40  which  says:  "There  is  no  case  law  or  statutory  law  that  l 
imposes  liability  on  a physician  or  hospital  for  performing  a ' 

voluntary  sterilization  on  a married  person  without  obtaining  ' 

his/her  spouse's  consent."  The  ruling  from  Attorney  General  Robert  p 
P.  Kane's  office  came  at  the  request  of  Secretary  of  Health  Leonard  I 
Bachman,  M.D.,  who  said  the  Department  of  Health  had  received  j 

numerous  inquiries  because  many  physicians  and  hospitals  require 
such  consent. 


DRS.  FLANNERY,  BUCKMAN,  CRANE  ELECTED  Wilbur  E.  Flannery,  M.D., 

of  New  Castle,  was  re-electe 
chairman  of  the  Pennsylvania  Blue  Shield  Board  of  Directors  at  its  , 
March  31  reorganizational  meeting.  Lewis  T.  Buckman,  M.D.,  of 
Wilkes-Barre  was  re-elected  first  vice  chairman;  A.  Reynolds  Crane, 
M.D.,  immediate  past  president  of  the  State  Society,  was  elected  ' 
second  vice  chairman;  and  George  L.  Cullen,  Philadelphia,  was  re- 
elected third  vice  chairman.  The  27-member  Board  of  Directors  3 

reorganized  following  the  annual  meeting  of  the  Corporation  of 
Pennsylvania  Blue  Shield.  3 

FIVE  PENNSYLVANIA  HSAs  NAMED  Health  Systems  Agencies  for  five  - 

Pennsylvania  areas  were  among  the 

first  95  named  in  the  nation  by  the  Department  of  Health,  Education,  ' 
and  Welfare,  which  eventually  must  name  some  200  HSAs  nationally.  ^ 
Named  and  funded  in  Pennsylvania  are:  Area  Three-HSA  of  North-  2: 

eastern  Pennsylvania,  Wilkes-Barre;  Area  Four-Health  Resources 
Planning  and  Development,  Inc.,  Camp  Hill;  Area  Five-Central  Pennsy]  _ 
vania  HSA,  Lewisburg;  Area  Seven-HSA  Developmental  Advisory  Council, 
Erie;  and  Area  Nine-CHP  Council  of  the  Southern  Alleghenies, 
Hollidaysburg.  All  had  the  endorsement  of  the  Pennsylvania  Departmc;  ^ 
of  Health  which  recommended  the  rejection  of  applicants  in  Areas  Twc  60 
(Eastern  Pennsylvania)  and  Six  (Southwestern) . No  application  was 
pending  in  the  first  cycle  in  Area  Eight  (NY-PENN) . The  recent 
division  of  the  five  county  Philadelphia  Area  into  three  HSAs  ^ 

prevented  timely  applications  there.  23 


HAP  'CAPTIVE'  HAS  PRESIDENT  Donald  G.  Steffes,  until  recently 

general  manager  of  the  Denver  office 
of  the  Hartford  Insurance  Co. , has  assumed  the  presidency  of  the 
Pennsylvania  Hospital  Insurance  Co.  (PHICO),  Camp  Hill.  PHICO 
Board  Chairman  James  R.  Neely,  president  of  the  Hospital  Associatioi 
of  Pennsylvania  (HAP) , said  the  new  company,  chartered  early  in 
1976,  wrote  its  first  coverage  February  29,  and  had  19  hospitals 
under  binder  by  mid-April.  Officials  predict  the  number  will  rise  , 
to  90  by  the  end  of  the  year.  Impetus  for  the  establishment  of  the 
company  was  the  announcement  of  Employers  Insurance  of  Wausau  that 
it  was  withdrawing  from  the  medical  malpractice  market.  Employers 
was  HAP's  endorsed  carrier,  with  137  institutions  covered  under  a 
group  program. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequefy^ 
and/or  severity  of  grand  mal  seizures  ray^ 
require  increased  dosage  of  standard  ati-'^ 
convulsant  medication;  abrupt  withdraal 
may  be  associated  with  temporary  in-  j'  ‘ 
crease  in  frequency  and/or  severity  of, 
seizures.  Advise  against  simultaneous  i 
gestion  of  alcohol  and  other  CNS  depre 
sants.  Withdrawal  symptoms  (similar  ti 
those  with  barbiturates  and  alcohol)  hze  ^ 
occurred  following  abrupt  discontinuai* F 
(convulsions,  tremor,  abdominal  and  r^is-  ■ 
cle  cramps,  vomiting  and  sweating).  K^:p 
addiction-prone  individuals  under  car^il^ 


espond  to  aie 


According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
mxiety.  But  according  to  the 
description  she  gives  of  her 
eelings,  part  of  the  problem 
nay  sound  like  depression. 

This  is  because  her  problem, 
ilthough  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
janied  by  depressive  symptom- 
itology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
oms  associated  with  it  are  also 
)ften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
lepressive symptoms:  the 
)sychotherapeutic  effect  of 
/ahum  is  pronounced  and 
: apid.  This  means  that  im- 
i)rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


]ijei  iurveillance  because  of  their  predisposi- 
esmion  to  habituation  and  dependence.  In 
rda  cregnancy,  lactation  or  women  of  child- 
draoearing  age,  weigh  potential  benefit 
n-  [igainst  possible  hazard. 

“(I’recautions:  If  combined  with  other  psy- 
'^5(l;hotropics  or  anticonvulsants,  consider 
-%arefully  pharmacology  of  agents  em- 
^nbloyed;  drugs  such  as  phenothiazines, 
Inparcotics,  barbiturates,  MAO  inhibitors 
)4nd  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
otients  severely  depressed,  or  with  laten 
lepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


newsfronts 


Bicentennial  series 

The  State  Society  has  sched- 
uled a series  of  accredited  con- 
tinuing medical  education  pro- 
grams in  commemoration  of  the 
Bicentennial  celebration  of  the 
founding  of  the  United  States. 
Presented  in  cooperation  with 
county  medical  societies,  the 
programs  are  designed  to  provide 
a historical  perspective  of  the 
contributions  of  medicine  to  the 
establishment  and  development 
of  the  United  States. 

Following  are  the  programs  to 
be  presented: 

May  20,  4:00  p.m. — “The  Medi- 
cal Profession  and  Cultural 
Change  in  the  Western  World,”  by 
John  C.  Burnham,  Ph.D.,  profes- 
sor of  history  and  lecturer  in 
psychiatry,  Ohio  State  University, 
at  the  Allegheny  County  Medical 
Society  Headquarters,  713  Ridge 
Ave.,  Pittsburgh. 

May  26,  4:00  p.m. — “The  Prac- 
tice of  Medicine  in  Early 
America,”  by  Charles  Rosenberg, 
Ph.D.,  professor  of  history  and 
lecturer  on  the  history  of  medi- 
cine, University  of  Pennsylvania, 
at  Allentown  and  Sacred  Heart 
Hospital  Center  Auditorium, 
Route  309,  Cedar  Crest  and 
Boulevard  Exit. 

June  3,  4:00  p.m. — “ The  Medi- 
cal Profession  and  Cultural 
Change  in  the  Western  World,”  by 
John  C.  Burnham,  Ph.D.,  at  Gan- 
non College,  Zurn  Science 
Center,  Room  104,  Erie. 

June  10,  4:00  p.m. — “ The  His- 
tory of  Alcoholism  in  Penn- 
sylvania— a Bicentennial  Per- 
spective,” by  Frederick  B. 
Glaser,  M.D.,  head  of  psychiatry. 
Addiction  Research  Foundation, 
Toronto,  Canada,  at  Lancaster 
General  Hospital,  FonDersmith 
Auditorium  School  of  Nursing, 
Lancaster. 

The  above  programs  are  ac- 


provides  historical 

ceptable  for  two  credit  hours  in 
Category  II  toward  the  Physician’s 
Recognition  Award  of  the  Ameri- 
can Medical  Association. 

An  additional  program,  ““A 
Thirty  Year  Followup  of 
Hiroshima-Nagasaki,”  by  Stuart 
Finch,  M.D.,  chief  scientist  at 
Radiation  Effects  Foundation, 
Hiroshima,  Japan,  will  be 
presented  September  15,  6:00 
p.m.,  in  the  Rose  Garden,  Bel- 
levue Stratford  Hotel,  Philadel- 
phia. The  program  is  sponsored 
by  the  College  of  Physicians  of 
Philadelphia  in  cooperation  with 
the  State  Society  and  will  be  held 
the  evening  before  the  Annual 
Session  of  the  State  Society’s 
House  of  Delegates. 

There  is  no  fee  for  any  of  the 
above  programs;  however,  ad- 

Dr.  Gens  heads  new 
health  department  unit 

Robert  D.  Gens,  M.D.,  has  been 
appointed  director  of  the  newly 
created  Bureau  of  Adult  Health 
Services  of  the  Pennsylvania  De- 
partment of  Health. 

The  bureau  encompasses  cum- 
micable  disease  control,  adult 
health  care  programs,  adult 
health  screening  activities,'  and 
a statewide  vaccination  program. 

Dr.  Gens  joined  the  Department 
of  Health  in  1970  as  director  of 
the  Division  of  Children’s  Re- 
habilitative Services.  Prior  to  that 
he  was  a partner  in  a multi- 
specialty group  practice  in 
Dutchess  County,  New  York. 


At  the  April  2, 1976,  meeting  of  the 
Commission  on  Accreditation  the 
Cambria-Somerset  Regional 
Council  for  Professional  Educa- 
tion was  granted  provisional  ac- 
creditation as  a newly-developing 
continuing  medical  education 
program. 


perspective 

vance  registration  is  required.  For 
information  contact  the  Council 
on  Education  and  Science,  Penn- 
sylvania Medical  Society,  20  Er- 
ford  Rd.,  Lemoyne,  PA  17043. 


Rush  awards  presented 

Mrs.  Charles  Edwin  Fox,  a 
Philadelphia  woman  who  has  pi- 
oneered in  occupational  therapy, 
and  the  Danville  Ambulance  Serv- 
ice, Inc.,  Danville,  were  chosen  to 
receive  the  State  Society’s  high- 
est layman’s  award,  the  State 
Benjamin  Rush  Award. 

Mrs.  Charles  Edwin  Fox  of 
Philadelphia  received  the  state 
individual  Benjamin  Rush  Award 
for  her  lifelong  work  in  rehabilita- 
tion of  old  and  sick  people.  Since 
founding  the  occupational  ther- 
apy department  of  the  Moss 
Home  (now  the  Moss  Rehabilita- 
tion Hospital)  in  1917,  Mrs.  Fox 
has  devoted  almost  60  years  to 
the  welfare  of  patients.  Her  work 
has  involved  teaching  specific 
crafts  and  listening  to  problems 
of  patients. 

The  Danville  Ambulance  Serv- 
ice, chosen  as  recipient  of  the 
group  Benjamin  Rush  Award,  is  a 
volunteer  organization  of  some 
40  trained  men  and  women. 
Through  combined  effort  with  the 
Geisinger  Medical  Center,  the 
ambulance  service  operates  the 
Neonatal  Retrieval  Unit.  In  exist- 
ence since  mid-1974,  the  ““Baby 
Buggy,”  as  it  is  called,  has  trav- 
eled 17,000  miles  rescuing  some 
200  critical  newborns.  The  ambu- 
lance service  itself  was  organized 
in  1953  and  has  provided  24  hour 
emergency  service  for  the  Mon- 
tour County  community. 

The  Rush  Award  presentations 
were  made  during  the  1976  Offic- 
ers’ Conference,  held  in  Harris- 
burg April  21-22. 
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Drs.  Zug,  Levis  in  top  posts 

PaMPAC  Board  of  Directors  reorganizes 


Officers  and  members-at-large 
of  the  Pennsylvania  Medical  Polit- 
ical Action  Committee  (PaMPAC) 
Board  of  Directors  were  elected 
for  1 976  during  a recent  reorgani- 
zational  meeting. 

PaMPAC  officers  are  the  follow- 
ing: Charles  K.  Zug,  III,  M.D., 
Bethlehem,  chairman;  Michael  P. 
Levis,  M.D.,  Pittsburgh,  vice 
chairman;  Paul  F.  Kase,  M.D., 
Harrisburg,  treasurer;  Jerry  L. 
Rothenberger,  PaMPAC  execu- 
tive director,  Lemoyne,  treasurer; 
Mrs.  Donald  E.  Harrop,  Phoenix- 
ville,  secretary;  and  Mrs.  John 
Polcyn,  Lancaster,  assistant  sec- 
retary. 

Members  of  the  PaMPAC  Board 
of  Directors  are:  Paul  S.  Fried- 
man, M.D.,  Elkins  Park,  First 
Councilor  District;  Joseph  E.  Vin- 
cent, M.D.,  Allentown,  Second 
Councilor  District;  Charles  K. 
Zug,  III,  M.D.,  Third  Councilor  Dis- 
trict; David  Scicchitano,  M.D.,  Mt. 
Carmel,  Fourth  Councilor  Dis- 
trict; Paul  F.  Kase,  M.D.,  Fifth 
Councilor  District;  John  W.  Hurst, 
M.D.,  Altoona,  Sixth  Councilor 
District;  J.  Preston  Hoyle,  M.D., 

Epidemiology  unit  in 
health  department 

An  epidemiology  unit  has  been 
created  within  the  Pennsylvania 
Department  of  Health. 

The  new  unit,  supervised  by 
Grayson  Miller,  M.D.,  director  of 
the  department’s  Division  of 
Communicable  Disease,  is  ex- 
pected to  conduct  in-depth 
studies  of  environmentally  and 
occupationally  related  disease  as 
well  as  communicable  disease. 

The  various  disciplines  of  med- 
icine, veterinary  medicine,  statis- 
tics, nursing,  environmental  pro- 
tection, and  laboratory  services 
have  been  brought  together  so 
far.  Other  health  related  profes- 
sionals will  be  added  later  as 
needed. 


Lewisburg,  Seventh  Councilor 
District;  Anthony  T.  Merski,  M.D., 
Erie,  Eighth  Councilor  District; 
Robert  C.  Goldstrohm,  M.D.,  In- 
diana, Ninth  Councilor  District; 
Michael  P.  Levis,  M.D.,  Tenth 
Councilor  District;  and  William  J. 
Mitchell,  M.D.,  Uniontown, 

Environmental  awards  given 

The  Western  Pennsylvania 
Conservancy,  Pittsburgh,  and  Mr. 
Charles  Keithan,  Sunbury,  re- 
ceived the  State  Society’s  Envi- 
ronmental Improvement  Recog- 
nition Awards  during  the  1 976  Of- 
ficers’ Conference  banquet,  held 
April  21  in  Harrisburg. 

Receiving  the  Environmental 
Improvement  Recognition  Award 
for  a volunteer  agency  was  the 
Western  Pennsylvania  Conser- 
vancy of  Pittsburgh  which  de- 
votes all  its  energy  to  conserving 
land.  In  existence  for  43  years,  the 
Western  Pennsylvania  Conser- 
vancy has  acquired  over  50,000 
acres  of  green,  open  space  in- 
cluding five  state  parks  and  three 
nature  reserves.  It  is  the  state’s 
largest  private  organization  of  its 
type,  with  some  7,000  members. 
Hiking  and  bicycling  trails  are 
being  developed,  and  the  Al- 
legheny River  Valley  is  being  pro- 
tected through  its  land  acquisi- 
tion. “Fallingwater,”  the  framed 
Frank  Lloyd  Wright  designed 
home,  is  also  maintained  by  the 
Western  Pennsylvania  Conser- 
vancy. 

Mr.  Charles  Keithan  of  Sunbury 
received  the  individual  Environ- 
mental Improvement  Recognition 
Award.  Through  his  own  initiative 
and  labor,  Mr.  Keithan  has 
created  Bluebird  Gardens,  which 
is  open  to  the  public  without 
charge.  From  1930  until  the 
present,  he  has  daily  attended  to 
the  many  trees,  flowers,  shrubs, 
and  lawns  which  provide  a peace- 
ful haven. 


Eleventh  Councilor  District.  The 
Twelfth  Councilor  District  is  vac- 
ant at  present.  Auxiliary  members 
are:  Mrs.  Douglas  Corwin,  Wash- 
ington, Western  Pennsylvania; 
Mrs.  Donald  E.  Harrop,  Phoenix- 
ville.  Eastern  Pennsylvania;  and 
Mrs.  John  L.  Polcyn,  Lancaster, 
Eastern  Pennsylvania. 

Board  members-at-large  are: 
Conrad  A.  Etzel,  M.D.,  Brookha- 
ven;  Richard  L.  Huber,  M.D., 
Scranton;  Theodore  C.  Nelson, 
M.D.,  Pittsburgh;  John  W.  Rob- 
ertson, M.D.,  Philadelphia;  and 
Joseph  S.  Silverman,  M.D.,  Al- 
toona. Executive  Committee 
member-at-large  is  J.  Preston 
Hoyle,  M.D. 

Assistants  to  meet 

The  nineteenth  annual  meeting 
of  the  Pennsylvania  Society, 
American  Association  of  Medical 
Assistants  is  scheduled  to  be  held 
May  20-23  at  the  Pocono  Manor 
Inn,  Mount  Pocono. 

The  title  of  the  1976  convention, 
with  its  “accent  on  fellowship,’’  is 
“Mecca:  Educate,  Communicate, 
Participate.’’ 

An  all  day  educational  session 
will  be  held  Saturday,  May  22.  The 
theme  of  the  session  will  be  the 
idea  that  “Health  is  a state  of 
complete  physical,  mental,  and 
social  well-being,  not  merely  ab- 
sence of  disease.’’  Aspects  to  be 
discussed  are:  physical  well- 
being, mental  well-being,  social 
well-being,  and  complete  well- 
being. 

Medical  assistants  may  attend 
the  entire  3 day  meeting  or  only 
the  one  day  educational  session. 

For  details  contact:  Mrs.  Agnes 
Smith,  Convention  General 
Chairman,  220  Matson  Ave., 
Wilkes-Barre,  PA  18705;  or  Miss 
Jane  M.  McNulty,  Registration 
Chairman,  304  Third  National 
Bank  Building,  Scranton,  PA 
18503. 
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Abrams:  ‘Optimism  on  malpractice  act  tempered’ 


MARY  L.  UEHLEIN 
Managing  Editor 

Paul  F.  Abrams,  administrator  of  Arbitration  Paneis  for  Health 
Care  established  by  Act  111,  the  Medical  Malpractice  Act  of  1 975, 
is  optimistic  that  the  law  can  work,  although  not  as  much  as  he 
was  in  January,  and  he  is  determined  that  his  office  fulfill  its 
obligations  to  that  end.  The  31 -year  old  attorney  was  named  to 
the  post  in  November.  As  executive  assistant  to  Speaker  of  the 
House  of  Representatives  Herbert  Fineman,  Abrams  was  a chief 
author  of  the  legislation,  and  consented  to  answer  questions 
about  it. 

Your  office  sent  cards  to  ali  health  care  providers  as  defined  by 
Act  111,  including  ail  licensed  physicians,  and  is  now  processing 
the  returns.  Are  you  having  any  difficuity  with  that  procedure? 

We  have  had  some  difficulty,  but  that  is  inherent  in  any  new 
undertaking.  When  I sent  out  the  cards  I included  a two  page 
letter  that  set  out  the  basic  provisions  of  the  Act  and  the  respon- 
sibilities of  health  care  providers  in  the  Commonwealth.  The  card 
that  was  sent  also  indicated  the  annual  charge  for  the  Office  of 
the  Administrator  of  Arbitration  Panels  for  Health  Care,  under 
what  legal  authority  the  fee  was  being  levied,  and  blocks  that  a 
health  care  provider  should  mark  if  he  is  doctor  of  medicine, 
doctor  of  podiatry,  doctor  of  osteopathic  medicine,  a hospital, 
nursing  home,  HMO,  or  not  practicing.  Many  physicians  have 
written  to  us  asking  if  they  must  pay  the  fee  if  they  are  not 
practicing  in  Pennsylvania,  but  are  licensed  here.  That  seemed  to 
indicate  that  they  did  not  read  the  letter  or  the  card  very  carefully. 
In  recent  days  we've  received  a number  of  questions  from  physi- 
cians after  we  returned  a validated  card  to  them.  Some  physicians 
have  sent  us  a second  check  after  having  received  their  validated 
card,  either  because  they  had  forgotten  they  had  already  paid  or 
because  they  were  not  sure  the  returned  card  was  a validated 
card.  But  we  re  handling  those  problems.  There  also  is  additional 
paperwork  that  we  had  not  anticipated.  Another  problem  has 
been  handling  the  large  volume  of  cards.  We  sent  out  well  over 
35,000.  We  are  processing  returns  quickly  so  that  funds  are  earn- 
ing interest  and  we  are  compiling  an  accurate  list  of  those  who 
have  paid. 

How  about  the  physicians  who  hold  dual  licenses? 

If  a physician  is  not  practicing  in  Pennsylvania  he  need  not 
comply  with  the  mandatory  insurance  provisions  of  the  Act  or  the 
fee  requirements  for  my  office.  The  Act  made  it  quite  clear  that  the 
arbitration  fee  only  applied  to  physicians  practicing  in  the 
Commonwealth.  There  was  a question  if  physicians  who  were 
licensed  but  not  practicing  in  Pennsylvania  had  to  obtain  the 
requisite  insurance.  I did  not  believe  they  should  have  to  pur- 
chase insurance  because  such  a requirement  made  no  sense.  It 
protected  no  patients  and  was,  in  fact,  an  extra  burden  on  the 
physicians.  I petitioned  the  Attorney  General  with  regard  to  this 
question  and  on  February  25,  1976,  he  issued  an  opinion  saying 
that  only  physicians  who  are  practicing  within  the  Common- 
wealth must  comply  with  the  arbitration  panel  fee  provisions  and 
the  mandatory  insurance  provisions.  This  means  that  a physician 
who  has  a license,  perhaps  dearly  held  for  thirty  or  forty  years, 
who  is  practicing  in  another  state  or  not  practicing  any  longer, 
but  does  not  want  to  lose  that  license,  will  not  have  to  lose  his 
license  as  long  as  he  is  not  practicing  within  the  Commonwealth. 
That  Attorney  General's  opinion  was  very  helpful  in  clearing  up 
that  difficulty.  The  other  difficulty  arose  with  regard  to  physicians 
who  were  employed  solely  by  the  federal  government.  Any  claims 
against  those  physicians  would  be  heard  under  the  Federal  Tort 
Claims  Act  and  those  physicians  would  have  no  call  upon  the 


arbitration  system.  Consequently,  we  believed  that  they  should 
not  have  to  pay  any  money  for  a system  that  would  not  benefit 
them.  The  Attorney  General's  opinion  also  addressed  that  prob- 
lem and  said  that  physicians  who  are  solely  employed  by  the 
federal  government  need  not  comply  with  the  insurance  provi- 
sions of  the  act,  because  the  federal  government  covers  them 
with  self-insurance,  nor  would  they  have  to  comply  with  the  fees 
for  the  arbitration  system. 

How  about  physicians  whose  practice  crosses  the  state  border 
into  another  state? 

This  problem  came  to  our  attention  early  in  our  attempt  to 
administer  the  new  act.  We  are  proposing  technical  amendments 
to  the  act  which  would  address  that  situation.  We  did  not  want  to 
force  physicians  who  have  a border  practice  to  purchase  two 
insurance  policies,  one  for  their  practice  in  Pennsylvania  and  one 
for  their  practice  in  the  other  state.  I have  not  seen  the  final  draft 
of  the  proposed  amendments,  but  our  latest  discussions  indi- 
cated that  the  following  procedure  would  apply.  A physician  who 
has  more  than  50  percent  of  his  practice  in  Pennsylvania  would 
be  obligated  to  purchase  insurance  in  the  amount  of  $100,000  per 
occurrence  and  $300,000  per  annual  aggregate  and  also  to  pay 
the  10  percent  surcharge  into  the  Catastrophe  Loss  Fund.  This 
will  cover  him  for  all  claims  against  him,  whether  they  are  ren- 
dered by  the  arbitration  system,  a federal  court  as  a result  of  a 
diversity  action,  or  a state  court  in  a state  other  than  Pennsylva- 
nia. Fora  physician  who  has  less  than  50  percent  of  his  practice  in 
Pennsylvania,  the  draft  says  that  he  must  purchase  insurance  in 
the  amount  of  $200,000  per  occurrence  and  $600,000  per  annual 
aggregate,  but  need  not  pay  into  the  Catastrophe  Loss  Fund.  He 
would  not  have  to  pay  the  1 0 percent  surcharge  into  the  Catastro- 
phe Loss  Fund,  nor  would  the  fund  cover  any  judgments  ren- 
dered against  him  in  an  action  in  Pennsylvania  or  elsewhere.  We 
are  requiring  him  to  have  more  primary  coverage  insurance  than 
he  would  need  if  he  had  more  of  his  practice  in  Pennsylvania,  but 
he  will  not  have  to  pay  into  the  Catastrophe  Loss  Fund.  The 
problem  we  addressed  was  that  of  a physician  who  may  hold  a 
license  in  Pennsylvania  and  in  another  state  who  might  find  it 
more  advantageous  to  purchase  insurance  in  Pennsylvania,  pay 
his  surcharge  into  the  fund  in  Pennsylvania  and  then  be  covered 
for  judgments  rendered  in  another  state  where  there  is  no  arbitra- 
tion system.  Pennsylvania  could  have  become  for  medical  mal- 
practice insurance  purposes  what  Delaware  isfor  corporate  char- 
ters and  we  did  not  want  the  Catastrophe  Loss  Fund  to  have  that 
burden  placed  upon  it. 

What  if  an  action  is  brought  against  a physician  who  has  a border 
practice  and  it  has  to  do  with  his  practice  in,  say,  New  Jersey? 

Well,  if  he  has  more  than  50  percent  of  his  practice  in  Pennsyl- 
vania and  the  action  were  brought  in  a New  Jersey  court,  he 
would  be  covered  by  the  basic  coverage  insurance  and  the  fund 
for  a judgment  rendered  by  the  New  Jersey  court.  The  case  would 
not  be  heard  by  an  arbitration  panel  because  New  Jersey  does  not 
have  that  kind  of  system.  If  he  were  a resident  of  Pennsylvania, 
most  likely  the  case  would  be  brought  in  Federal  District  Court 
because  the  federal  court  has  jurisdiction  in  cases  where  there  is 
a diversity  of  citizenship  and  where  the  claim  involves  an  amount 
above  $10,000.  That  case  would  be  heard  by  the  Federal  Court, 
again  without  any  of  the  benefits  of  the  arbitration  system,  but 
here  again,  his  insurance  (his  basic  coverage  insurance  plus  the 
Catastrophe  Loss  Fund  which  covers  judgments  in  excess  of 
$100,000  per  occurrence  up  to  a maximum  liability  of  $1  million 
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I dollars  per  occurrence  and  $3  million  per  annual  aggregate) 
I would  cover  any  judgment  rendered  in  Federal  Court.  It  is  unlikely 
- that  a New  Jersey  resident  would  bring  the  case  in  Pennsylvania. 

What  other  amendments  are  being  considered? 

! Another  important  amendment  would  provide  for  a plan  of 
I self-insurance.  The  hospitals  have  asked  for  this  but  it  is  unlikely 
^ that  an  individual  physician  would  be  able  to  qualify  for  it.  The 
plan  of  self-insurance  must  be  approved  by  the  insurance  com- 
missioner and  in  order  to  protect  health  care  consumers  in  Penn- 
sylvania, the  self-insurance  plan  must  include  a mechanism  to 
handle  claims  and  must  meet  certain  reporting  requirements  that 
i are  required  of  all  insurance  carriers  offering  professional  liabil- 
j ity  insurance.  Unfortunately,  it  would  be  very  difficult  to  set  up  a 
self-insurance  plan  for  an  individual.  But  on  balance,  I think  the 
Legislature  has  to  give  more  weight  to  the  interests  of  the  con- 
sumers in  this  instance.  In  practical  terms,  it  is  unlikely  that  a 
bond  or  some  other  plan  of  self-insurance  would  be  any  cheaper 
I for  a physician  than  would  the  purchasing  of  insurance.  Other 
technical  amendments  will  deal  with  coverage  of  rural  health 
clinics  which  are  not  listed  as  "health  care  providers”  in  the  Act 
and  which  have  difficulty  in  obtaining  medical  malpractice  insur- 
ance. They  may  very  likely  be  added  to  the  definition  of  health 
care  provider  so  that  they  will  fall  within  the  provisions  of  the  act 
and  thus  have  the  JUA  available  where  they  cannot  obtain  insur- 
ance in  the  private  market. 

Another  amendment  would  give  my  office  certain  newauthority 
in  cases  involving  “non-health  care  providers;  " for  example,  drug 
companies,  private  duty  nurses,  or  dentists.  If  a non-health  care 
provider  is  joined  as  a defendant  by  a plaintiff  or  a defendant,  the 
arbitration  panel  would  hear  the  case  against  health  care  pro- 
vider and  non-health  care  provider  if  the  non-health  care  provider 
consented  to  having  the  claim  against  him  heard  under  Act  1 1 1 . If 
he  does  not  so  stipulate,  I would  be  permitted  to  certify  the  entire 
case  directly  to  the  appropriate  court.  Plaintiff  and  defense  attor- 
neys agree  that  it  makes  no  sense  to  have  two  separate  actions 
take  place,  with  some  defendants  before  the  arbitration  system 
and  some  before  the  court.  All  should  be  heard  in  one  forum.  This 
, may  be  a means  to  avoid  the  arbitration  system  but  two  things 
should  be  noted.  First,  non-health  care  providers  are  joined  as 
I parties  as  frequently  by  defendants  as  by  plaintiffs.  And  second, 
the  court  is  adequately  equipped  to  determine  if  the  joiner  were 

* improper  (simply  as  a means  to  avoid  arbitration)  and  could 
remand  the  case  against  the  health  care  provider  back  to  the 

I arbitration  panel  system.  The  other  amendments  are  of  a techni- 
cal nature  only,  and  will  have  no  substantial  effect  on  the  situation. 
The  Legislature  is  not  going  to  refight  the  battles  that  were  fought 
in  the  development  and  passage  of  Act  111.  They  want  to  give  the 
Act  a chance  to  work,  and  as  you  know,  it  was  a fragile  com- 
promise that  put  together  Act  111.  The  various  parties  that  were 
® involved  in  the  discussions  all  gave  up  certain  things  in  the  inter- 
’ est  of  getting  a piece  of  legislation  enacted  that  all  could  live  with, 
if  not  be  totally  happy  with.  We  think  that  Act  111  is  a first  step,  a 
|T  step  we  hope  will  make  the  climate  better  for  both  consumers  and 

* health  care  providers. 

What  concessions  do  you  see  that  the  insurance  industry  made? 

I do  not  see  that  the  insurance  industry  made  any  substantial 
concessions.  On  the  whole  it  made  out  better  than  any  group 
when  private  interest  groups  were  being  considered.  The  JUA 
was  formed,  but  the  companies  involved  in  the  JUA  have  no  real 
problems  because  any  deficit  that  the  JUA  may  have  would  be 
covered  by  the  Catastrophe  Loss  Fund  which  is  made  up  of 
contributions  from  doctors,  hospitals,  and  other  health  care  pro- 
viders. When  the  bill  came  out  of  the  House  of  Representatives,  it 
was  not  quite  as  beneficial  to  the  insurance  industry.  The 


amendments  that  were  inserted  in  the  Senate  made  it  much 
easier  on  the  insurance  industry  in  the  hope  that  companies 
would  stay  in  Pennsylvania  and  continue  to  offer  insurance.  In 
fact,  we  had  such  assurances  from  the  industry.  To  date,  it  does 
not  appear  that  the  companies  are  living  up  to  those  assurances 
and  I am  personally  angry  with  that. 

You  are  considered  the  architect  of  the  original  legislation,  H.B. 
1367.  Despite  the  passage  of  Act  111,  sources  for  professional 
liability  insurance  are  disappearing.  Some  people  believe  that 
the  only  solution  to  the  problem  is  an  exclusive  Joint  Underwrit- 
ing Association.  What  is  your  feeling  about  that? 

The  original  version  of  the  bill  called  for  an  exclusive  JUA.  This 
was  changed  during  consideration  by  the  House  of  Repre- 
sentatives in  great  measure  because  a good  number  of  physi- 
cians contacted  members  of  the  Legislature,  saying,  "Medical 
Protective  has  been  servicing  our  insurance  needs  for  many 
years;  has  done  an  excellent  job;  we  don’t  want  to  put  them  out  of 
business,”  If  the  JUA  were  the  exclusive  carrier.  Medical  Protec- 
tive would  be  out  of  business  in  Pennsylvania  because  medical 
professional  liability  insurance  is  their  only  form  of  insurance. 
The  other  argument  was,  “Don't  put  the  private  market  out  of 
business  to  set  up  a governmental  or  quasi-governmental  insur- 
ance carrier.  Give  the  private  market  a chance  to  work.”  These 
arguments  were  cogent  and  the  General  Assembly  decided  to  see 
if  the  private  insurance  industry  would  in  fact  continue  to  provide 
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protection.  There  were  some  safeguards  put  into  the  legislation, 
however.  If  more  than  50  percent  of  the  physicians  in  Classes  III. 
IV.  and  V are  denied  coverage  in  the  private  market,  the  insurance 
commissioner,  after  public  hearings,  could  make  the  JUA  the 
exclusive  supplier  of  professional  liability  insurance.  This  put  a 
veritable  gun  to  the  head  of  the  industry  saying,  "You  can’t  dis- 
criminate against  the  higher  risk'  physicians  and  cover  only 
Class  I and  II  physicians.”  We  did  not  want  the  JUA  left  with 
all  the  high  risks.  This  has  been  the  danger,  because  Medical 
Protective,  as  a fact  of  life,  covers  mostly  physicians  in  rating 
Classes  I and  II;  it  has  some  Ill’s  and  a very  small  number  of  IV’s 
and  V’s,  the  higher  risk  specialists.  It  seems  unfair  that  the  com- 
pany should,  in  fact,  discriminate  against  high  risk  physicians.  If 
the  current  plan  does  not  work,  the  JUA  may  have  to  become  the 
exclusive  method  of  procuring  insurance.  However,  because  the 
General  Assembly  gave  the  insurance  industry  many  conces- 
sions, the  major  one  being  the  four-year  statute  of  limitations  for 
claims  against  their  policyholders,  we’ve  made  the  job  of  rating 
the  risk  and  charging  appropriate  premiums  much  easier.  How- 
ever, the  industry  is  continuing  to  say  that  premiums  are  inade- 
quate. One  of  the  problems  is  that  five  or  ten  years  ago,  premiums 
probably  were,  in  fact,  inadequate.  Now  that  they’ve  seen  certain 
experience,  the  companies  are  asking  for  large  rate  increases  to 
make  up  for  previous  years  when  insurance  was  quite  inexpen- 
sive. This  creates  a public  relations  problem  for  the  insurance 
industry  because  companies  have  had  to  increase  premiums 
substantially  in  a very  short  period  of  time.  I have  been  quite 
displeased  with  the  limited  amount  of  information  that  has  been 
required  of  companies  prior  to  granting  rate  increases.  I am  no 
expert  on  insurance  matters  or  in  actuarial  determinations,  but  I 
believe  the  companies  should  have  kept  better  records  as  to 
number  of  cases  filed,  the  amount  of  settlements,  the  number  and 
average  size  of  judgments  rendered,  and  the  cost  of  defense, 
which  is  quite  substantial.  Defense  attorneys  are  paid  on  an 
hourly  basis,  so  they  have  no  incentive  to  expedite  the  case  and 
prepare  it  for  trial.  Physicians  have  generally  focused  on  the 
contingent  fees  charged  by  plaintiffs’  attorneys.  I think  they 
would  do  well  to  look  at  defense  costs  to  see  how  much  of  the 
premium  dollar  that  is  eating  up.  During  recent  hearings  Insur- 
ance Commissioner  Sheppard  required  companies  to  come  up 
with  much  more  information  than  has  heretofore  been  required. 
That  kind  of  information,  if  it  is  forthcoming,  should  give  us  a 
better  picture  of  medical  malpractice  and  insurance  costs  in 
Pennsylvania.  One  of  the  problems  that  I saw  when  we  were 
working  on  this  legislation  was  the  dearth  of  information  about 
the  problem  in  Pennsylvania.  We  have  had  national  studies,  but 
there  is  not  sufficient  information  on  the  experience  in  Pennsyl- 
vania. One  of  the  things  I am  doing  in  my  office  is  the  building-in 
of  an  information  gathering  capability  that  will  give  us  a great  deal 
of  information  that  we  have  never  had  before.  We  will  know  now 
how  many  cases  are  filed.  In  the  past  cases  have  been  filed  in 
county  court  houses.  There  was  no  central  record  keeping.  Under 
the  new  Act,  every  case  will  have  to  be  filed  with  my  office.  Certain 
information  as  to  the  number  of  cases  that  are  settled  in  the 
reconciliation  procedure  will  be  valuable.  This  includes  the 
number  of  cases  dropped  as  a result  of  conciliation,  the  number 
of  cases  discontinued  between  the  filing  and  the  hearing  dates, 
the  number  of  cases  that  finally  go  through  an  entire  hearing  and 
have  a judgment  rendered,  and  the  number  of  cases  that  are 
appealed.  We  will  also  know  something  about  the  causes  of 
medical  malpractice  because  we  will  examine  the  complaints  and 
seethe  kinds  of  procedures  giving  rise  to  suits.  We  will  also  have  a 
more  centralized  way  of  bringing  information  to  the  attention  of 
the  various  licensure  boards  concerning  physicians  who  have 
been  found  negligent  so  they  can  determine  if  those  physicians 
should  continue  to  have  their  licenses  or  whether  they  should  be 
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Librax"^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br, 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — National 
Research  Council  and/or  other  information,  FDA 
has  classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


Contraindications;  Patients  with  glaucoma;  pros- 
tatic hypertrophy  and  benign  bladder  neck  obstruc- 
tion; known  hypersensitivity  to  chlordiazepoxide 
hydrochloride  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  Librium'^  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude  de- 
velopment of  ataxia,  oversedation  or  confusion  (not 
more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacologic  effects  of  agents,  particularly  potentiat- 
ing drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  re- 
ported very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions;  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  have  been 
reported  with  Librax.  \A/hen  chlordiazepoxide  hydro- 
chloride IS  used  alone,  drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and  debili- 
tated, These  are  avoidable  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  de- 
creased libido — all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEC  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally  with  chlordiazepoxide  hydro- 
chloride. making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  are  typical  of  an- 
ticholinergic agents,  r.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy  and  constipation.  Constipa- 
tion has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diets. 
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<R^  Because  irritable  bowel  syndrome* 

is  a psychovisceral  problem 

Dual-action 

Librax’ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 

A distinctive 

antianxiety-anticholinergic 

agent 


Only  adjunctive  Librax  provides  the  antianxiety  action  of 
Libriunr  (chlordiazepoxide  HCl)  plus  the  antispasmodic- 
antisecretory  action  of  Quarzan*(clidinium  Br)... 

with  the  economy  ’ and  convenience  of  a single  medicatioi  i 

*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication.  Please  see 
preceding  page  for  brief  summary  of  product  information. 


Malpractice  Act — a beginning 

(Continued  from  page  10) 

required  to  take  refresher  courses,  submit  to  medical  treatment, 
or,  perhaps,  have  their  licenses  limited  to  a certain  extent.  If  a 
physician  is  performing  surgery,  and  is  not  board  certified,  and 
has  a number  of  malpractice  judgments  against  him,  perhaps  that 
physician  should  not  be  doing  certain  procedures. 

It  appears  that  it  will  take  several  years  to  build  up  a bank  of  data. 
In  the  meantime,  will  there  be  some  kind  of  stability? 

Most  important  is  to  do  something  about  eliminating  the 
causes  of  malpractice  at  their  sources.  We  are  also  changing 
adjudication  of  medical  malpractice  claims  to  make  the  process 
more  efficient,  less  time-consuming,  and  less  expensive.  The 
problems  of  actuarially  determining  adequate  rates  are  still  with 
us  whether  or  not  we  have  a JUA  or  a number  of  private  carriers  on 
the  market.  If  we  have  private  carriers  in  the  market,  we  are 
hoping  that  competition  will  result  in  lower  premiums.  The  insur- 
ance commissioner  has  the  duty  and  the  authority  to  approve  or 
disapprove  rates,  and  he  will  look  very  closely  at  the  rates  pro- 
posed by  the  private  companies  and  the  JUA.  We  are  hopeful  that 
private  companies  will  continue  to  offer  insurance,  but  the  real 
problem  is  determining  adequate  rates,  and  I am  not  convinced 
that  we  know  enough  to  do  that.  I believe  the  information  that  the 
carriers  have  traditionally  given  the  Insurance  Department  has 
been  inadequate.  I think  that  more  investigators  are  needed  to 
look  at  the  books,  look  at  the  number  of  claims  filed,  and  deter- 
mine if  reserves  being  set  aside  are  excessive.  I have  heard 
rumors  that  certain  companies  automatically  put  aside  a $10,000 
reserve  for  every  claim  that  is  filed,  so  consequently  they  build  up 
a large  reserve  account.  Then  they  come  to  the  insurance  com- 
missioner saying,  "We  really  need  higher  rates  because  our  re- 
serves demand  it  for  claims.”  Companies  have  to  be  much  more 
closely  monitored  because  the  insurance  commissioner  is  re- 
quired to  see  that  the  rates  that  are  approved  are  neither  dis- 
criminatory, inadequate,  or  excessive. 

You  are  charged  with  setting  up  lists  of  people  to  serve  on 
arbitration  panels.  How  is  that  proceeding? 

Very  well.  I have  had  a great  deal  of  cooperation  from  a number 
of  professional  groups  within  the  Commonwealth.  The  Pennsyl- 
vania Medical  Society  and  the  specialty  societies  have  been  ex- 
tremely helpful,  submitting  names  of  doctors  willing  to  serve  on 
panels.  We  have  several  thousand  names  of  physicians  through- 
out the  Commonwealth  who  are  willing  to  serve  on  panels.  The 
other  professional  groups  have  been  similarly  helpful.  We  are 
now  completing  a questionnaire  which  will  be  sent  to  all  those 
whose  names  have  been  submitted.  The  questionnaire  will  elicit 
certain  information,  and  will  serve  as  the  biographical  sketch  to 
be  sent  to  the  parties  when  a case  is  filed.  I have  prepared  a list  of 
questions  that  I think  every  defendant  and  every  plaintiff  would 
want  to  ask  potential  panel  members  before  making  their  choices 
of  who  is  going  to  sit  on  the  panel  hearing  their  case.  Additionally, 

I am  preparing  a detailed  oath  of  office  that  will  focus  on  potential 
conflicts  of  interest;  to  make  sure  panel  members  do  not  know 
each  other,  the  parties,  or  the  attorneys  for  the  parties,  in  order  to 
preclude  any  type  of  conflict  of  interest.  Names  of  lay  persons  for 
service  on  the  arbitration  panels  are  being  sought  by  asking  the 
three  federal  district  courts  in  the  state  for  a random  sampling  of 
their  jury  lists.  These  people  will  receive  a questionnaire  and  a 
letter  asking  them  if  they  would  be  willing  to  serve  on  a panel  and 
explaining  the  functions  of  the  panel  and  the  compensation  of 
panel  members. 


Could  a plaintiff’s  attorney  effectively  make  the  arbitration  sys- 
tem unworkable  if  he  so  determined  by  withholding  evidence  and 
so  forth? 

I think  a plaintiff’s  attorney  could  make  things  much  more 
difficult,  as  could  a defense  attorney.  In  my  discussions  with 
attorneys  on  both  sides  of  medical  malpractice  cases,  they  have 
all  indicated  their  desire  to  see  the  system  work.  If  it  cannot  work 
as  presently  constituted,  amendments  will  have  to  be  made.  In 
answer  to  your  specific  question,  it  is  unlikely  that  either  side, 
defense  or  plaintiff,  would  withhold  the  evidence  or  arguments 
they  would  normally  make  before  a court  because  the  decision  of 
the  arbitration  panel,  as  well  as  any  findings  of  fact,  are  admissi- 
ble before  the  court  of  common  pleas  on  appeal.  The  admission 
into  evidence  of  such  findings  would  have  substantial  weight 
before  a jury,  so  it  is  unlikely  that  an  attorney  would  hold  back 
during  the  arbitration  hearing  in  the  hope  that  he  could  bring  the 
case  before  a judge  and  jury  and  get  a higher  judgment  or  be 
more  likely  to  win  a case.  The  attorneys  with  whom  I have  spoken 
have  said  they  will  have  to  prepare  just  as  much  for  a case  before 
an  arbitration  panel  as  they  would  for  a court  proceeding.  The 
same  legal  standards  are  there,  and  the  same  burden  of  proof  is 
on  the  plaintiff. 

The  number  of  malpractice  claims  is  increasing  annually,  ac- 
cording to  the  insurance  industry.  How  many  cases  have  been 
filed  with  your  office  since  Act  111  became  effective? 

We  have  had  no  cases  filed  to  date.  The  HEW  study  that  was 
issued  in  1 973,  if  I remember  correctly,  indicated  that  there  is  one 
medical  malpractice  claim  for  every  226,000  patient  visits.  The 
information  we  have,  and  this  is  just  an  estimate  because  we  have 
no  hard  data,  is  that  between  500  and  700  claims  will  be  filed  a 
year. 

Are  you  still  as  optimistic  about  the  effectiveness  of  Act  111  as 
you  were,  for  example,  when  you  spoke  at  Hershey? 

I think  my  optimism  has  been  tempered  by  the  realities  of  the 
difficulties  in  setting  up  a new  system.  Certain  problems  have 
come  to  light  in  the  process  of  formulating  rules  and  regulations 
that  have  made  my  job  much  more  difficult.  In  effect  we  are 
establishing  a new  judicial  procedure  throughout  the  Common- 
wealth to  handle  a certain  type  of  case.  I am  trying  to  deal  with 
unforeseen  difficulties  either  by  regulation  or  by  technical 
amendments  that  the  Legislature  will  consider.  I believe  that  if 
the  good  will  of  the  interested  professions  continues,  together 
we  can  work  out  the  problems.  Act  1 1 1 is  not  a panacea  for  the 
problems,  but  it  is  a first  step.  I spoke  about  Act  111  in  Dallas, 
Texas  about  a week  and  a half  ago  to  the  National  Conference  of 
State  Legislatures  and  one  of  the  questions  posed  to  me  was  what 
federal  role  did  I foresee.  I said  then  and  I will  say  now  that  I do  not 
see  a federal  role  at  this  point  because  we  just  do  not  know 
enough.  We  do  not  know  what  is  going  to  work.  In  political 
science  textbook  terms,  the  states  have  been  viewed  as  the 
laboratories  of  democracy  and  I think  with  regard  to  the  medical 
malpractice  issue,  the  states  can  serve  that  function  again.  We  do 
not  know  what  new  procedures  are  required  to  deal  with  these 
cases;  we  do  not  know  how  to  get  to  the  root  causes.  We  need  to 
try  varied  approaches  in  different  states  to  see  what  works  and 
what  does  not  work.  On  balance  I am  still  optimistic  that  Act  1 1 1 
will  serve  its  purpose;  that  medical  care  will  continue  to  be  avail- 
able to  the  people  of  Pennsylvania  and  at  the  same  time  medical 
malpractice  insurance  will  become  much  more  affordable  for 
physicians  so  they  can  devote  their  full  attention  to  the  practice  of 
medicine  instead  of  worrying  about  how  they  are  going  to  pay  for 
their  malpractice  insurance  policies. 
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Setting  the  record  straight  on  ieasing 


LEIF  C.  BECK,  LL.B.  VASILIOS  J.  KALOGREDIS,  J.D. 

In  both  our  survey  visits  and  our  management  programs,  so 
many  physicians  labor  under  a misapprehension  about  the  merits 
of  leasing  their  medical  equipment  (including  automobiles)  that 
we  want  to  set  the  record  straight.  Therefore,  the  following  mate- 
rial essentially  restates  our  very  strong  statements  made  in  this 
magazine  over  four  years  ago.^ 

As  will  be  apparent,  we  believe  that  the  leasing  of  such  items 
will  rarely  be  economically  better  than  borrowing  the  money  and 
purchasing  the  items.  Furthermore,  it  is  typically  preferable  from 
a tax  standpoint  as  well  to  avoid  the  lease  approach.  We  simply 
submit,  therefore,  that  the  claims  of  leasing  companies  are  false. 

As  a matter  of  pure  economics,  leasing  an  automobile  or  a 
piece  of  equipment  from  a third  party  leasing  company  will  al- 
most never  be  cheaper  than  its  outright  purchase.  Addition  of  the 
leasing  company  adds  another  person  which  must  take  its  own 
fair  profit  out  of  the  deal.  This  profit  can  only  be  created  by 
passing  it  along  as  higher  cost  to  you,  the  ultimate  user  of  the 
property.  For  example,  if  a piece  of  equipment  can  be  purchased 
for  $1,000,  your  total  payments  to  the  leasing  company  would 
have  to  include  the  price  and  the  lessor’s  overhead  and  profit  in 
acting  as  middleman.  Adding  the  middleman  and  his  profit  al- 
most eliminates  any  chance  that  the  leasing  arrangement  will 
save  you  money. 

If  leasing  is  advantageous,  therefore,  it  must  be  because  of 
other  aspects  than  the  simple  economics  described  above.  One 
argument  is  that  leasing  will  not  ' tie  up  your  capital  ” since  you 
would  not  have  to  pay  out  the  immediate  cash  for  use  of  the 
property.  This,  it  is  suggested,  would  permit  you  to  use  your 
capital  for  other  investments.  The  principal  is  more  appropriate  to 
the  giant  commercial  entities  (airlines,  railroads,  trucking  com- 
panies, etc.)  than  to  the  small  medical  practice,  but  to  the  extent  it 
is  true  at  all  you  might  borrow  the  purchase  price  at  a bank.  As  a 
matter  of  fact,  the  leasing  company  itself  normally  borrows  the 
money  to  buy  the  property,  so  this  is  not  an  odd  alternative. 

The  leasing  proponents  may  well  reply  that  the  doctor’s  bor- 
rowing the  purchase  money  will  "tie  up  his  credit  line,  ” that  it  will 
cut  into  his  "borrowing  power.  " This  is  true  in  principle,  but 
doctors  rarely  seek  to  borrow  all  that  they  might,  and  lenders 
generally  consider  net  worth  and  earning  power  more  than  the 
amount  previously  borrowed.  As  with  the  use  of  cash,  the  leasing 
companies’  argument  against  bank  borrowing  applies  more  to 
large  commercial  businesses  than  to  physicians. 

Another  argument  for  leasing  is  that  the  doctor  would  not  be 
stuck  with  out-of-date  or  obsolete  equipment  if  he  leases  it  for 
only  a few  years.  At  the  end  of  the  initial  period,  it  is  suggested  the 
doctor  may  decline  to  renew  the  lease  and  instead  enter  a new 
lease  on  new,  up-to-date  equipment.  While  this  argument  is  cor- 
rect, it  fails  to  recognize  that  the  same  situation  applies  to  the 
lessor  as  well.  If  the  old  equipment  is  no  longer  as  useful  to  the 
initial  doctor,  then  it  will  obviously  be  far  more  difficult  for  the 
leasing  company  to  lease  it  to  someone  else  or  otherwise  dispose 
of  it  at  a reasonable  price.  This  lack  of  later  value  (obsolescence) 
would  thus  have  to  be  a factor  increasing  the  initial  rental  rate, 
and  the  doctor  will  in  effect  be  paying  for  the  property’s  later 
decline  in  value  without  being  able  to  obtain  the  property. 

Many  lease  deals  permit  the  lessee  (the  doctor)  to  purchase  the 
property  for  a minimal  amount,  often  10  percent  of  the  original 
cost,  at  the  end  of  the  lease  term.  In  such  an  event,  it  should  be 


overhead  and  profit.  If,  on  the  other  hand,  the  doctor  expects  to 
exercise  the  option  and  end  up  owning  the  asset,  he  would  nor- 
mally be  better  advised  to  purchase  it  outright  himself  and  avoid 
supporting  the  middleman. 

The  leasing  companies’  other  prime  argument  is  that  there  are 
considerable  tax  advantages  in  leasing  over  outright  ownership. 
The  crux  of  the  apparent  tax  advantages  is  in  the  complete  deduc- 
tibility of  the  rental  payments,  but  this  is  a vast  oversimplification. 
Although  the  purchase  price  (or  the  repayments  to  your  bank  if 
you  borrowed  the  purchase  price)  is  not  deductible,  you  may 
depreciate  most  new  medical  equipment  over  eight  years  or  less. 
At  the  end  of  that  time  all  of  the  purchase  price  would  have  been 
deducted  just  as  the  rentals  would  have  been  deducted  usually 
over  a five  year  lease  period.  What  is  more,  the  tax  law  permits  20 
percent  bonus  depreciation  in  the  year  an  asset  is  purchased,  and 
it  also  permits  "accelerated  depreciation  ” giving  dispropor- 
tionately higher  write-offs  in  the  first  few  years  of  ownership. 
These  two  provisions  generally  permit  an  owner  larger  tax  deduc- 
tions in  at  least  the  first  year  than  he  could  claim  under  a lease 
arrangement. 

A myth  exists  as  to  the  leasing  of  automobiles,  it  being  that  a 
doctor  can  more  easily  justify  income  tax  deductions  for  a leased 
car  than  for  one  he  owns  outright.  This  is  presumably  based  on  a 
belief  that  the  rental  payments  are  more  obviously  business  ex- 
penses that  are  the  expenses  and  depreciation  relating  to  a car 
personally  owned  by  the  physician.  The  tax  rules  are,  however, 
exactly  the  same  in  both  cases.  A doctor  may  deduct  automobile 
expenses,  whether  rental  payments,  depreciation  or  operating 
expenses,  only  in  the  percentage  that  his  business  use  of  the  car 
bears  to  its  total  use.  IRS  agents  know  this  rule  perfectly  well,  and 
they  are  not  likely  to  be  more  generous  simply  because  a doctor’s 
car  is  leased. 

If  the  physician  already  owns  substantial  equipment,  a leasing 
proponent  may  suggest  that  he  sell  the  equipment  to  the  lessor 
for  cash  and  then  lease  it  back  for  a period  of  years — a "sale  and 
leaseback  ” deal.  The  physician  will  then  have  immediate  cash 
while  he  continues  to  have  the  use  of  his  equipment  in  his  prac- 
tice. For  several  reasons,  however,  we  suggest  that  the  physician 
in  need  of  cash  first  consider  merely  borrowing  it  from  his  bank  or 
other  lending  institution,  even  if  he  must  pledge  the  equipment  as 
collateral. 

First,  the  doctor’s  sale  of  his  equipment  at  a price  greater  than 
its  depreciated  value  will  be  subject  to  ordinary  income  tax,  a 
factor  which  may  drastically  reduce  the  amount  of  useable  cash 
he  will  actually  realize  from  the  transaction.  And  second,  the 
lease  back  to  him  is  subject  to  all  the  criticisms  of  any  lease  deal, 
particularly  to  the  observation  that  it  must  create  a profit  for  the 
leasing  company  at  the  doctor’s  expense.  There  are,  of  course, 
specific  situations  in  which  a lease  or  a sale-leaseback  will  be 
desirable,  but  as  a general  rule  the  economics  are  not  favorable  to 
doctors. 

Because  the  advertisements  for  leasing  seem  to  us  to  be  so 
pervasive,  and  because  so  many  doctors  express  surprise  at  our 
statements  on  the  subject,  we  hope  this  article  restores  some 
perspective  in  favor  of  outright  purchase.  Even  a physician  newly 
entering  practice  should  take  heed  of  the  differences  and  seek 
out  bank  or  other  commercial  loans  for  his  equipment  before 
falling  for  the  leasing  arguments.  □ 


obvious  that  the  total  of  the  rentals  paid  plus  the  10  percent  j Beck,  Leif  C.  Leasing  equipment — boon  on  boondoggle? 
“option  price”  will  equal  the  lessor’s  cost  for  the  asset  plus  his  PENNSYLVANIA  MEDICINE,  February,  1972. 
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f DRUG-INDUCED  CONSTIR\riON;  ^ 

A PORTRAIT 


1.  Reduced  tone  and  motility  of  colon  smooth  muscle 

2.  Sluggish  segmentation  with  excessive  dehydration  of  stool 

3.  Blunted  rectosigmoid  sensitivity 

4.  Rectal  distention  with  hard,  dry  stool 


A PORTRAIT  OF 

MODANE 

Laxative  Tablets 
It  works-gently,  overnight 

Gentle  Laxation:  A single-entity  laxative 
(danthron),  Modane  produces  gentle  laxation 
—with  a low  incidence  of  straining,  griping  or 
cramping  at  optimum  dosage. 

Dependable  Overnight  Action:  Taken  after 
the  evening  meal,  one  Modane  tablet  usually 
produces  a soft  stool,  brings  welcome  relief 
in  the  morning.  Naturally,  neither  Modane 
nor  any  laxative  should  be  used  in  presence 
of  abdominal  pain,  nausea,  vomiting  or  other 
signs  and  symptoms  of  appendicitis. 

In  new  Stat-Pak®  (unit  dose):  Modane®  30 
comes  in  a handsome  gold-and-russet  package 
containing  30  individually  wrapped  and 
labeled  tablets.  Available  only  at  pharmacies. 

MODANE  30* 

Stat-Pak® 

(unit  dose) 

It  works... 
gently,  overnight. 

’30  laxative  tablets 
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PERTINENT 

MEDICAL  INFORMATION 
FROM  WARREN-TEED. 

Drug-induced 

constipation 

and  its  management 

Certain  drugs  normally  prescribed 
for  serious  diseases  and  disorders 
produce  a relatively  benign  side 
effect,  constipation,  which  is  none 
the  less  distressing  to  the  patient. 

For  example,  a major  side  effect  of 
belladonna  alkaloids,  and  of 
ganglionic  blockers  generally,  is 
reduction  in  tone  and  motility  of  the 
gastrointestinal  tract,  leading  to 
constipation.  Sympathomimetics 
have  a peripheral  inhibitory  action 
on  the  smooth  muscle  of  the 
gastrointestinal  tract.  And  anti- 
histamines, in  blocking  smooth 
muscle  response  to  histamines,  may 
thereby  cause  constipation. 

Other  agents  that  can  cause 
constipation  include  opiates 
(especially  codeine),  anticholinergics, 
antiparkinsonism  agents,  non- 
absorbable antacids  (calcium 
carbonate  and  aluminum  hydroxide 
gel),  iron  supplements,  diuretics, 
antidepressants,  rauwolfia 
preparations,  and  sedatives.' 

It  is  therefore  advisable  when 
prescribing  such  dmgs,  that  the 
physician  counsel  his  patient  on  the 
possibility  of  constipation  as  an 
attendant  side  effect.  It  is  equally 
important  to  instruct  the  patient  on 
the  following  methods  of  self- 
treatment or  retraining: ' 

1 . Develop  regular  after-breakfast 
morning  ritual. 

2.  Never  ignore  the  urge  to  defecate. 

3.  Drink  hot  water  and  lemon  juice 
on  arising. 

4.  Drink  at  least  1,500  ml.  of  water 
a day  (approximately  six  8-oz. 
glasses). 

5.  Increase  bulk  residue  in  diet: 
prunes,  figs,  applesauce,  bananas, 
whole  grain  bread  and  cereals 
containing  bran. 

6.  Laxatives  should  be  used  only 
when  necessary. 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

1,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3*  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7* PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

IO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

IX.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  forrtial  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 


Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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I Upjohn  I 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medrol  4 mg  Dosepak* 

methylprednisolone,  Upjohn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 
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Source:  PMR  Bacteriologic  Reports— 1971-1975. 

These  in  vitro  data  are  based  on  results  obtained 
from  a nationwide  panel  of  180  acute-care  hospitals 
of  100  beds  or  more.  All  hospitals  in  the  audit  used  the 
Kirby-Bauer  method  of  disc  sensitivity.  Data  are 
presented  in  unweighted  form. 

In  vitro  susceptibility  data  are  not  necessarily  indicative 
of  clinical  effectiveness. 

See  Clinical  Considerations  section  which  follows... 


Caramyaii 

oentamian^ulfateS 
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9e(itamian#sulfate80rng/2ffll 
injectable 


40  mg  /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


The  seven  m^jor  gram-negative  pathogens 
and  Staphylococci  remain  highiy  susceptibie. 


Of  the  seven  major  gram-negative  pathogens  encountered  in  the  hospital,  97  percent  remained 
sensitive  to  Garamycin  in  vitro  over  a five-year  period;  99  per  cent  of  Staphylococci  remained  sensitive. 


GARAMYCIN"  Injectable,  brand  of  gentamicin 
sulfate,  U.S.R,  injection.  40  mg.  per  ml. 

Each  ml.  contains  gentamicin  sulfate,  U.S.R  equivalent 
to  40  mg.  gentamicin. 

For  Rarenteral  Administration 


WARNING 

Patients  treated  with  GARAMY CIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GAffAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other 'neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi- 
cated, with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa.  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia 
species. 

Clinical  studies  have  shown  GARAMYCIN  Inject- 
able to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ- 
isms and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion;  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box 

For  suspetted  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin-type  drug  is  also  usually  indi- 
cated as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box 
PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg./kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity;  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity;  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note;  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  highei  doses  or  for  longer 
periods  of  lime  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT,  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg- 
aly. anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo- 
cytopenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth- 
argy and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  maybe  given  intramuscularly 
or  intravenously. 

For  Intramuscular  Administration; 

Patients  with  normal  renal  function 
Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg./kg./day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  ( 132  lb.),  the  usual 
dosage  is  80  mg.  (2  mi.)  three  times  daily.  For  patients 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  dosage  is 
60  mg.  ( 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages 
up  to  5 mg./kg./day  may  be  administered  in  three  or 
four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg./kg./day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and  patients 
with  impaired  renal  function,  dosage  must  be  adjusted 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert 

For  Intravenous  Administration; 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e.g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  bums,  or  with  reduced  muscle  mass). 

For  intravenous  administration  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  maybe  diluted  in  100 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  solu- 
tion of  dextrose  5%  in  water;  in  infants  and  children, 
the  volume  of  diluent  should  be  less.  The  concentra- 
tion of  gentamicin  in  solution  in  both  instances  should 
normally  not  exceed  1 mg./ml.  (0.1%).  The  solution  is 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
premixed  with  other  drugs,  but  should  be  administered 
separately  in  accordance  with  the  recommended  route 
of  administration  and  dosage  schedule. 

HOW  SUPPUED  GARAMYCIN  Injectable, 

40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg.)  multiple- 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (80  mg.) 
disposable  syringes  for  parenteral  administration. 

Also  available,  GARAMYCIN  Rediatric  Injectable, 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  multiple- 
dose  vials  for  parenteral  administration. 

011  JUNE  1975 
AHFS  Category  8: 12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians’  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Sobering  Representative  or  Professional 
Services  Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 
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40  mg  /ml  Each  ml,  contains  gentamicin  sulfate 
lillBCtoCjip  equivalent  to  40  mg  of  gentamicin 
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Each  tablet  contains  180  mg  anhydrous  theo- 

^W  '^9  release 

48  mg  ephedrine  hydrochloride  (16  mg  in  the 
immediate  release  layer  and  32  mg  in  the  sus- 

^^VBI  release  mg 

A M0SAA  BKA  AAn  sustained  action 

The  special  long-acting  oral  bronchodilator...one  tablet  provides  12  hours  of  protection, 
b.i.d.  dosage  offers  round-the-clock  prophylaxis  against  asthma  symptoms. 

TEDRAL  SA  Sustained  Action  — CAUTION:  Federal  law  prohibits  dispensing  without  prescription.  Indications:  Tedral  SA  is  indicated  for  the  symptomatic  relief  of  bronchial  asthma, 
asthmatic  bronchitis,  and  other  bronchospastic  disorders  It  may  also  be  used  prophylactically  to  abort  or  minimize  asthmatic  attacks  and  is  of  value  in  managing  occasional,  sea- 
sonal. or  perennial  asthma.  Tedral  SA  (Sustained  Action)  offers  the  convenience  of  b.i.d.  dosage.  Tedral  SA  is  an  adjunct  tn  the  total  management  of  the  asthmatic  patient.  Acute  or 
severe  asthmatic  attacks  may  necessitate  supplemental  therapy  with  other  drugg  by  inhalation  or  other  parenteral  routes.  Contraindications:  Sensitivity  to  any  of  the  ingredients; 
porphyria.  Warning:  Drowsiness  may  occur.  PHENOBARBITAL  WAY  BE  HABIT-FORMING.  Precautions:  Use  with  caution  in  the  presence  of  cardiovascular  disease,  severe  hyper- 
tension, hyperthyroidism,  proslatic  hypertrophy,  or  glaucoma.  Adverse  Reactions:  Mild  epigastric  distress,  palpitation,  tremulousness,  insomnia,  difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported.  Dosage:  Tedral  SA.  Adu/fs  — (average  prophylactic  or  therapeutic  dosage)  — one  tablet  on  arising  and  /'"T'N. 

one  tablet  12  hours  later.  Tablets  should  not  be  chewed.  Dosage  in  children  under  12  is  not  recommended  because  usage  has  not  /\»i  WARNER/CHILCOTT 
been  established.  Supplied:  Tedral  SA.  Double-layered,  uncoated,  coral/mottled  white  tablets  in  bottles  of  100  (N  0047-0231-51)  and  I W j l^''''sion,  Warner-Lambert  Co. 

1000  (N  0047-0231-60).  Also  in  unit  dose -package  of  10  x 10  strips  (N  0047-0231-11).  Full  information  is  available  on  request  Plains.  N.J.  07950 
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editorials 


Choice  at  the  crossroads 

The  past  two  hundred  years  have  witnessed  a 
gradual  transformation  of  societal  values,  many  of 
which  appear  to  represent  real  progress.  These 
value  changes  came  in  response  to  a variety  of 
events  including  scientific  discovery,  war,  expand- 
ing middle  class,  and  increasing  industrialization. 
With  the  rapidity  of  technological  advances  of  re- 
cent years  and  the  increased  mobility  of  modern 
man,  society  is  being  forced  to  respond  to  these 
changes  in  a very  short  space  of  time. 

Until  World  War  II,  technological  advance  came 
at  a rate  that  permitted  the  impact  to  be  ab- 
sorbed. Society’s  response  could  be  measured 
and  calculated  by  the  changes  in  the  legal,  politi- 
cal, and  financial  systems.  Changes  in  moral  and 
ethical  values  appear  to  have  been  more  gradual 
and  did  not  force  humanity  to  respond  in  such  a 
fashion  that  it  exceeded  human  capacity  to  react. 

The  technological  advances  since  World  War  II 
have  come  rapidly,  creating  stress  on  the  human 
ability  to  handle  the  moral  and  ethical  questions 
created  by  these  developments.  The  responses  to 
these  advances  by  the  political,  legal,  and  social 
systems  has  invited  further  governmental  inter- 
vention. The  bureaucratic  effort  to  solve  every 
societal  problem  is  being  met  with  resistance  and 
ultimate  failure.  The  increasing  reliance  on  politi- 
cal solutions  for  social  problems  has  given  the 
bureaucrat  the  opportunity  to  hamstring  the  pri- 
vate sector,  diminish  productivity,  and  undermine 
the  principles  that  have  sustained  the  total  Ameri- 
can Community.  This  betrayal  of  principle  will 
lead  to  a decline  in  influence  of  America  abroad 
and  a decline  in  scientific  achievement  and  social 
progress  at  home.  It  is  with  this  concept  in  mind 
that  we  should  very  carefully  consider  our  aims 
and  intentions  today,  for  what  may  appear  to  be  a 
wholly  justified  and  workable  solution  at  the  out- 
set could  be  the  initial  step  in  what  will  be  seen 
by  succeeding  generations  as  the  betrayal  of  our 
principles. 

One  of  the  principles  of  American  tradition  is  a 
commitment  to  laissez  faire  economics  with  a 
minimum  of  governmental  interference  and  a 
maximum  of  individual  enterprise.  Inherent  in  this 
concept  is  the  doctrine  of  “enlightened  self- 
interest.’’  The  greatest  good  for  the  individual  will 


be  attained  through  recognition  of  obligations  to 
the  rest  of  society.  This  is  the  foundation  upon 
which  the  “American  dream’’ — that  anyone  can 
become  a millionaire — rests. 

The  atrocities  of  exploitation  wrought  by  the 
Robber  Barons  of  the  late  1800s  in  the  name  of 
laissez  faire  paved  the  way  for  the  governmental 
intervention  we  know  today.  The  backlash  has 
created  a situation  in  which  socialism  through  in- 
creased federal  control  can  grow.  Lack  of  social 
consciousness — “Law!  What  do  I care  about  law! 
Hain’t  I got  the  power?’’ — no  longer  symbolizes 
the  captains  of  industry.  Indeed,  the  reverse  is 
true.  Corporations  no  longer  practice  socioeco- 
nomic Darwinism  to  the  extent  that  they  once  did 
and  their  goals  are  more  publicly  oriented.  Industry 
has  developed  a concern  for  the  fate  of  the  Ameri- 
can dream. 

Kenneth  E.  Montague,  immediate  past  chairman 
of  Mid-Continental  Oil  and  Gas  Association, 
commented  on  the  seriousness  of  the  situation. 

“I  think  we  are  at  the  crossroads  on  a 
downstream  rush  toward  socialism.  And  if  we 
don’t  start  anchoring  ourselves  to  a position  to 
stop  the  rush  we  are  going  to  be  swept  out  in  the 
socialist  sea  from  which  there  will  be  no  return.’’ 
It  is  true  that  this  concern  may  be  motivated  by 
self-interest  and  preservation  but  the  aim  is  in  the 
public  interest. 

Federal  intervention  in  the  economy  or  sectors 
of  the  economy  over  the  past  few  years,  e.g., 
health  care,  assumes  that  only  the  government 
possesses  social  consciousness.  If  one  accepts 
this  assumption,  then  nationalization  of  industry 
logically  follows.  History  is  a study  of  cumulative 
actions  and,  like  dominoes,  one  act  has  an  effect 
on  succeeding  acts.  It  is,  therefore,  imperative  that 
we  re-evaluate  the  role  our  government  has  un- 
dertaken in  the  light  of  our  basic  economic  prin- 
ciples; that  free  enterprise  is  most  important;  that 
the  individual  is  free  to  determine  what  is  in  his 
own  best  interest;  that  no  one  has  the  right  to 
grant  sole  control  over  economic  activity.  Oth- 
erwise, we  may  see  the  American  dream  die  in 
our  lifetime. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Those  few  ‘extra’  minutes 

The  vast  amount  of  studying  and  the  pressures  of 
“making  it”  through  medicai  school,  internship,  and 
the  specialization  of  residency  have  taken  too  much 
compassion  out  of  the  practice  of  medicine. 

One  cannot  blame  routine  coldness  on  the  age  of 
specialization.  Even  urging  the  return  to  the  family 
practitioner  by  giving  him  a specialist  rating  has  not 
seemed  to  help  in  most  cases. 

If  a patient  comes  to  the  physician  with  a visible 
problem — broken  bone,  cut,  disease — he  is  almost 
fortunate.  The  physician  will  treat  it  in  the  best  pos- 
sible way.  However,  if  the  patient  has  an  emotional 
or  family  problem  causing  a physical  problem,  the 
patient  is — in  too  many  cases — out  of  luck.  The  doc- 
tor too  often  does  not  have  the  time  to  listen  to  the 
problem.  Even  worse,  many  physicians  quite  often 
do  not  want  to  even  know  about  it! 

The  patient  might  well  be  spared  a developing 
ulcer,  colitis,  depression,  alcoholism,  ordrug  addic- 
tion if  the  physician  would  take  fifteen  extra  minutes 
to  just  listen  to  his  tale  of  woe. 

Yes,  I know  full  well  there  may  be  an  office 
crowded  with  waiting  patients.  But  if  the  physician 
would  allow  the  patient  to  express  his  problems  or 
fears,  that  patient  might  then  be  spared  months  or 
years  of  needless  suffering.  Just  think  of  even  one 
patient  a day  helped  by  fifteen  extra  minutes  of  lis- 


This editorial  first  appeared  in  the  Bulletin  of  the 
Allegheny  County  Medical  Society  as  the  winning 
entry  in  an  editorial  contest  initiated  and  spon- 
sored by  the  Bulletin. 
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Does  Co-op  make  captives? 

To  the  editor: 

In  January  of  1975  we  each  independently  sub- 
scribed to  the  Pennsylvania  Medical  Cooperative  as 
“another  new  benefit  to  members  of  the  Pennsylva- 
nia Medical  Society.”  The  enrollment  fee  was  $100. 
Subsequently  we  found  that  the  available  items  were 
not  those  that  we  could  use  (we  are  both  allergists). 
Nor  did  we  feel  that  the  quality  and  price  were  to  our 
liking.  Not  having  utilized  the  service  in  any  way,  we 
each  wrote  requesting  cancellation  of  our  member- 
ship and  return  of  our  fees. 

One  of  us  (in  Montgomery  County)  received  a 
reply  suggesting  that  he  try  to  sell  his  certificate  to  a 
fellow  physician,  otherwise  he  would  be  informed  of 
the  Board’s  action  on  the  request,  sometime  in 


tening.  It  is  not  impossible.  Too  often,  however,  the 
physician  cuts  off  any  hint  of  personal  disclosure  or 
emotional  release  by  the  patient.  The  problem  then 
becomes  more  deep  rooted  and  more  troublesome. 

Of  course  the  physician  feels  rushed.  His  stock 
answer:  “I’m  not  a psychiatrist.  I don’t  have  time  to 
listen  to  stories  of  family  problems.”  If  listening  will 
prevent  future  medical  problems,  it  is  the  duty  of 
each  physician  to  take  the  few  extra  minutes  to  lis- 
ten. God  only  knows  how  many  tranquilizers  have 
been  passed  out  as  a substitute  for  listening. 

I think  it  comes  down  to  a matter  of  simple  human- 
ity. Perhaps  that  should  be  the  last  and  most  impor- 
tant course  taught  in  medical  schools:  humanity. 
Why  do  you  think  the  public  dotes  on  Dr.  Welby  or 
Dr.  Gannon?  Not  because  they  are  medical  genius- 
es. Not  because  the  patient  always  gets  well  in  the 
end.  It  is  because  these  fake  T.V.  doctors  seem  to 
care  about  the  emotional  problems  that  affect  their 
patients.  In  the  real  practice  of  medicine,  it  is  shame- 
ful to  say,  this  just  isn’t  so. 

When  all  of  us  put  humanity  back  into  the  practice 
of  all  fields  of  medicine,  the  public  will  once  more 
treat  us  with  the  respect  and  love  they  now  give  the 
fiction  doctors.  No,  you  don’t  have  to  go  back  to  the 
house  calls  or  horse  and  buggy  days.  Just  offer 
yourself  as  an  expert  in  listening.  You  might  surprise 
yourself  as  to  what  you  learn  about  your  patients, 
and  how  many  you  can  actually  “cure.” 

Samuel  C.  Mines,  M.D. 

Pittsburgh 


January  1976.  To  date  there  has  been  no  communi- 
cation. 

The  other  of  us  (in  Philadelphia  County)  after  re- 
peated correspondence,  was  informed  that  the  fee 
could  not  be  returned  at  present  but  that  the  Board 
would  consider  the  request  sometime  in  1977. 

Is  this  in  the  spirit  of  a medical  organization  to 
which  we  have  been  paying  dues  for  37  and  40  years 
respectively?  Does  a decision  of  this  sort  by  a sub- 
sidiary of  the  Pennsylvania  Medical  Society  make  for 
a feeling  of  close  rapport  with  the  Society?  We  feel 
that  we  have  been  “taken”  and  that  no  medical  or- 
ganization should  insist  on  “captive  membership.” 

What  has  happened  to  the  dignity  and  high  ethical 
standards  which  our  medical  societies  held  up  as  an 
example  to  the  medical  profession?  The  medical 
profession  has  already  lost  the  respect  of  the  gen- 
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era!  public.  Shall  the  medical  societies  now  lose  the 
respect  of  the  medical  profession? 

We  also  cannot  help  wondering  how  many  others 
have  been  the  victims  of  similiar  arbitrary  decisions. 

Samuel  S.  Burden,  M.D. 

Jenkintown 

Phillip  M.  Gottlieb,  M.D. 

Philadelphia 

Co-op  needs  cooperation 

To  the  editor: 

I am  responding  to  the  letter  to  the  editor  on  the 
Pennsylvania  Medical  Cooperative  written  by  Dr. 
Samuel  S.  Burden,  Jenkintown,  and  Dr.  Phillip  M. 
Gottlieb,  Philadelphia. 

I would  first  like  to  react  to  their  reasons  for  not 
using  the  Co-op.  During  the  membership  recruit- 
ment phase  of  the  Co-op  it  was  constantly  pointed 
out  that  in  the  beginning  the  Co-op  would  be  unable 
to  supply  a large  variety  of  products.  However,  there 
were  assurances  made  that  as  quickly  as  possible 
the  product  line  would  expand  to  meet  the  needs  of 
members.  In  that  early  planning  phase  it  was  pre- 
dicted that  only  twenty  to  thirty  items  would  be  of- 
fered at  the  start.  As  it  turned  out,  the  Cooperative, 
through  proper  management,  was  able  to  begin  with 
a product  line  in  excess  of  250  items!  Within  five 
months  of  going  into  business,  we  have  expanded  to 


I am  not  suffering  from  hemorrhoids — now  get  on  with  the 
entertainment. 


over  1,000  items  which  cover  nearly  90  percent  of 
the  medical  supplies  used  in  a physician’s  office.  On 
top  of  that,  additional  growth  in  terms  of  products 
offered  is  planned. 

The  doctors  also  questioned  the  quality  of  prod- 
ucts offered.  We  have  experienced  no  quality  prob- 
lem with  our  products.  We  do  lack,  however,  some 
brand  names  that  our  members  would  like  ustosell. 
We  are  working  on  that  problem  and  expect  to  be 
able  to  have  available  those  items  in  the  near  future. 
What  we  don’t  plan  to  do  is  to  have  eight  different 
types  of  syringes,  dressing,  etc.  All  that  does  is  put  a 
drain  on  our  resources  which  could  better  be  used  in 
having  more  diversified  products  in  inventory.  In  any 
case,  the  quality  of  all  products  handled  by  the 
Cooperative  is  reviewed  by  a Product  Selection 
Committee  comprised  of  practicing  physicians.  In 
no  way  have  we  sacrificed  quality  for  price. 

And  that  logically  brings  us  to  the  price  of  the 
products  offered  by  the  Co-op.  I do  not  know  what 
Drs.  Burden  and  Gottlieb  pay  for  supplies,  but  we 
know  that  we  are  offering  savings  to  our  members  all 
overthe  state,  including  areas  in  and  around  Jenkin- 
town and  Philadelphia.  I can  only  offer  to  sit  down 
and  compare  Co-op  prices  with  their  prices. 

I agree  with  Drs.  Burden  and  Gottlieb  that  if  they 
decide  to  drop  out  of  the  Co-op  for  any  reason,  they 
should  be  able  to  do  it  freely.  In  fact,  this  is  built  into 
the  Bylaws  of  the  organization.  However,  the  Bylaws 
also  state  that  although  the  membership  certificate 
is  a negotiable  instrument,  we  cannot  reimburse 
physicians  their  membership  fees  until  such  time  as 
there  are  sufficient  reserve  funds  to  do  so.  At  the 
present  time,  all  of  the  organization’s  assets  are  tied 
up  in  inventory.  This  point  was  also  stressed  during 
the  initial  membership  recruitment  phase. 

Our  ability  to  repurchase  certificates  depends  on 
our  building  up  reserves.  Ironically,  this  could  be 
more  quickly  established  with  the  support  of  Drs. 
Burden  and  Gottlieb  purchasing  supplies  from  the 
Co-op.  I can  only  state  that  those  members  who  have 
tried  the  Cooperative  have  been  coming  back  again 
and  again  to  buy  more  supplies.  I would  urge  both  of 
these  doctors  to  give  their  Cooperative  a chance  to 
serve  them. 

To  this  end,  I have  asked  our  managerto  visit  both 
doctors  since  we  cannot  help  but  wonder  why  they 
are  not  willing  to  try  to  make  their  investment  work 
for  them.  After  all,  the  Co-op  is  run  for  and  by  physi- 
cians, and  no  other  supply  firm  can  make  that  claim. 
The  Co-op  is  a viable,  growing  organization  that  is 
proving  to  be  a definite  benefit  to  members  of  the 
Pennsylvania  Medical  Society. 

H.  Robert  Davis,  M.D.,  President 

Pennsylvania  Medical  Cooperative 
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When  impotence  due  to 

androgenic  deficiency 


Buccal 

Tabs 


Methyltestosterone  N.F.  — 5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/^-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  furKtion  tests,  such  as 
increased  BSP  retention,  and  rises  in  SCOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient’s 
cardiovascuiar  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe'  Hver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued.  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
i^uirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg,; 
Postpuberal  cryptorchism,  30  mg,  REFERENCE:  Robert 
* B.  Greenblatt,  M.D.,  and  D.  H.  Perez,  M.D.:  "The 
Menopausal  Syndrome, " Problems  of  Libido  in  the 
Elderly,  pp.  95-101.  Medcom  Press,  N.Y.,  1974.  HOW 
SUPPLIED:  5,  10. 25  mg.  in  bottles  of  60.  250.  Rx  only. 


Android-G 

Androgen,  Estrogen,  Vitamins,  Minerals 


EACH  ANDROID-G  TABLET  CONTAINS: 


Methyltestosterone 1 ,25  mg 

. Ethinyl  Estradiol  0.005  mg 

! L-lysine  1 00  mg 

) Nicotinic  Acid 1 2.5  mg 

' Iron  (from  Ferrous  Sulfate) 2.82  mg 

Vitamin  A 2,500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg 

Riboflavin 2.5  mg 

Ascorbic  Acid  25.0  mg 

Folic  Acid 0. 1 mg 

i Vitamin  B-12 1.5  meg 


Methionine 1 2 mg 

Choline  Bitartrate 1 5 mg 

Inositol 10  mg 

Calcium  Pantothenate  2.5  mg 

Pyridoxine  0,25  mg 

Copper  (from  Copper  Sulfate) 0.25  mg 

Zinc  (from  Zinc  Oxide) 0.25  mg 

Iodine  (from  Potassium  iodide) 0.075  mg 

Calcium  (from  Dicalcium  Phosphate) 72.5  mg 

Phosphorus  (from  Dicalcium  Phosphate) 55  mg 

Potassium  (from  Potassium  Sulfate) 2.5  mg 

Manganese  (from  Manganese  Sulfate)  0.5  mg 

Magnesium  (from  Magnesium  Sulfate) 0.5  mg 


Anabolic  Stimuiant 
Increased  Muscular  Tone 
Osteoporosis 

ACTION  AND  USES  DOSAGE:  1 tablet  after  breakfast 
and  supper  or  as  required.  In  females.  3-week  courses  of 
therapy  are  recommended  followed  by  a 1-week  rest 
period.  Withdrawal  bleeding  may  occur  during  the  rest 
period.  PRECAUTIONS:  Administer  cautiously  to  female 
patients  who  tend  to  develop  excessive  hair  growth  or 
other  signs  of  masculinization.  CONTRAINDICATIONS: 
Patients  in  whom  estrogen  or  androgen  therapy  should 
not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract, 
or  prostate,  and  in  patients  with  a familial  tendency  to 
these  types  of  malignancy.  AVAILABLE:  Bottles  of  100 
and  500  tablets. 


{iwigWJJfc  the  brown  pharmaceutical  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 

Write  for  LHereture  end  Samples 


MDs  in  the  news 


Chan  Hee  Park,  M.D.,  Ambler,  was 
recently  appointed  associate  profes- 
sor of  radiation  therapy  and  nuclear 
medicine  for  Jefferson  Medical  Col- 
lege, Thomas  Jefferson  University.  He 
is  former  professor  of  radiology  and 
chief  of  nuclear  medicine  at  the  Mil- 
ton  S.  Hershey  Medical  Center. 


DR.  PARK  DR.  BECKER 


Irwin  Becker,  M.D.,  was  recently 
appointed  director  of  service,  de- 
partment of  family  practice,  German- 
town Dispensary  and  Hospital.  He 
succeeds  B.  Wheeler  Jenkins,  M.D., 
promoted  to  the  senior  staff  in  the 
department.  Dr.  Becker  is  an  as- 
sociate clinical  professor  at  the  Tem- 
ple University  School  of  Medicine. 
President  elect  of  the  Philadelphia 
Academy  of  Family  Physicians,  he  is 
currently  serving  a three  year  term  as 
a director  of  the  Pennsylvania 
Academy  of  Family  Practice. 

James  R.  Harris,  M.D.,  was  recently 
appointed  assistant  superintendent 
for  research  and  education  for 
Philadelphia  State  Hospital  at 
Byberry.  A faculty  member  of  the  Uni- 
versity of  Pennsylvania,  Dr.  Harris  is 
former  acting  deputy  secretary  for 
mental  health  and  commissioner  of 
mental  health  forthe  Commonwealth, 
and  former  director  of  community 
medicine  for  the  Pennsylvania  Hospi- 
tal. 

Officers  and  a board  of  directors 
were  recently  elected  for  the 
Emergency  Medical  Services  Coun- 
cil, a group  designed  to  coordinate 
the  emergency  medical  services  for 
the  six  county  area  of  Lehigh,  North- 
ampton, Carbon,  Monroe,  Berks,  and 
Schuylkill.  The  council  is  a spinoff  of 
the  Eastern  Pennsylvania  Com- 


prehensive Health  Planning  Board. 
Heading  the  board  is  orthopedic  sur- 
geon Joseph  McMahon,  M.D.,  Easton. 
George  Moerkirk,  M.D.,  Allentown,  is 
secretary. 

Charles  W.  Delp,  Jr.,  M.D., 

Boyerstown,  was  recently  appointed 
state  airsurgeon  forthe  Pennsylvania 
Air  National  Guard.  He  is  responsible 
for  the  health  concerns  of  approxi- 
mately 4,500  air  guardsmen  in  the 
state. 

During  a recent  meeting  of  the 
Cumberland  County  Medical  Society, 
H.  Robert  Davis,  M.D.,  Boiling 
Springs,  was  honored  for  11  years  of 
service  as  associate  secretary  of  that 
organization.  Dr.  Davis  is  currently 
serving  as  president  of  the  Pennsyl- 
vania Medical  Cooperative. 

T.  Wistar  Brown,  M.D.,  was  recently 
certified  by  the  American  Board  of 
Surgery.  He  is  a staff  surgeon  at  the 
Quakertown  Community  Hospital. 

Fred  D.  Hagerty,  M.D.,  York,  was  re- 
cently named  afellowof  the  American 
Board  of  Ophthalmology.  He  is  on  the 
staff  of  York  Hospital. 

Margaret  Gray  Wood,  M.D., 

Philadelphia,  was  appointed  recently 
to  serve  as  the  American  Medical 
Women’s  Association  liaison  to  the 
Medical  College  of  Pennsylvania  and 
the  American  Women’s  Hospitals 
Service.  She  is  associate  professor  of 
dermatology  at  the  University  of 
Pennsylvania  and  chief  of  dermatol- 
ogy at  the  university  hospital. 

Four  York  physicians  were  recently 
named  fellows  of  the  American  Col- 
lege of  Surgeons:  Thomas  L.  Bauer, 
M.D.,  J.  Joseph  Danyo,  M.D.,  Robert 
M.  Davis,  M.D.,  and  John  W.Tull,  M.D. 

The  Cambria  County  Medical  Soci- 
ety recently  gave  the  Physician  of  the 
Year  Award  to  George  F.  Wheeling, 
M.D.,  Windber,  at  the  society’s  annual 
dinner  dance.  Dr.  Wheeling  is  a past 
president  of  the  county  medical  soci- 
ety. 


Walter  W.  Kistler,  M.D.,  recently  re- 
ceived the  distinguished  service 
award  of  the  Wilkes-Barre  YMCA  for 
many  years  of  volunteer  service  to  the 
youth  and  campers  of  the  organiza- 
tion. Dr.  Kistler  has  been  on  the  staff 
of  the  Wyoming  Valley  Hospital  since 
1921. 

Recently  certified  by  the  American 
Board  of  Internal  Medicine  in  the  sub- 
specialty of  cardiovascular  disease 
were  Richard  D.  Gentzler,  II,  M.D., 
formerly  of  Stoverstown,  and  Samuel 
R.  Giamber,  M.D.,  chief  of  cardiology 
at  St.  Luke’s  Hospital,  Allentown. 

Joann  V.  Narduzzi,  M.D.,  Pitts- 
burgh, was  recently  appointed  to  the 
Publicity  and  Public  Relations  Com- 
mittee of  the  American  Medical  Wo- 
men’s Association.  She  is  an  endoc- 
rinologist at  Mercy  Hospital,  on  the 
staff  of  Magee-Womens  Hospital, 
and  is  a clinical  instructor  at  the  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine. 

George  E.  Fleming,  M.D.,  recently 
became  director  of  anesthesia  at  Al- 
toona Hospital.  Dr.  Fleming  was  for- 
merly chief  of  anesthesia  and  inhala- 
tion therapy  at  Lenoir  Memorial  Hos- 
pital, Kinston,  North  Carolina. 

C.  Wayne  Bardin,  M.D.,  professor  of 
medicine  and  chief  of  endocrinology 
at  the  Milton  S.  Hershey  Medical 
Center,  was  selected  recently  to  re- 
ceive a Macy  Faculty  Scholar  Award 
for  1976-77.  The  award,  presented  by 
the  Josiah  Macy,  Jr.,  Foundation  of 
New  York  City,  is  a competitive  fel- 
lowship for  senior  medical  faculty  to 
provide  the  opportunity  to  foster  intel- 
lectual renewal  in  a setting  other  than 
the  recipient’s  medical  school.  Dr. 
Bardin  will  use  his  fellowship  to  study 
at  the  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Recently  named  fellows  in  the 
American  Academy  of  Orthopedic 
Surgeons  were  Perry  A.  Eagle,  M.D., 
York,  and  Charles  D.  Hummer,  Jr., 
M.D.,  Chester. 
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Minerva  S.  Buerk,  M.D.,  recently  as- 
i sumed  the  vice  presidency,  North 
I America,  of  the  Medical  Women’s 
International  Association.  She  repre- 
sents women  physicians  of  Canada, 
Mexico,  and  the  U.S.  Retired  from  pri- 
vate practice.  Dr.  Buerk  serves  as  a 
I consultant  to  the  Bryn  Mawr  Hospital, 

' visiting  assistant  professor  at  the 
Medical  College  of  Pennsylvania,  and 
a research  associate  at  the  Academy 
of  Natural  Sciences  of  Philadelphia. 
She  is  on  the  American  Medical  Asso- 
ciation Committee  on  Cutaneous 
Health  and  Cosmetics  and  the  FDA- 
HEW  Panel  of  OTC  Topical 
Analgesics.  A past  president  of  the 
American  Medical  Women’s  Associa- 
tion, Dr.  Buerk  is  currently  serving  as 
president  of  the  organization’s 
Philadelphia  branch. 

Robert  W.  Herb,  M.D.,  Pittsburgh, 
was  recently  certified  in  the  subspe- 
cialty of  gastroenterology  by  the 
American  Board  of  Internal  Medicine. 

The  American  Board  of  Internal 
Medicine  recently  certified  Alan  N. 
Morrison,  M.D.,  in  the  subspecialty  of 


medical  oncology.  Head  of  the  divi- 
sions of  hematology  and  medical  on- 
cology at  St.  Luke’s  Hospital,  Allen- 
town, Dr.  Morrison  is  certified  by  the 
American  Board  of  Internal  Medicine, 
the  American  Board  of  Hematology, 
and  the  American  Board  of  Oncology. 

Virginia  E.  Hall,  M.D.,  was  recently 
appointed  director  of  the  medical 
service  at  Harrisburg  Hospital.  She  is 
responsible  for  the  quality  of  services 
offered  patients  over  12  years  of  age 
in  the  outpatient  program  and  super- 
vision of  the  medical  resident  educa- 
tion program  as  it  relates  to  medical 
oupatient  services.  Dr.  Hall  was  chief 
resident  at  Harrisburg  Hospital  dur- 
ing 1975. 

William  K.  Grossman,  M.D.,  Dallas, 
was  recently  named  a diplomate  of 
the  American  Board  of  Psychiatry  and 
Neurology  in  the  field  of  psychiatry. 
Currently  Dr.  Grossman  is  chief  of 
psychiatry  for  the  Veterans  Adminis- 
tration Hospital,  Wilkes-Barre, 
psychiatric  coordinator  for  the  family 
practice  residency  program,  and  re- 
search instructor  in  psychiatry  and 


human  behavior  at  Jefferson  Medical 
College. 

Thomas  A.  Lloyd,  M.D.,  was  re- 
cently appointed  to  the  faculty  of  the 
Milton  S.  Hershey  Medical  Center, 
Pennsylvania  State  University,  as  as- 
sistant professor  of  obstetrics  and 
gynecology  and  pharmacology.  Dr. 
Lloyd  was  formerly  with  the  National 
Institute  of  Mental  Health,  Bethesda, 
Maryland,  where  he  was  a senior  staff 
fellow  in  the  laboratory  of 
neurochemistry. 

Melvin  C.  Williams,  M.D.,  Indiana, 
was  recently  certified  by  the  Ameri- 
can Board  of  Nuclear  Medicine.  Dr. 
Williams  is  director  of  nuclear  medi- 
cine and  cardiopulmonary  services 
for  the  Indiana  Hospital. 

The  American  Board  of  Internal 
Medicine  recently  certified  William  E. 
Pease,  M.D.,  and  Gerald  P.  Tracy, 
M.D.,  in  the  subspecialty  of  cardiol- 
ogy. Dr.  Pease  is  senior  associate 
cardiologist  and  Dr.  Tracy  is  an  as- 
sociate cardiologist  at  Harrisburg 
Hospital. 
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cardiovascular  brief 


Diagnosis  and  Treatment  of  Superventricuiar  Arrhythmia 


This  is  the  first  of  two  articles  prepared  for  the  American  Heart  Association,  Pennsylvania  Affiliate, 
by  Robert  F.  Zelis,  M.D.,  member  of  the  Affiliate's  Professional  Education  Committee,  and  profes- 
sor of  medicine  and  physiology,  chief  of  division  of  cardiology.  The  Pennsylvania  State  University 
College  of  Medicine  at  The  Milton  S.  Hershey  Medical  Center;  and  Robert  L.  DeJoseph,  M.D., 
assistant  professor  of  medicine,  director  of  heart  station,  at  the  Hershey  Medical  Center. 


Diagnosis  of  Supraventricular  Tachyarrhythmias 

A relatively  frequent  problem  encountered  by  the  practicing 
physician  is  a patient  with  a rapid  cardiac  rate  and  an  elec- 
trocardiogram showing  narrow  or  normal  QRS  complexes.  In 
such  a situation  definitive  therapy  isdependent  upon  a correct 
diagnosis  of  the  prevailing  rhythm.  If  the  rhythm  is  irregular, 
usually  there  is  enough  of  a pause  between  the  QRS  com- 
plexes to  identify  the  underlying  artrial  mechanism.  One  can 
identify  the  coarse  baseline  of  atrial  fibrillation,  the  saw-tooth 
pattern  of  atrial  flutter,  or  the  P waves  of  atrial  tachycardia. 
However,  this  is  not  always  possible  and  often  one  must  use 
the  approach  discussed  below. 

When  the  rhythm  is  regular  and  the  rate  is  rapid,  delineation 
of  the  underlying  atrial  mechanism  is  frequently  difficult.  In 
this  instance  the  following  measures  usually  are  of  assistance 
in  making  the  correct  diagnosis:  (1 ) carotid  sinus  massage;  (2) 
injection  of  intravenous  edrophonium*;  or  (3)  the  combination 
of  carotid  sinus  massage  plus  IV  edrophonium.  Since  the 
carotid  sinus  reflex  is  activated  by  four  parameters — 
increased  systolic  pressures,  increased  pulse  pressure,  in- 
creased frequency,  and  increased  rate  of  rise  of  pressure — it  is 
important  the  carotid  sinus  massage  be  rapid,  vigorous  and 
directly  over  the  carotid  bifurcation.  If  carotid  massage  is 
ineffective  in  slowing  the  ventricular  rate,  edrophonium 
should  be  given.  Edrophonium  is  a cholinesterase  inhibitor 
and  produces  the  same  vagal  or  parasympathetic  effects  as 
carotid  sinus  massage,  the  most  important  being  the  slowing 
of  conduction  or  the  production  of  transient  block  in  the  A-V 
node.  We  prefer  to  give  a test  dose  of  1-2  mg  rapidly  by  the 
intravenous  route  and  if  no  effect  is  noted,  follow  with  10  mg  IV 
rapidly.  Edrophonium  in  general  should  be  tried  only  after 
carotid  sinus  massage  has  failed  to  yield  a diagnosis. 

To  be  of  use,  carotid  massage  or  edrophonium  should  be 
done  only  with  continuous  recording  of  the  electrocardio- 
gram. Sometimes  a right  side  V lead  (Vi  or  Vsr)  is  more  useful 
than  a lead  II  in  determining  P wave  morphology.  A good  long 
electrocardiographic  recording  should  be  obtained  prior  to 
and  during  any  vagal  maneuver.  Visual  inspection  of  a monitor 
is  not  helpful  and  can  be  misleading. 


* Tensilon  ®,  Roche 


In  general,  four  different  responses  can  occur  to  carotid 
sinus  massage  and/or  IV  edrophonium:  (1 ) abrupt  termination 
of  the  arrhythmias;  (2)  no  effect;  (3)  an  increase  in  A-V  block 
and  slowing  of  the  ventricular  response,  but  no  change  in  the 
artrial  response;  or  (4)  an  increase  in  A-V  block  with  slowing  of 
both  the  atrial  and  ventricular  rates. 

Abrupt  termination  of  the  arrhythmia  with  a return  to  normal 
sinus  rhythm  is  consistent  with  paroxysmal  atrial  tachycardia. 
Mechanistically  this  is  a rhythm  produced  by  re-entry  or 
circus-like  movement  involving  the  A-V  node  and  atrium.  If 
insufficient  cholinergic  effect  is  produced  by  inadequate 
carotid  massage,  no  effect  on  the  arrhythmia  at  all  may  occur. 
If  no  effect  on  the  rhythm  is  seen  after  carotid  massage  is 
perfomed,  this  usually  indicates  that  inadequate  vagal  effects 
are  being  produced.  Usually  carotid  massage  is  repeated  on 
one  side,  then  the  other,  and  if  it  still  fails  to  produce  an  effect, 
edrophonium  is  rapidly  given  intravenously.  To  further  en- 
hance the  effect  of  the  edrophonium,  one  can  perform  carotid 
massage  simultaneously  with  the  intravenous  injection. 

When  carotid  massage  or  edrophonium  produces  a slowing 
of  the  atrial  rate  which  occurs  along  with  a slowing  of  the 
ventricular  response  and  an  increase  PR  interval  or  2°  A-V 
block,  this  is  characteristic  of  sinus  tachycardia.  Atrial 
tachycardia  and  atrial  flutter  both  show  no  change  in  the  atrial 
rate,  but  respond  to  carotid  massage  with  an  increase  in  A-V 
block  and  a consequent  slowing  of  the  ventricular  response. 
When  this  occurs  one  can  then  generally  recognize  the  differ- 
ential patterns  of  atrial  activity  on  the  EKG  strip  and  make  the 
correct  diagnosis.  In  atrial  flutter  the  atrial  rate  ranges  from 
290  to  31 0 per  minute,  while  in  atrial  tachycardia  secondary  to 
digitalis  toxicity,  the  rate  is  generally  less  than  200  per  minute. 
The  differentiation  of  these  two  rhythms  is  important,  as  atrial 
tachycardia  is  usually  due  to  digitalis  intoxication.  Some  peo- 
ple refer  to  this  rhythm  as  paroxysmal  atrial  tachycardia  with 
block,  however  as  noted  above,  paroxysmal  atrial  tachycardia 
responds  differently  to  carotid  massage  and  the  two  rhythms 
are  mechanistically  different.  Atrial  tachycardia  is  secondary 
to  a digitalis  enhanced  rapidly  firing  atrial  ectopic  focus,  that 
is,  a disorder  of  increased  automaticity.  Paroxysmal  atrial 
tachycardia  is  a re-entrant  rhythm  and  does  not  indicate  a 
disorder  of  increased  automaticity.  \natrial  fibrillation,  carotid 
massage  increases  A-V  block,  the  rate  slows,  and  the  irregu- 
lar, fibrillating  baseline  with  no  evidence  of  organized  atrial 
activity  is  clearly  seen. 
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To  help  your  patients 
understand 
what  you  already 
know! 


You  know  that  aspirin  is  a standard  for  analgesic 
effectiveness.  You  know  how  efficient  it  is  as  an 
antipyretic.  And  you  know  that  it  is  basic  starting 
therapy  in  inflammatory  conditions  such  as  rheu- 
matoid arthritis. 

But  unfortunately,  many  of  your  patients  don’t. 

And  some  may  not  be  happy  until  they  walk 
out  of  your  office  with  a prescription  for  a more 
exotic,  more  expensive... and,  sometimes,  less  ef- 
fective drug. 

That’s  why  a new  booklet  has  been  prepared 
for  your  patients  entitled,  “What  your  doctor  wants 
you  to  know  about  aspirin’.’  Its  basic  purpose  is  to 
help  skeptical  patients  understand  that  aspirin  is  a 
real  drug  with  many  proven  therapeutic  applica- 
tions... and  that  you  are  recommending  aspirin  for 
them  not  because  you’re  taking  their  problem  lightly, 
but  because  aspirin  is  the  best  drug  for  their  condi- 
tion. The  booklet  also  emphasizes  that  even  though 
aspirin  is  sold  without  a prescription,  like  all  medi- 
cations it  is  to  be  used  with  care.  Suggestions  for 
optimal  administration  are  offered— to  help  increase 
efficacy  and  minimize  adverse  effect. 

Moertel  and  his  associates’^  have  suggested 
that  “...if  aspirin  is  recommended  with  the  strong 
endorsement  of  the  physician,  it  is  acceptable  to 
even  the  most  sophisticated  patient’.’ 

We  hope  this  booklet  will  help  you  offer  such 
an  endorsement  to  your  patients  and  supplement 
your  specific  instructions  when  aspirin  therapy 
is  indicated. 

To  order  a supply,  just  fill  in  and  mail  us  the 
coupon. 

*Moertel,  C.G.,  et  al:  N.  Engl.  J.  Med.  286:813  (Apr.  13)  1972. 


Mail  to:  Aspirin 
Box  615 

Suffern,  New  York  10901 

Please  send  me  a supply  of  the  new  booklet  “What  your 
doctor  wants  you  to  know  about  aspirin’.’ 

M.D. 
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Aspirin  from  Bayer 

purity. . . quality. . .stability 

Glenhrook  Laboratories.  Division  of  Sterling  Drug  Inc..  90  Park  Avenue.  New  York.  New  York  1(X)16 


At  department  hearings 

Society  president  iashes  out 

David  S.  Masland,  M.D.,  State  Society  president,  set  the 
tone  for  a week  of  hearings  on  rates  for  professionai 
iiabiiity  insurance  heid  in  Harrisburg  March  30  through 
Aprii  2.  The  four  days  of  pubiic  hearings  preceded  the 
administrative  hearing  on  the  filing  for  an  across  the 
board  42.5  percent  premium  increase  ($7.4  million,  and  as 
high  as  212  percent  in  one  class). 

Dr.  Masland’s  statement  follows. 

Mr.  Commissioner,  a year  ago  almost  to  the  day,  the 
Pennsylvania  Medical  Society  testified  before  you  on  the 
same  subject  we  address  today — the  medical  malpractice 
insurance  crisis  in  Pennsylvania. 

/ believe  today's  hearing  would  not  be  necessary  if  one 
year  ago  the  insurance  industry,  particularly  those  com- 
panies writing  malpractice  insurance  in  Pennsylvania, 
had  been  honest.  Unfortunately,  they  chose  instead  to 
cover  up  the  facts,  to  confuse  the  issues,  and  to  hide 
behind  statistics  or  the  lack  thereof. 

This  refusal  of  the  industry  to  cooperate  with  you — to 
come  clean  before  both  the  department  and  the  Legisla- 
ture, has  resulted  in  the  passage  of  Act  111,  which  if 
anything,  stands  as  a tribute  to  the  lobbying  power  of  the 
insurance  industry. 

In  the  final  hours  of  debate  on  Act  111,  major  conces- 
sions were  made  to  the  insurance  industry  with  the  under- 
standing that  it  was  what  companies  required  to  stay  in 
Pennsylvania  and  write  malpractice  insurance.  Before  the 
ink  on  Act  111  was  dry,  they  had  broken  those  pledges. 

After  setting  up  a Joint  Underwriting  Association  (JUA) 
so  that  it  cannot  lose  money  and  has  absolutely  no  risk  to 
the  insurance  industry,  the  remaining  malpractice  insur- 
ers have  begun  to  dump  their  physicians  into  the  JUA  and 
skip  town. 

The  fact  is  that  the  biggest  casualty  insurance  compa- 
nies in  the  country  are  coming  into  Pennsylvania,  writing 
only  profitable  lines,  collecting  their  profits,  and  then 
taking  them  out  of  state,  while  avoiding  those  risks  most  in 
need  of  insurance  protection  by  the  citizens  of  the  Com- 
monwealth. This  kind  of  behavior  is  unethical  and  ought 
to  be  illegal. 

We  particularly  condemn  the  Medical  Protective  Com- 
pany of  Fort  Wayne,  Indiana,  for  its  arrogant  attitude. 
During  all  of  the  turbulent  weeks  of  1975,  Medical  Protec- 


Dr.  Masland  illustrates  point. 


at  insurance  industry 

tive  never  once  seriously  entered  the  dialogue  on  the 
malpractice  insurance  crisis  in  Pennsylvania;  this  despite 
the  fact  that  it  is  the  state's  largest  Insurer  of  doctors.  Even 
today  Medical  Protective  remains  aloof,  secure  In  the 
knowledge  that  its  thousands  of  Class  I and  Class  II  low- 
risk  physicians  will  continue  to  make  money  for  the  com- 
pany. 

Meanwhile,  some  of  this  nation's  most  highly  skilled 
medical  specialists  stand  in  peril.  Imagine,  a state — this 
state — with  eight  medical  schools,  more  than  100  teach- 
ing hospitals;  the  third  largest  array  of  specialized  medical 
talent  in  the  nation;  the  state's  health  care  industry 
employing  nearly  250,000  Pennsylvanians;  that  entire  re- 
source again  jeopardized. 

The  Legislature,  when  it  passed  Act  111,  was  acutely 
aware  of  these  problems.  It  carried  on  an  extensive 
dialogue  with  the  medical  profession,  the  legal  profes- 
sion, and  the  insurance  industry.  It  thought  Act  1 1 1 would 
bring  about  improvement  in  the  availability  and  cost  of 
malpractice  insurance  at  the  same  time  protecting  the 
rights  of  our  citizens.  And  such  would  have  been  the  case 
if  the  insurance  industry  had  been  honest. 

At  the  request  of  the  industry,  the  statute  of  limitations 
for  insurance  companies  was  shortened  to  four  years, 
thus  eliminating  the  uncertainty  of  the  insurance  tail.  By 
limiting  the  policies  sold  in  Pennsylvania  to  $100,000/ 
$300,000,  the  need  for  reinsurance  was  markedly  reduced 
If  not  entirely  eliminated. 

A Joint  Underwriting  Association  was  established  so 
that  those  companies  choosing  to  remain  in  the  market 
would  not  have  to  write  unacceptable  risks.  And  even  the 
Joint  Underwriting  Association  was  established  on  a no- 
risk  basis  to  the  industry.  As  you  well  know,  any  deficit 
incurred  by  the  JUA  is  made  up  by  the  Catastrophe  Loss 
Fund  which  is  financed  solely  by  health  care  providers. 

It  is  hard  to  find  a piece  of  legislation  which  grants  more 
favors  to  an  industry  than  does  Act  111  to  the  insurance 
industry.  Despite  this,  the  carriers  continue  to  abandon 
the  field  of  malpractice  insurance  in  Pennsylvania. 

Mr.  Commissioner,  these  are  extraordinary  times  and 
they  require  extraordinary  responses  by  all  parties.  During 
the  past  year,  the  Insurance  Department,  the  providers, 
the  Legislature,  the  media,  and  even  the  public  have  been 
wrestling  with  the  malpractice  insurance  crisis.  All  of  us  in  ^ 
this  last  year  have  done  the  impossible  because  the  prob- 
lem was  so  acute. 

We  shall  therefore  no  longer  accept  from  insurance 
companies  the  answer  that  they  do  not  have  certain  fig- 
ures or  cannot  generate  them  from  their  computers.  If 
they  cannot  provide  the  data,  they  are  tacitly  admitting 
that  their  rates  are  unjustifiable. 

Mr.  Commissioner,  any  response  from  an  insurance 
company,  less  than  that  which  you  stipulated  in  the  Penn-  '.1 
sylvania  Bulletin  of  February  14,  should  not  be  accepted. 
Companies  must  be  required  to  submit  the  basic  informa- 
tion you  seek.  Nor  should  companies  predetermine  the 
credibility  of  data.  You  are  the  judge  of  that. 

Carriers  should  not  be  permitted  to  submit  data  which  is 
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incomprehensible.  The  current  Argonaut  filing  is  a classic 
example  of  this.  It  is  an  exercise  in  legal  double-talk  de- 
signed to  confuse  and  obscure.  We  are  gravely  concerned 
about  the  Argonaut  filing  and  will  deal  with  it  in  detail  on 
Thursday.  Today,  it  is  sufficient  to  say  that  the  Pennsylva- 
nia Insurance  Department  has  pioneered  in  the  drive  to 
abolish  insurance  jargon.  In  that  spirit,  we  recommend 
that  all  companies  be  required  to  follow  a format  stipu- 
lated by  the  department  so  that  there  are  no  misun- 
derstandings and  that  all  rate  filings  can  be  compared. 

The  time  has  come  to  ask  whether  the  laws  which  gov- 
ern the  writing  of  other  casualty  insurance  are  adequate  to 
cover  the  health  care  industry.  Let  us  look  at  what  has 
happened  in  Pennsylvania. 

The  Medical  Protective  Company  of  Fort  Wayne,  In- 
diana, a company  which  has  specialized  in  writing  medi- 
cal malpractice  insurance  for  more  than  75  years,  has 
acquired  a dominant  share  of  the  malpractice  insurance 
market  in  Pennsylvania,  writing  more  than  6,000  medical 
doctors.  Because  of  the  historic  lack  of  ground  rules  on 
the  way  malpractice  insurance  is  written  in  Pennsylvania, 
Medical  Protective  has  discriminated  against  the  high  risk 
market . 

The  result  is  that/n  the  Philadelphia  area,  Territory  I,  the 
high  risk  area  of  the  state — with  its  more  than  4,500 
doctors — Medical  Protective  insures  only  297  high  risk 
physicians  in  Classes  4 and  5. 

Because  the  high  risk  physicians  in  the  Philadelphia 
area  had  nowhere  else  to  turn,  PMS  launched  the  Ar- 
gonaut program.  The  result  is  thatmore  than  40 percent  of 
the  doctors  insured  by  Argonaut  in  the  Philadelphia  area 
are  high  risk  physicians  in  Classes  4 and  5,  as  compared  to 
10.7  percent  for  Medical  Protective. 

When  Medical  Protective  did  go  into  the  Philadelphia 
area,  it  went  in  very  selectively  and  chose  to  write,  as  you 
might  expect.  Class  1 physicians,  some  2,000  of  them.  As  a 
matter  of  fact,  85.3  percent  of  Medical  Protective’s 
portfolio  in  Territory  I consists  of  low  risk  Class  1 and  2 
physicians. 

Out  in  Territory  II  where  the  incidence  of  malpractice 

TABLE  I 

Number  of  Risk  Classifications 


PENNSYLVANIA — using  insurance  tradition  5 

NEW  YORK — doctors'  captive  company  8 

NEW  JERSEY — Medical  Society  determined  8 

MICHIGAN — doctors'  captive  company  8 

MARYLAND — doctors'  captive  company  6 

(18  premium  levels) 


cases  drops  off  to  one-third  that  of  the  Philadelphia  area. 
Medical  Protective  steps  very  carefully,  writing  only  a total 
of  864  or  23.6  percent  of  its  portfolio  in  high  risk  doctors. 
And  my  guess  is  that  most  of  those  high  risk  people  come 
from  the  center  of  the  state  and  not  from  Pittsburgh.  Of 
course,  this  is  the  kind  of  information  we  would  like  to  see 
from  Medical  Protective.  As  we  might  expect,  in  Territory 
II,  Medical  Protective  once  again  heads  for  dry  ground, 
insuring  more  than  2,000  Class  1 and  2 physicians  or  71 
percent  of  its  Territory  II  portfolio  . 

Altogether,  Medical  Protective  is  sitting  on  nearly  5,000 
of  the  lowest  risk  physicians  in  the  Commonwealth.  In 
Classes  4 and  5,  it  covers  1,161,  with  the  majority  of  those 
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carefully  chosen  risks  taken  from  the  safest  areas  of  the 
state. 

Another  ramification  of  the  marketing  policies  of  Medi- 
cal Protective  can  be  found  in  its  rate  structure.  Although 
advertising  a rate  in  the  Philadelphia  area  to  Class  5 physi- 
cians of  only  $5,957  (as  compared  to  a rate  of  $13,580  for 
Argonaut),  the  truth  of  the  matter  is  that  Medical  Protec- 
tive rarely,  if  ever,  sells  a Class  5 policy  in  Philadelphia. 
The  rate  is  a phony  paper  rate.  While  this  is  of  little  or  no 
consequence  to  Medical  Protective,  it  causes  great  mis- 
understanding for  those  physicians  rejected  by  Medical 
Protective,  for  they  in  turn  feel  cheated  when  told  that  the 
company  which  will  write  them  (Argonaut)  is  going  to 
charge  them  twice  as  much. 

We  support  the  free  enterprise  system,  but  question 
whether  or  not  a time  comes  when  the  interests  of  a pri- 
vate, for  profit  corporation  should  be  weighed  against  the 
public  interest.  At  the  very  least  there  must  be  accountabil- 
ity and,  beyond  that,  responsibility. 

We  request  that  you  give  consideration,  to  the  extent  of 
your  discretionary  power,  to  require  Medical  Protective  as 
a condition  of  its  authority  to  write  malpractice  insurance, 
to  balance  its  portfolio  with  a proportionate  share  of  the 
high  risk  market  in  Pennsylvania. 

The  five  classifications  of  risk  now  used  in  Pennsylvania 
may  no  longer  be  adequate.  Some  other  states  have  differ- 
ing numbers  of  risk  classifications  (Table  I)  . The  physi- 
cian owned  insurance  company  in  New  York  State  has 
eight  major  classes  of  risk  with  numerous  subdivisions. 
The  physician  company  in  Michigan  uses  eight  classes.  In 
New  Jersey,  we  find  eight  categories  of  risk  classification. 
The  physician  captive  in  Maryland  uses  6 major  classes, 
again  with  numerous  premium  divisions.  We  urge  you  to 
consider  this  entire  question  and  make  new  determina- 
tions as  to  whether  five  major  risk  categories  adequately 
describe  the  reai  world  experienced  by  specialists  in 
Pennsylvania  today  and  whether  the  data  presented  by  the 
carriers  supports  continued  use  of  the  five  class  system 
(Table  II). 

Similarly,  we  strongly  challenge  the  two  territorial  des- 

TABLE  II 

Variance  of  Risk  Classification 
Pa.  Medical 

Protective  Other 

Ophthalmology  1 Class  N.Y.  — 3 classes 

Urology  1 Class  N.Y.  — 2 classes 

N.J.  — 3 classes 
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TABLE  III 
Claims  Incidence* 
(per  100  doctors) 


Territory  1 

Total  No.  of 
claims 
(all  years) 

Claim  per 
100 

Philadelphia  County 

274 

9.8 

Other  Counties 

140 

7.6 

(e.g.  Chester  County) 

(8) 

(3.2) 

Territory  2 

Allegheny  County 

89 

6.8 

Other  Counties 

150 

3.6 

State  Total 

653 

6.4 

‘Argonaut  data  as  of  5131175 

ignations  (Table  III).  As  an  example,  the  data  generated  by 
the  PMS-Argonaut  program  shows  clearly  that  the  inci- 
dence of  claims  per  1 00  doctors  in  Chester  County  at  3.2  is 
much  closer  to  the  rest  of  rural  Pennsylvania  at  3.6  than  to 
Philadelphia  with  9.8.  Similarly,  the  average  dollar  amount 
paid  per  claim  in  Bucks  County  is  far  below  that  for  claims 
paid  in  Philadelphia. 

On  the  other  hand,  the  frequency  of  claims  in  Allegheny 
County  is  6.8,  only  slightly  below  that  of  other  counties  in 
Territory  I.  We  recommend  that  the  carriers  be  required  to 
submit  data  on  the  incidence  of  claims  per  100  doctors  on 
a county  by  county  basis  so  that  a complete  re- 
examination of  the  territorial  question  can  be  ac- 
complished. There  seem  to  be  major  inconsistencies  in 
the  present  territories  and  some  basic  changes  appear 
necessary. 

Finally,  we  question  Medical  Protective’s  acting  as  the 
servicing  agent  forthe  Joint  Underwriting  Association.  We 
see  a definite  conflict  of  interest  here.  We  feel  once  again 
that  the  insurance  industry,  particularly  in  Pennsylvania, 
has  let  us  down.  After  the  industry  was  given  a JUA,  in  the 
form  it  desired  with  absolutely  no  risk,  no  one  would  step 
forward  to  run  it,  even  on  a cost  plus  basis. 

While  we  have  been  extremely  critical  of  Medical  Pro- 
tective we  do  not  imply  that  the  Argonaut  Insurance  Com- 
pany is  without  fault.  It  is  true,  however,  that  we  have 
received  far  more  data  from  Argonaut  than  from  Medical 
Protective.  Later  in  this  hearing,  assisted  by  an  independ- 
ent actuary  and  legal  counsel,  the  Society  will  specifically 
address  the  Argonaut  rate  filing  about  which  it  has  grave 
misgivings. 

But  even  before  you  consider  any  rate  requests,  we 
believe  the  areas  cited  require  re-examination  and  reform. 
Let  me  quickly  summarize  them. 

1 . Submission  of  meaningful  data  in  a format  specified 
by  the  department. 

2.  Re-evaluation  of  the  two-territory  concept. 

3.  Review  of  the  five  risk  classification  system. 

4.  A determination  as  to  whether  private  companies 
should  be  required  to  write  a proportionate  share  of  the 
high  risk  market. 

5.  An  evaluation  of  the  conflict  of  interest  regarding  the 
use  of  Medical  Protective  as  the  servicing  agent  for  the 
JUA  and  location  of  an  alternate  as  soon  as  possible. 

While  we  urge  your  consideration  of  these  insurance 
questions,  we  do  not  imply  that  the  entire  malpractice 


insurance  problem  belongs  to  the  insurance  industry. 

The  major  causes  of  the  malpractice  crisis  still  require 
legislative  reform.  At  the  time  of  the  passage  of  Act  111, 
which  incidentally  was  not  designed  by  us,  the  Pennsylva- 
nia Medical  Society  said  that  the  new  law  offered  no  real 
long-term  answers  to  the  crisis  in  health  care.  We  recog- 
nized that  the  General  Assembly  and  the  administration 
honestly  searched  for  a solution  to  the  problem  and  we 
appreciated  that.  But  we  also  pointed  out  that  no  legisla- 
tive proposal  would  work  that  doesn't  provide  for: 

1 . Final  binding  arbitration; 

2.  A realistic  two  year  statute  of  limitations; 

3.  Periodic  rather  than  lump  sum  payments; 

4.  The  direction  of  punitive  damages  to  the  State  Board 
of  Medical  Education  and  Licensure  rather  than  to 
the  plaintiff; 

5.  A definition  of  informed  consent  which  serves  pa- 
tients rather  than  the  legal  profession; 

6.  The  limitation  of  awards  to  actual  economic  loss. 

One  year  ago  we  came  before  you  and  summarized  the 

crisis  facing  the  Commonwealth  then.  As  I prepared  for 
this  hearing,  I was  struck  by  how  those  conditions  have 
worsened. 

One  year  ago  we  said,  “The  cost  of  medical  care  is 
increasing  as  skyrocketing  malpractice  premiums  are 
passed  on  to  patients,  employees,  and  employers.  ' 

Today,  that  is  even  more  true.  Health  care  costs  shot  up 
14  percent  last  year.  A few  weeks  ago  in  California,  or- 
thopedic physicians  raised  the  cost  of  an  initial  office  visit 
33  percent  as  a result  of  malpractice  insurance  premium 
increases  of  more  than  300  percent. 

A year  ago  we  said,  “The  public  believes  that  insurance 
is  a bottomless  bucket  of  gold  from  which  money  can  be 
constantly  drained  at  a cost  to  no  one.” 

A few  weeks  ago  we  saw  that  a suit  for  $1 .8  billion  was 
filed  in  New  York  against  21  drug  manufacturers  and  four 
physicians. 

A year  ago  we  said,  “The  cost  of  medical  care  is  rising  as 
doctors  increasingly  practice  defensive  medicine.” 

Now  we  have  statistics  from  Pennsylvania  Blue  Shield 
which  substantiate  this  claim.  In  a twenty-four  month 
period.  Blue  Shield  has  found  that  the  use  of  x-rays  is  up 
24  percent,  consultations  are  up  1 9 percent,  and  the  use  of 
laboratory  services  up  98  percent.  And  just  a few  weeks 
ago  it  was  reported  that  all  141  doctors  on  the  staff  of  a 
New  Jersey  hospital  had  been  named  defendants  in  a 
malpractice  suit. 

A year  ago  we  said,  “There  is  the  prospect  of  patients 
seeking  compensation  from  a system  that  returns  only  16 
cents  on  the  dollar.” 

One  year  later  we  remain  shackled  to  a system  which 
delivers  compensation  to  injured  patients  about  as  effi- 
ciently as  the  U.S.  Post  Office  delivers  mail. 

Mr.  Commissioner,  we  commend  you  for  holding  these 
hearings  and  for  turning  the  public  spotlight  on  the  man- 
ner in  which  malpractice  insurance  rates  are  determined. 
This  isone  issuethat  needsall  of  the  illumination  possible. 
At  the  same  time  I think  you  will  agree  that  we  will  be 
forced  to  go  through  this  exercise  many  more  times  until 
we  can  prevail  on  the  Legislature  to  extend  the  reform  it 
began  in  Act  111.  Thank  you. 
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Special 


Price 


ADHESIVE 
TAPE  REMOVER 

Cotton  pad  with  tape  removing 
solution  in  foil  packet 


)lls) 


NT 


#3267 


List  Price 


$9.90 


Lemon-Glycerin  Swabs 

$250 


CLEANSIHG 
WIPES 

saturated  with 
Benzalkonium  Chloride 
Solution  DSP  1 :750 

#7069  1 Box  (100) 


50%  lemon  juice  and  50%  glycerin 
#D-111 
1 Box  (50) 

List  Price  — $3.75 


#D-109 
1 box  (100) 

Special  Price  — 

List  Price  — $3.10 
NT 


$200 


special  Price  — 


NT 


Special  Price 
List  Price  — $2.57 


NT 


FOR  HOME,  GARDEN  OR  AROUND  THE  OFFICIi 

BLACK  & DECKER  MOD  4 
CORDLESS  TOOL  SET. . . 

all  in  one,  a grass  trimmer,  hedge 
trimmer,  spotlight  and  1/4  inch 
drill.  Comes  with  complete  power 
pack  and  handle.  _ _ __ 

$4gs5 


special  Price 
List  Price  — $66.96 


Taxable 


ORDER  SPECIALS  AND  ALL  YOUR  SUPPLIES  TODAY  - PRICES  ON  SPECIALS  END  MAY  31. 

Fold  business  reply  side  out  for  mailing.  Use  order  form  on  reverse  side. 


Message  to  Non  Members 
TO  SAVE  AT  THE  CO-OP  JOIN  NOW! 


MEMBERSHIP  APPLICATION 


(Please  make  checks  payable  to  the  Pennsylvania  Medical  Cooperative.) 


NAME: 


i ADDRESS: 


jciTY: ^TATE ZIP 

E 

' ^TELEPHONE  NUMBER: 


/ am  a member  of  the  Pennsylvania  Medi- 
cal Society.  Please  enroll  me  as  a member 
of  the  Pennsylvania  Medical  Coopera- 
tive. Enclosed  you  will  find  a check  in  the 
amount  of  $200  to  cover  the  membership 
requirement.  It  is  my  understanding  that 
this  is  a one-time  subscription  entitling 
me  to  a vote  in  the  affairs  of  the  Coopera- 
tive and  giving  me  the  right  to  purchase 
all  medical  supplies  offered  by  the 
Cooperative. 


Another  member  benefit  of  the  Pennsylvania  Medical  Society!  33 


ORDER  FORM 

Pennsylvania  MEDICAL  Cooperat;ive 

3617  B SIMPSON  FERRY  RD. 

CAMP  HILL,  PA.  1701 1 
(717)  761-8215 


NUMBER 

PLEASE  TYPE  YOUR  NAME  AND  ADDRESS: 


E|v,  CATALOG  NO. 


DESCRIPTION 


COLOR 


SIZE 


QTY. 


UNIT  PRICE 


OFFICE  USE  ONL  Y 


AMOUNT 


QTY 
SHIPPED 


CORRECTION  COL. 


QTY. 


AMOUNT 


ORDER  INSTRUCTIONS 

SERVICE  CHARGE  No  minimum  order.  Add  service  charge  of  $1 .25  if  order  is  under  $25.00. 

SALES  TAX  For  your  convenience,  when  entering  unit  price  enter  code  (T)  per  price  list  for  taxable 
items,  calculate,  total  and  enter  in  sales  tax  field,  lower  right. 

CASH  IN  ADVANCE  Total  order  and  include  your  check  with  the  order.  Refunds  will  be  issued  for 
excess  for  payment.  Staple  check  to  order  form,  seal  order  form  securely. 

GUARANTEE  If  for  any  reason  you  are  not  completely  satisfied  with  items  purchased  from  Pennsyl- 
vania Medical  Cooperative,  please  refer  to  return  policy  in  catalog. 

OFFICE  BUYER 

PLEASE  PRINT  NAME 


SUB  TOTAL 


SALES  TAX 


SERVICE 

CHARGE 


TOTAL  DUE 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


FIRST  CLASS 
PERMIT  NO.  373 
CAMP  HILL.  PA. 


POSTAGE  WILL  BE  PAID  BY 

PENNSYLVANIA  MEDICAL  COOPERATIVE 
3617  SIMPSON  FERRY  ROAD 
CAMP  HILL,  PA.  17011 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodiiator 
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(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
« diabetic  patient  has  been  reported  with 


VASODIIAN 

{ISOXSUFftlNEHCD 

TABLETS,  20  mg. 

the  compatibie  vasodiiator 


© 


3 MeadtiJlMDn 


LABORATORIES 


1976  MEAD  JOHNSON  4 COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54117 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 


GLYCOTUSS; 

[guaifenesin) 

it  frees  cx)ughs  by 
removing  their  cause.  i 


GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
percentage  of  coughs,  particularly  the  familiar  cfry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 

Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reciuced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 


Indications:  GLYCOTUSS  (guaifene- 
sin] IS  of  value  in  the  treatment  of 
coughs,  particularly  the  unproductive 
cough  due  to  the  common  cold 
In  chronic  bronchitis  and  bronchiecta- 
sis It  apparently  aids  healing  in  the 
chronic  stage  of  inflammation  by  caus- 
ing irritation  The  sputum  often  de- 
creases in  amount  and  is  less  objec- 
tionable in  taste  and  odor 
Dosage:  Adults  One  or  two  tablets  or 
teaspoontuls  every  four  hours  The 
suggested  adult  maximum  daily  dos- 
age IS  800  mg  unless  directed  other- 
wise by  the  physician  Children  (6  to 
12  years]  one  tablet  or  teaspoontui 
every  four  hours  Children  under  6 
years  as  the  physician  directs 
Contraindications:  Contraindicated  in 
patients  who  have  a history  of  sensi- 
tivity to  guaiacol 

Side  Effects:  No  serious  side  effects 
have  been  reported  of  guaifenesin 
Occasional  gastric  disturbance  and 
nausea  have  been  encountered 
Supplied:  GLYCOTUSS  (guaifenesin] 
IS  available  as  tablets  in  bottles  of  100, 
500  and  1,000  as  a pleasantly  fla- 
vored syrup,  in  pints  and  gallons 
Each  tablet  contains  100  mg  guaifene- 
sin Each  teaspoonful  (5  ml  ] contains 
100  mg  guaifenesin 


A\  /a  pharmaceuticals  Since  1922 

THE  VALE  CHEMICAL  CO..  IHC. 


Allentown.  Pennsylvania  18102 
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^AUBIEwliiC  Scrapbook 
of  Vitamin  Facts  & Faiiacies 


Northern  and  Central  Europeans  must  obtain  their  vitamin  C 
primarily  from  cabbage  because  these  countries  don't  have 
a Florida  or  California  as  a source  of  citrus  fruits.  These 
inhabitants  get  about  twice  as  much  ascorbic  acid  when  they 


Look  for  the  monogram 
“AHR”  on  every  Allbee 
with  C capsule.  It  is  your 
assurance  that  this  is  the 
original  and  genuine 
product  and  notan 
imitation. 


Hippocrates  was  probably  the  first 
person  to  observe  and  record  the 
symptoms  of  scurvy.  In  about 
400  B.C.  he  wrote  that  he  was 
perplexed  by  the  large  number  of 
soldiers  suffering  from  gangrene 
of  the  gums. 


Vitamins  are  so 
potent  that  a day’s 
supply  weighs  only 
1 /237th  of  an  ounce! 


People  in  more  primitive,  less  commercialized 
societies  often  eat  better  balanced  diets  than 
affluent  Americans.  These  natives  instinctively 
choose  nourishing  foods  because  their  bodies  tell 
them  what  they  need.  The  dietary  habits  of  Ameri- 
cans are  often  influenced  by  television  commer- 
cials that  appeal  to  our  wants  instead  of  our  needs. 


Available  on  your 
prescription  or 
recommendation 

MIHEiMlC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 


MULTIVITAMINS 


Each  capsulecontams  % 

Thiamin#  mononitrale  (B>)  15  mg  1500^ 
Riboflavin  (6i)  10  mg  83*' 

PyriOoiin#  hydrochlo'Kl#  (Bt)5  mg  * 
NiacmamiO#  50  mg  500' 

Calcium  paniofh«naf*  10  mg  TV 
Ascorbic  acK)  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


A.H.  Robins  Company,  Richmond.  Va.  23220 


yi'H' 


[ROBINS 


i 


each  tablet, 
capsule  or  5 cc. 
teaspoontui  each 

of  elixir  Donnatal 

(23%  alcohoO No  2 

hyoscyamine  sulfate  0.1037  mg.  0.1037  mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg 

hyoscine  hydrobromide  0.0065  mg  0.0065  mg. 

phenobarbital  C^gr.)  16  2 mg  (i4  gr.]  32  4 mg 

[warning:  may  be  habit  forming) 


each 

Extentab 

0.31 1 1 mg. 
0.0582  mg 
0.0195  mg. 
(}i  gr.)  48.6  mg 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma:  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy};  or 
hypersensitivity  to  any  of  the  ingredients 


A H Robins  Company  Richmond  Virginia  23220 


If  your  angina  patient* 
isn't  having  3outof  4 
better  days  than  usual... 


try  Cardilate 

■'(ERYTHRITYLTETRANITRATE) 
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INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  Its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 

Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin} may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane.  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation.  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100.  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
L Also  available  Cardilate- P brand 
'Erythrityl  Tetranitrate  with  Phenobarbital* 
(*Warning  may  be  habit-forming) 

1 Russek  HI  AM  J M Sc  239.478.  1960 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


"Please  note  unsiable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


“Pain  days  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl  tetranitrate)  in  48-patient 
study  ^ Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate. 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin. 


Utilization 

review 


This  article  was  prepared  by  the  communications  department 
of  Pennsylvania  Blue  Shield.  Requests  for  reprints  should  be 
sent  to:  Communications  Department,  Pennsylvania  Blue 
Shield,  Camp  Hill,  PA  17011. 


We  think  it  is  about  time  you  hear  some  plain  talk 
about  Utilization  Review.  There  is  probably  no  activity 
that  Pennsylvania  Blue  Shield  engages  in  that  is  more  mis- 
understood by  doctors,  subscribers,  and  the  general  public 
than  this. 

This  booklet  is  an  attempt  to  replace  rumor  with  fact; 
to  take  Utilization  Review  out  of  the  closet  and  make  it  a 
legitimate  topic  of  conversation.  We  know  that  for  some 
time  many  people  have  viewed  our  UR  efforts  as  merely  a 
policing  action.  Others  have  thought  of  it  in  a “Big  Brother” 
context.  However,  the  scope  of  Utilization  Review  is  cer- 
tainly much  broader  than  just  being  the  policeman  on  the 
health  care  beat.  If  you  buy  the  premise  that  no  one  bene- 
fits from  unnecessary  medical  costs,  then  you  are  on  the 
same  track  as  our  Utilization  Review  program. 

We  would  like  to  correct  the  misconceptions  about  our 
UR  program  by  showing  you  how  Utilization  Review  really 
works. 

Utilization  What? 


out  nearly  $400  million  a year  in  benefits  on  behalf  of  Blue 
Shield  subscribers  and  Medicare  beneficiaries,  our  accounta- 
bility in  this  area  is  substantial. 


We  have  an  entire  Division  at  Blue  Shield,  70  people, 
working  on  nothing  but  Utilization  Review.  They  pursue 
our  UR  objectives  by: 


What  exactly  is  Utilization  Review?  It  is  a controversial, 
but  proven,  method  of  holding  down  unnecessary  medical 
costs.  And  the  way  we  do  it  is  to  prevent,  detect,  and 
eliminate  excessive  use  or  misutilization  of  health  care 
benefits. 


Over  the  years,  the  Pennsylvania  Insurance  Department 
has  been  a strong  proponent  of  the  Utilization  Review  con- 
cept. Also,  the  Federal  government  has  recognized  the  value 
of  Utilization  Review  by  requiring  it  in  most  government- 
sponsored  health  care  programs. 

Since  Pennsylvania  Blue  Shield  provides  health  care  pro- 
tection to  over  two-thirds  of  the  state’s  residents  and  pays 


—identifying  potential  problem  areas. 

—gathering  facts  to  substantiate  that  a problem  exists. 
—discussing  these  problems  with  those  involved  (in- 
cluding professional  review  committees). 
—preventing  future  problems  or  abuse  in  claims  re- 
porting. 

—referring  serious  cases  to  law  enforcement  officials. 
—recovering  funds  paid  erroneously. 

Although  a large  part  of  this  work  is  investigative,  we 
like  to  think  that  its  value  lies  in  its  educational  effect. 
Through  our  many  contacts  with  doctors  we  can  point  out 
potential  areas  of  overutilization  or  problem  claim  report- 
ing they  may  not  be  aware  of.  We  have  the  unique  capabili- 
ty of  viewing  their  individual  patterns  of  practice  in  relation- 
ship with  other  doctors  in  the  same  community  and  medical 
specialty.  We  often  find  doctors  have  no  idea  they  are  con- 
tributing to  overutilization  or  misutilization  of  Blue  Shield 
benefits.  In  many  cases  we  are  able  to  give  specific  sugges- 
tions on  how  to  correct  or  eliminate  these  problems. 

Of  course,  we  also  encounter  cases  of  potential  fraud. 

No  one  likes  to  talk  about  such  cases,  but  they  do  exist  in 
all  professions.  We  have  found  these  cases  involve  less  than 
one  half  of  one  percent  of  all  Pennsylvania  practitioners. 
Having  worked  closely  with  Pennsylvania  doctors  for  more 
than  30  years,  we  realize  the  majority  of  them  have  the 
highest  integrity.  Consequently,  they  are  as  concerned  as 
Blue  Shield  over  controlling  misutilization  and  resultant 
increases  in  medical  costs.  And  since  we  are  both  working 
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toward  the  same  end,  we  feel  it  is  important  for  the  state’s 
doctors  to  know  how  Utilization  Review  works. 

What  Do  We  Look  For? 

In  any  review  by  our  Utilization  Division  we  look 
basically  for  two  things:  a pattern  of  overutilization  or  mis- 
utilization. 

Overutilization:  We  consider  overutilization  the  unnec- 
essary or  repetitive  performance  of  an  eligible  service,  which 
is  not  medically  indicated  or  in  accordance  with  the  best 
practice  of  medicine  in  the  community. 

Misutilization:  We  define  misutilization  as  reporting 
services  not  performed,  reporting  an  ineligible  service  as  an 
eligible  one,  or  upgrading  a service  to  obtain  a higher  fee. 


Method  Of  Review 

Blue  Shield  uses  seven  different  methods  to  select 
claims  and  doctors  for  review: 

7.  Routine  survey  of  paid  claims:  These  surveys  are  re- 
quired by  auditing  principles.  The  number  of  claims 
surveyed  is  determined  on  a percentage  basis  of  all 
claims  submitted  to  Blue  Shield  for  payment.  Veri- 
fying information  is  obtained  from  hospital  record 
rooms  by  mail,  or  from  patients  by  mail  or  personal 
interviews. 

2.  Special  survey:  Generally,  these  are  made  as  a result 
of  discrepancies  uncovered  in  the  course  of  other 
reviews.  A number  of  claims  are  selected  at  random 
from  all  those  submitted  by  a particular  doctor.  Re- 
view mechanisms  are  then  applied  to  establish  wheth- 
er or  not  there  is  any  pattern  of  erroneous  claim  sub- 
mission. At  a given  point  the  Utilization  Division 
may  have  200  such  cases  in  various  stages  of  develop- 
ment. 

3.  Investigation  of  complaints  about  potential  utiliza- 
tion problems:  Many  reviews  are  prompted  by  com- 
plaints from  Blue  Shield  subscribers,  beneficiaries  of 
the  Government  Programs  we  administer,  and  doc- 
tors. The  Utilization  Division  uses  a variety  of 


approaches  to  determine  whether  or  not  the  com- 
plaint is  justified.  A complaint  is  considered  “justifi- 
ed” if  it  results  in  the  identification  of  questionable 
billing  practices  or  utilization  problems.  It  has  been 
Blue  Shield’s  experience  that  approximately  50  per- 
cent of  the  complaints  received  are  unjustified  and  a 
complete  investigation  supports  the  doctor’s  claim 
submission  as  accurate  and  valid. 

4.  Pre-payment  review  of  unusual  claims:  These  re- 
views are  conducted  before  final  processing  is  com- 
pleted and  claim  payment  is  made.  The  criteria  for 
initiating  pre-payment  reviews  have  varied  as  our 
experience  in  processing  claims  has  increased.  Ex- 
amples of  some  of  the  criteria  used  are: 

-Reports  of  unusual  combinations  of  multiple  ser- 
vices. 

-Multiple  services  by  the  same  doctor  during  one 
hospitalization. 

-In-hospital  medical  care  reported  by  several  doctors 
for  the  same  case. 

-Claims  from  doctors  whose  practices  are  under  re- 
view as  a result  of  other  utilization  activities. 

5.  Statistical  review  of  accumulative  claims  payment 
data:  Computerized  and  itemized  listings  of  paid 
claims  are  generated  for  every  doctor  reporting 
services  to  Pennsylvania  Blue  Shield.  These  reports 
are  then  analyzed  to  detect  unusual  utilization, 
charge,  or  payment  patterns.  After  doctors  are 
identified  by  this  process,  their  claims  are  manually 
reviewed;  first  by  Blue  Shield  personnel  and  then,  if 


the  practices  still  appear  questionable,  by  indepen- 
dent peer  review  panels. 

6.  Referrals  by  the  Social  Security  Administration:  As 
an  administrator  of  the  Medicare  Part  B program, 
SSA  periodically  asks  us  to  review  doctors  who  fail 
certain  SSA  screens  or  ratios  related  to  their  pattern 
of  practice. 

7.  Referrals  by  the  State  Insurance  Department:  The 
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Pennsylvania  Insurance  Department  also  requests 
that  sve  review  complaints  they  have  received.  These 
are  handled  in  the  same  manner  as  are  other  investi- 
gations of  complaints. 

Typical  UR  Problem 

Although  all  Utilization  Review  problems  are  unique  in 
one  way  or  another,  there  are  certain  ones  which  seem  to 
recur  more  frequently.  Let’s  look  at  one  of  these  and  see 
how  Blue  Shield’s  Utilization  Division  would  handle  it. 

For  example,  through  one  of  the  detection  procedures 
already  discussed,  a physician  is  identified  who  classifies  the 
majority  of  his  inhospital  medical  care  as  "extended”  visits. 

It  has  been  our  experience  that  the  other,  lower  paying 
visits,  are  the  ones  most  frequently  reported  by  the  phy- 
sician’s peer  group.  This  apparent  disparity  in  reporting 
patterns  alerts  us  to  a possible  utilization  problem. 

Case  Development 

Once  this  type  of  situation  is  detected,  case  development 
can  involve  any  one  or  all  of  the  following  steps.  (It  should 
be  noted  a case  can  be  closed  at  any  of  these  stages  if  the 
factual  information  obtained  satisfactorily  explains  the 
initial  problem  detected.) 


Field  Investigation:  If  warranted,  a field  investigation 
is  conducted  which  usually  includes  interviewing  pa- 
tients and/or  obtaining  copies  of  institutional  records. 
These  investigations  are  conducted  by  one  of  the 
Utilization  Division’s  10  field  representatives. 

In  order  to  verify  services  were  performed  as  report- 
ed, field  representatives  often  interview  patients,  or,  if 
the  patient’s  age  or  condition  precludes  an  interview,  an 
appropriate  relative.  In  the  interview,  answers  to  three 
basic  questions  are  sought:  Why  did  you  visit  the  doc- 
tor? How  often  and  when  did  you  see  him?  What  ser- 
vices did  he  perform?  Representatives  are  well  trained 
and  required  to  exercise  tact  and  care  during  such  inter- 


views to  avoid  any  improper  reflection  on  the  doctor 
concerned.  This  is  normally  done  by  treating  the 
patient  contact  as  a routine  verification  of  services  paid 
by  Blue  Shield.  Field  representatives  are  instructed  never 
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to  discuss  the  quality  or  appropriateness  of  treatment  the 
patient  received.  Physicians  are  not  notified  in  advance 
that  patient  interviews  are  in  progress. 

Field  representatives  spend  most  of  their  time  in- 
vestigating claims  for  services  performed  in  the  doctor’s 
office  or  in  the  patient’s  home.  Hospital  cases  normally 
are  reviewed  through  copies  of  hospital  records  secured 
directly  by  Blue  Shield  office  personnel.  Discrepancies 
between  information  reported  on  the  claim  form  and 
the  patient’s  recollection  of  the  services  performed  are 
pursued  carefully  during  any  interview.  Representatives 
make  every  effort  to  assess  the  reliability  of  a person  be- 
ing interviewed  and  the  accuracy  of  his  or  her  statements. 


Blue  Shield  Utilization  Field  Representatives  always 
identify  themselves  and  should  not  be  confused  with 
similar  federal  field  personnel  who  conduct  investiga- 
tions on  behalf  of  the  Social  Security  Administration 
and  Department  of  Health,  Education  and  Welfare. 


Review  by  Claim  Examiners:  A Utilization  Review 
claims  examiner  reviews  the  hospital  records  or  reports 
of  field  investigations  and  summarizes  the  results.  This 
process  includes  a review  of  statistical  information  on 
payments  made  and  preparation  of  summaries  of  indi- 
vidual treatment  patterns  for  1 0 to  1 5 subscribers 
covering  a period  of  at  least  one  year. 
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Review  by  Medical  Advisor:  Next,  the  case  is  submitted 
to  one  of  Blue  Shield’s  more  than  1 1 5 Medical  Advisors 
for  an  opinion  on  whether  the  pattern  of  practice 
appears  to  indicate  overutilization  or  other  problems. 
These  Medical  Advisors  are  practicing  physicians  and  re- 
present every  major  specialty  area.  Once  an  advisor  re- 
views the  case,  he  submits  his  opinion  in  writing  to  Blue 
Shield. 


Doctor  Contact:  At  this  time  the  doctor  is  contacted  by  fnj||j( 
a utilization  field  representative  to  discuss  the  statistical  ^ 
data,  the  individual  treatment  patterns  and  the  Medical  ^ 
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Advisor’s  opinion.  The  field  representative  then  pre- 
pares a report  of  his  meeting  with  the  doctor  which  is 
added  to  the  case  summary. 

Referral  to  Physicians'  Review  Committee:  (Any  case 
under  development  may  be  referred  to  the  Physicians’ 
Review  Committee  of  the  Blue  Shield  Board  of  Direc- 
tors.) The  committee  is  made  up  of  six  doctors  from 
the  Blue  Shield  Board  and  two  laymen  from  the  Cor- 
porate membership.  As  a subcommittee  of  the  Blue 
Shield  Board  of  Review,  it  can  recommend  any  of  the 
following  courses  of  action: 


-Further  study 

-Referral  to  an  appropriate  professional  society  review 
committee 

-Direct  contact  with  the  doctor  to  recover  funds 
-Preparation  of  a formal  complaint  to  the  Board  of 
Review 

-Referral  to  legal  counsel  for  appropriate  action 

(Review  by  this  committee  does  not  necessarily  end  the 
development  of  a case  and  further  review  may  be  directed 
by  them  to  evaluate  specific  circumstances.) 

Peer  Review:  The  case  summary  may  be  referred  for 
peer  review  to  the  appropriate  state  professional  society 
(Pennsylvania  Medical  Society,  Pennsylvania  Osteopathic 
Medical  Association,  Pennsylvania  Podiatry  Associa- 
tion). A copy  of  the  material  sent  to  the  professional 
society  also  is  given  to  the  doctor  involved.  He  is  asked 
to  submit  any  additional  information  he  feels  is  pertin- 
ent to  the  case.  Once  the  case  is  reviewed  by  the 
appropriate  professional  society,  its  advisory  opinion  is 
given  in  writing  both  to  Blue  Shield  and  the  doctor. 

Refund:  If  the  professional  opinion  indicates  an  over- 
utilization problem,  a refund  is  sought  by  Pennsylvania 
Blue  Shield.  All  refund  agreements  must  be  approved 
by  the  Physicians’  Review  Committee. 

Public  Accountability 

As  one  of  the  largest  public  service  organizations  in  the 
Commonwealth,  Pennsylvania  Blue  Shield  has  a major  re- 


sponsibility to  its  subscribers  to  maintain  an  adequate 
system  of  utilization  safeguards.  Our  Utilization  Division 
was  founded  in  1962  resulting  from  a directive  of  the  State 
Insurance  Department.  Since  that  time  Utilization  Review 
has  increased  in  importance  not  only  at  Blue  Shield,  but 
also,  in  the  entire  health  care  profession. 

When  Pennsylvania  Blue  Shield  assumed  the  role  of 
carrier  for  Medicare  Part  B in  1966,  included  was  a sim- 
ilar Utilization  Revieyv  responsibility.  Essentially  the  same 
techniques  are  used  for  Medicare  as  are  employed  for  Utili- 
zation Review  of  Blue  Shield  claims.  The  one  major  differ- 
ence is,  under  federal  guidelines  for  Medicare  Part  B carri- 
ers, all  cases  ot  suspected  fraud  are  referred  directly  to  the 
Social  Security  Administration.  Prosecution  of  such  cases 
is  the  responsibility  of  federal  authorities.  (Refunds  also 
are  applicable  to  Medicare  and  must  be  approved  by  SSA.) 

Fraud  cases  involving  Blue  Shield  claims  normally  are 
reviewed  for  possible  criminal  prosecution  under  federal 
“postal  fraud’’  regulations.  Such  cases  are  pursued  when  it 
is  believed  false  claims  were  knowingly  submitted  to  Blue 
Shield  through  the  mail. 

Quality  Of  Care 

In  addition  to  our  concern  over  proper  utilization  of 
benefits,  we  also  support  programs  to  improve  the  quality 
of  care.  One  such  program  is  Professional  Standards  Review 
Organizations  (PSROs).  The  result  of  a 1 972  amendment  to 
the  Social  Security  Act,  PSROs  are  designed  to  monitor  the 
quality  and  appropriateness  of  care  provided  under  Medicare 
and  Medicaid.  Medical  care  evaluation  studies  are  an  integ- 
ral part  of  the  PSRO  program.  Blue  Shield  is  cooperating 
fully  with  state  professional  societies  in  the  implementation 
of  the  PSRO  law. 

Cost  Control 

Utilization  Review  is  no  small  operation.  Substantial 
savings  can  be  attributed  to  the  work  done  by  our  Utili- 
zation Division.  However,  we  feel  the  major  thrust  of  the 
program  is  to  prevent  and  eliminate  future  claim  reporting 
discrepancies  through  the  education  of  providers  and  sub- 
scribers. 

Such  cost-consciousness  is  what  has  kept  Pennsylvania 
Blue  Shield  in  the  forefront  of  health  care  financing.  And 
with  health  care  costs  going  up  at  the  present  rate,  this  is 
the  name  of  the  game.  The  nation’s  yearly  health  care  bill 
has  already  gone  over  $100  billion.  It  is  obvious  we  don’t 
need  the  increased  cost  of  overutilization  or  misutilization. 

As  we  said  in  the  beginning,  if  you  buy  the  premise 
that  no  one  benefits  from  unnecessary  medical  costs,  then 
you  are  on  the  same  track  as  our  Utilization  Review  pro- 
gram. Rather  than  being  the  policeman  on  the  health  care 
beat,  we  are  trying  to  exercise  prudent  control  over  health 
costs  for  the  benefit  of  both  the  average  consumer  and  the 
providers  of  health  care. 
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One  contains  aspirin. 
One  doesn’t. 


Darvocet-N^lOO 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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CHIROPRACTORS 

HEALERS  OR  QUACKS? 


PART1: 

THE  80-YEAR  WAR  WITH 
SCIENCE 
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HOW  CHIROPRACTORS 
CAN  HELP-OR  HARM 
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Reprints  are  available  from  Consumers  Union,  Reprint  Dept.,  Orangeburg,  NY  10962  at  the 
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500  copies  175.00 

1000  copies  300.00 
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CHIROPRACTORS 

HEALERS  OR  QUACKS? 


Can  the  chiropractor  serve  some  of  your  health- 
care needs?  Pointing  to  the  more  than  5,000,000 
persons  who  visit  chiropractors  in  the  United 
States  and  Canada  each  year,  the  chiropractic 
profession  insists  it  offers  an  important  health  ser- 
vice. Itscritics  in  medicineand  science  thinkother- 
wise,  however,  and  assert  that  chiropractic  is  a 
danger  to  patients.  In  this  first  of  a two-part  series, 
CU  explores  the  reasons  for  that  controversy  and 
examines  some  of  the  theories  and  practices  of 
chiropractic,  a system  of  therapy  that  claims  to 
restore  or  maintain  health  by  spinal  manipulation. 


PARTI:  THE  80-YEAR  WAR  WITH  SCIENCE 


In  a voice  chargctl  with  emotion.  Dr.  Joseph  Janse.  presi- 
dent of  the  National  College  of  Chiropractic,  was  addressing 
the  hushed  audience  in  the  conference  room. 

“For  me  to  stand  here  and  exclaim  or  explain  that  I and 
my  people,  or  those  who  preceded  me,  have  never  indulged 
in  mishap  or  overclaim  . . . would  be  dishonest. 

"...  I am  not,  and  we  are  not,  necessarily  proud  of  those 
that  we  are  responsible  for,  and  have  to  live  with.  But  I do 
hope  . . . this  workshop  will  not  deny  the  people  of  my  pro- 
fession the  privilege  of  progress  and  ethics.” 

As  on  many  previous  occasions.  Dr.  Janse  was  responding 
to  a challenge  to  chiropractic.  But  this  occasion  last  Febru- 
ary was  different  from  the  rest. 

The  conference,  a “Workshop  on  the  Research  Status  of 
Spinal  Manipulative  Therapy,”  was  taking  place  in  Be- 
thesda,  Md.,  at  the  National  Institutes  of  Health  (NIH). 
Never  before  had  chiropractors  participated  in  an  inter- 
national scientific  conference  in  the  United  States,  much 
less  at  the  NIH,  one  of  the  world’s  foremost  medical  and 
biological  research  organizations. 

Throughout  its  80-year  history,  in  fact,  chiropractic  has 
largely  rejected  or  ignored  advances  in  medical  science 


fostered  by  agencies  like  the  NIH.  In  turn,  medical  and  gov- 
ernment officials  have  generally  branded  chiropractic  as  “an 
unscientific  cult”  or  “a  significant  hazard  to  the  public.” 
This  time,  however,  the  planning  commission  for  the  meet- 
ing—which  was  held  in  response  to  a Congressional  mandate 
—included  three  chiropractors  among  its  eight  members. 

The  arrival  of  chiropractic  in  such  a prestigious  strong- 
hold of  science  marked  the  latest  in  a series  of  developments 
that  would  appear  to  lend  support  to  the  chiropractor’s  de- 
mand for  general  recognition  as  a legitimate  practitioner  of 
the  healing  arts. 

Despite  opposition  from  organized  medicine  and  the  U.S. 
Public  Health  Service,  chiropractors  in  1973  won  the  right 
to  render  some  services  under  both  Medicare  and  Medicaid. 
Soon  after,  they  achieved  licensure  in  I.ouisiana  and  Mis- 
sissippi, the  last  two  holdouts  among  the  50  states.  (The 
same  period  saw  similar  chiropractic  gains  in  Canada.) 

The  crowning  triumph  for  American  chiropractors  came 
in  August  1974,  when  the  U.S.  Commissioner  of  Education 
recognized  an  accrediting  agency  for  chiropractic  colleges. 
Now  colleges  accredited  by  the  Council  on  Chiropractic  Ed- 
ucation have  official  national  standing.  Previously,  degrees 
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conferred  by  such  institutions— such  as  the  “Doctor  of 
Chiropractic”  degree  (D.C.)— were  listed  as  “spurious”  by 
the  U.S.  Office  of  Education.  Recognition  also  meant  that 
accredited  chiropractic  schools  would  be  eligible  for  finan- 
cial assistance  under  a variety  of  Federal  funding  programs. 

Chiropractic,  in  short,  has  made  undeniable  progress  in 
professional  status  and  access  to  government-funded  pro- 
grams. Whether  those  gains  mean  equivalent  progress  for 
health  care,  however,  is  another  question.  In  CU’s  view,  the 
answer  depends  on  whether  chiropractic  is  a valid  method 
of  treatment  or,  as  its  critics  contend,  a form  of  quackery. 

To  explore  that  question,  CU  studied  the  current  claims 
and  practices  of  the  profession  to  determine  what  chiroprac- 
tic is  and  what  potential  benefits  or  harm  a patient  might 
experience.  Our  report  is  based  on  a six-month  investigation 
by  Joseph  R.  Botta,  a Senior  Editor  of  consumer  reports 


who  specializes  in  medical  and  environmental  reporting. 
The  investigation  included  an  extensive  review  of  chiro- 
practic and  medical  literature,  as  well  as  the  findings  of 
pertinent  national,  state,  and  provincial  government  studies 
conducted  in  the  U.S.  and  Canada  over  the  last  decade.  CU 
visited  three  chiropractic  colleges— Palmer,  National,  and 
Canadian  Memorial— and  also  interviewed  officials  of  the 
principal  chiropractic  associations,  whose  memberships  in- 
clude virtually  all  of  the  15,000  U.S.  chiropractors  in  active 
practice  and  some  1400  chiropractors  in  Canada.  CU  also 
conducted  interviews  with  American  Medical  Association 
representatives  and  with  medical  practitioners  in  ortho- 
pedics, physical  medicine,  neurosurgery,  radiology,  and 
other  specialties.  In  the  interest  of  objectivity,  the  assistance 
of  CU’s  medical  consultants  was  sought  only  for  clarifying 
medical  terminology  or  practices. 


Chiropractic,  which  literally  means 
“done  by  hand,”  originates  from  the  theo- 
ries of  Daniel  David  Palmer,  a tradesman 
who  operated  a “magnetic  healing”  studio 
in  Davenport,  Iowa,  late  in  the  19th 
century.  According  to  Palmer’s  writings, 
one  of  the  passions  of  his  life  had  been  to 
discover  the  ultimate  cause  of  disease 
— why  one  person  should  be  ill  while 
another,  “eating  at  the  same  table,  work- 
ing in  the  same  shop,”  was  spared.  “This 
question,”  said  Palmer,  “had  worried 
thousands  for  centuries  and  was  answered 
in  September  1895.” 

The  answer  occurred  to  him,  wrote 
Palmer,  after  treating  a janitor  he  claimed 
was  deaf.  Palmer  alleged  that  he  restored 
the  man’s  hearing  by  adjusting  one  of  his 
vertebrae,  the  bony  segments  of  the  spine. 

Apparently  unaware  that  the  nerves  of 
hearing  are  entirely  in  the  skull.  Palmer 
theorized  that  he  had  relieved  pressure 
on  a spinal  nerve  that  affected  hearing. 
Adjusting  the  vertebrae,  he  decided,  had 
removed  interference  with  the  nerve  sup- 
ply and  thereby  allowed  the  body’s  “In- 
nate Intelligence”  to  effect  a cure.  Innate 
Intelligence,  according  to  Palmer,  was  the 
“Soul,  Spirit  or  Spark  of  Life,”  which  he 
believed  expressed  itself  through  the 
nervous  system  to  control  the  healing 
process.  By  supposedly  impeding  that  ex- 
pression, misaligned  vertebrae  were  judged 
by  Palmer  as  the  cause  of  most  disease. 

In  1895,  Palmer’s  emphasis  on  the 
spine  raised  fewer  eyebrows  among  med- 
ical practitioners  than  it  does  today.  Louis 
Pasteur  had  only  recently  demonstrated 
the  plausibility  of  the  germ  theory  of 
disease.  And  little  more  than  a generation 
separated  Palmer  from  many  eminent 
physicians  who  had  viewed  the  spine  as 
the  seat  of  innumerable  human  ills.  It  had 


been  a common  practice,  in  fact,  to  apply 
leeches,  irritants,  or  even  hot  irons  to 
tender  sites  along  the  spine  as  a treatment 
for  various  disorders. 

By  the  end  of  the  19th  century,  how- 
ever, such  practices  had  waned.  The  sci- 
entific revolution  that  would  shatter  the 
boundaries  of  medicine  in  the  20th  cen- 
tury had  already  begun. 

Osteopathy,  which  emerged  a few  years 
before  chiropractic,  adapted  to  the  change. 
While  retaining  a separate  identity — partly 
because  of  its  use  of  manipulative  therapy 
and  its  emphasis  on  the  muscles  and  skel- 
etal system — osteopathy  gradually  adop- 
ted the  concepts  and  practices  of  orthodox 
medical  science  as  well.  Osteopathic  stu- 
dents now  receive  training  similar  to  that 
of  medical  students  and  earn  a Doctor  of 
Osteopathy  (D.O.)  degree.  In  contrast, 
chiropractic  maintained  its  allegiance  to 
the  19th-century  focus  on  the  spine. 

CHIROPRACTIC  THEORY  NOW 

Some  chiropractors  still  cling  strictly  to 
Palmer’s  theory  that  misalignments  of 
the  vertebrae — or  “subluxations” — are  the 
principal  cause  of  disease.  Such  practition- 
ers tend  to  advertise  that  chiropractic  is 
crucial  to  good  health.  One  recent  ad,  for 
instance,  called  vertebral  subluxation  “a 
killer  of  millions  of  people  yearly.” 

In  the  main,  however,  chiropractic  now 
recognizes  other  factors  in  illness.  It 
tends  to  assign  bacteria  and  viruses  a back 
seat,  but  it  no  longer  ignores  their  exis- 
tence. Essentially,  it  has  modified  Palm- 
er’s theories  to  accommodate  some  basic 
scientific  realities. 

For  example,  modern  chiropractic 
agrees  with  medicine  that  germs  are  fac- 
tors in  disease  and  that  the  body  has  in- 
herent defense  mechanisms  against  them. 
However,  chiropractic  stresses  that  me- 


chanical disturbances  of  the  nervous  sys- 
tem are  what  impair  the  body’s  defenses. 
According  to  this  theory,  minor  “off-cen- 
terings” of  the  vertebrae  or  pelvis  might 
disturb  nerve  function  and  lower  the 
body’s  resistance  to  germs.  Structural  mis- 
alignments, say  chiropractors,  may  also 
disturb  nerve  impulses  to  the  visceral 
organs,  allegedly  causing  or  aggravating 
such  illnesses  as  heart  disease,  stomach 
ulcers,  and  diabetes. 

“While  many  factors  impair  man’s 
health,  disturbances  of  the  nervous  system 
are  among  the  most  important,”  asserts 
the  American  Chiropractic  Association. 
According  to  the  association,  almost  any- 
thing can  cause  a mechanical  subluxation 
that  might  trigger  nerve  disturbances: 
gravitational  strains,  asymmetrical  activi- 
ties and  efforts,  developmental  defects,  or 
other  mechanical,  chemical,  or  psychic 
irritations.  “Once  produced,”  claims  the 
association,  “the  lesion  becomes  a focus 
of  sustained  pathological  irritation.” 

THE  CHIROPRACTIC  ADJUSTMENT 

While  Palmer’s  theory  of  disease  has 
been  modified,  the  primary  chiropractic 
treatment  for  all  human  illness  remains 
the  same  as  in  1895:  spinal  adjustment. 

Chiropractic  adjustment  is  a specific 
form  of  spinal  manipulation.  The  tech- 
nique, which  is  also  used  occasionally  by 
osteopaths,  physical  therapists,  and  some 
medical  doctors,  is  distinguished  by  the 
suddenness  or  speed  of  the  maneuver, 
which  prevents  any  control  by  the  patient. 
By  comparison,  a patient  can  voluntarily 
resist — and  therefore  control — a manipu- 
lation when  the  therapist  does  it  slowly  or 
rhythmically.  If  there  is  pain,  for  example, 
the  patient  can  physically  prevent  further 
movement  or  advise  the  therapist  accord- 
ingly. The  latter  technique,  which  is  gen- 
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erally  called  “mobilization,”  is  the  most 
common  type  of  joint  manipulation  used 
by  physical  therapists. 

In  contrast,  chiropractors  emphasize  the 
sudden  maneuver,  which  they  call  a “dy- 
namic thrust.”  It  may  be  done  gently  or 
forcefully,  but  always  with  a quick  move- 
ment. The  maneuver  often  produces  a 
click-like  sound  in  the  manipulated  joint. 

Medical  and  osteopathic  practitioners 
who  use  the  technique  agree  that  it  is 
sometimes  effective  for  treating  certain 
joint  abnormalities  or  pain  originating  in 
the  back  or  neck.  There  is  disagreement 
among  them,  however,  about  what  con- 
ditions it  helps  and  exactly  how  it  does  so. 

One  prominent  theory  is  that  the  ma- 
nipulation essentially  restores  joint  mobil- 
ity, including  a measure  of  “joint  play” 
that  isn’t  apparent  in  voluntary  move- 
ments. Another  is  that  the  technique  may 
displace  a small  fragment  of  a spinal  disk 
that  may  be  pressing  against  adjacent  tis- 
sue. Others  suggest  that  the  sudden  force 
may  stretch  a contracted  muscle  or  tear 
adhesions,  possibly  relieving  a local  pain- 
causing  spasm.  Some  manipulators  sub- 
scribe to  one  theory  while  others  believe 
several  are  possible.  As  yet,  there’s  no 
proof  that  any  is  correct. 

The  chiropractic  explanation  is  that  the 
maneuver  corrects  subluxations.  However, 
the  current  chiropractic  definition  of  sub- 
luxation is  so  broad  that  it  takes  in  virtu- 
ally any  mechanical  or  functional  de- 
rangement of  the  spine — or,  as  one 
speaker  at  the  NIH  workshop  put  it,  “any 
variance  from  the  normalcy  of  a newborn 
child.”  As  a result,  the  chiropractic  view 
does  not  reject  any  of  the  other  theories. 
A locked  joint  or  offending  disk  fragment 
would  simply  be  labeled  a subluxation. 

Thus,  most  manipulators  believe  that 
their  action  affects  some  local  condition, 
whatever  it  may  be.  The  real  quarrel  arises 
when  chiropractors  claim  that  their  ma- 
nipulation also  influences  the  nervous  sys- 
tem and  helps  prevent  or  cure  disease,  an 
issue  we  will  discuss  later  in  this  report. 

BIRTH  OF  A "BACK  SPECIALIST" 

Despite  chiropractic’s  origin  and  all-em- 
bracing theory  of  disease,  many  persons 
tend  to  view  chiropractors  as  specialists 
in  muscle  or  joint  problems,  particularly 
those  of  the  back. 

Part  of  the  reason,  of  course,  is  that 
chiropractic  manipulation  focuses  on  the 
spine.  Whatever  its  ultimate  intent,  the 
therapy  involves  direct,  physical  action  on 
the  back.  So  people  may  conclude  that 
that’s  what  the  treatment  is  for. 

But  there  are  other  reasons  as  well  for 
this  traditional  association.  For  one  thing, 
the  medical  contemporary  of  the  early 
chiropractor  gave  little  priority  to  back 


ailments.  The  new  science  of  bacteriology 
held  immense  promise  for  treating  other- 
wise fatal  illnesses,  as  did  other  develop- 
ments in  diagnosis  and  surgery.  Hence, 
medical  efforts  in  the  first  third  of  this 
century  focused  on  infectious  disease  and 
similarly  urgent  problems.  Backaches 
could  wait.  Not  until  the  1930’s  did  the 
medical  profession  start  paying  much  at- 
tention to  physical  medicine  and  rehabili- 
tation. In  the  interim,  chiropractic  seemed 
to  offer  hope  in  an  area  that  medicine  had 
largely  ignored. 

Even  today,  many  physicians  find  little 
satisfaction  in  treating  back  ailments. 
Chronic  pain  may  often  be  influenced  by 
psychological  problems  or  physical  habits 
that  patients  are  unable  or  unwilling  to 
change.  Exact  diagnosis  can  be  elusive 
and  expensive,  and  follow-up  treatment 
can  be  time-consuming  for  the  doctor. 
Specialists  in  physical  medicine  and  ortho- 
pedics interviewed  by  CU  asserted  that, 
too  often,  treatment  by  some  physicians 
simply  meant  prescribing  a painkiller, 
muscle  relaxant,  or  tranquilizer  rather 
than  taking  the  time  and  effort  such  ail- 
ments might  demand. 

STEPPING  INTO  THE  GAP 

Chiropractors,  meanwhile,  have  usually 
been  ready  and  willing  to  see  patients  re- 
peatedly and  provide  active  treatment — 
manipulation,  exercise  programs,  heat  ap- 
plication, and  the  like.  In  CU’s  opinion, 
such  accommodation  has  probably  rein- 
forced the  belief  that  chiropractors  spe- 
cialize in  back  ailments.  Indeed,  a survey 
conducted  several  years  ago  by  the  Uni- 
versity of  Kentucky  College  of  Medicine 
revealed  that  most  of  the  people  in  the 
study  who  visited  chiropractors  believed 
that  a chiropractor  has  more  specialized 
training  in  musculoskeletal  back  and  joint 
problems  than  a physician  has.  Actually, 
chiropractors  usually  have  more  training 
than  medical  doctors  in  only  one  area: 
manipulative  therapy. 

Chiropractors  who  belong  to  the  Inter- 
national Chiropractors  Association  (about 
37  per  cent  of  practitioners)  often  confine 
their  treatment  solely  to  manipulation.  Be- 
sides spinal  adjustment,  treatment  may 
include  various  “soft-tissue”  manipula- 
tions, such  as  massaging  muscles  or  apply- 
ing sustained  pressure  to  ligaments.  But 
the  basic  approach  is  “hands  only.” 

Most  other  chiropractors,  however,  use 
a variety  of  treatment  techniques.  The 
scope  generally  depends  on  what’s  permit- 
ted by  state  or  provincial  law.  Chiroprac- 
tors may  not  practice  surgery  or  order 
prescription  drugs.  But  many  jurisdictions 
allow  them  to  use  physiotherapy  and  to 
recommend  various  nutritional  supple- 
ments. such  as  vitamins  and  minerals. 


The  types  of  treatment  are  often  similar 
to  some  used  by  physicians  or  physical 
therapists  (although  the  purpose  or  appli- 
cation may  not  always  be  the  same).  In 
addition  to  exercise  programs,  such  mea- 
sures may  include  the  use  of  braces  or 
casts,  whirlpool  baths,  hot  or  cold  packs, 
ultrasound,  diathermy  machines,  and 
other  devices. 

Chiropractic,  in  short,  is  seldom  lim- 
ited to  spinal  adjustment  alone.  Chiro- 
practors often  can,  and  do,  make  use  of 
common  measures  for  treating  muscle  or 
joint  complaints.  And  some  limit  their 
practice  almost  exclusively  to  such  com- 
plaints, frankly  dismissing  Palmer’s  disease 
theory  as  “cultism”  or  “chiroquackery.” 

An  undetermined  number  also  try  to 
cooperate  with  local  physicians,  referring 
patients  who  appear  to  need  medical  care 
and  occasionally  receiving  a referral  in 
turn.  Last  April,  for  example.  Medical 
Economics,  a magazine  distributed  to 
physicians,  reported  the  response  of  more 
than  1000  office-based  M.D.’s  to  a survey 
it  conducted  of  referral  relationships  with 
chiropractors.  More  than  20  per  cent 
stated  that  they  received  some  referrals 
from  chiropractors.  Almost  5 per  cent  of 
the  respondents  said  they  sometimes  re- 
ferred patients  to  chiropractors. 

On  the  basis  of  CU’s  investigation, 
however,  such  instances  of  cooperation, 
or  of  chiropractic  willingness  to  limit  its 
scope  of  practice,  tend  to  be  the  exception 
rather  than  the  rule.  Chiropractic  officials 
and  educators  invariably  told  CU  that  the 
chiropractor’s  role  was  that  of  a primary 
physician,  not  a muscle-and-joint  practi- 
tioner. They  emphasized  that  chiroprac- 
tors should  serve  as  one  of  the  “portals 
of  entry”  to  the  health-care  system,  func- 
tioning essentially  as  family  doctors  and 
referring  patients,  when  appropriate,  to 
other  health  professions. 

Such  a role  assumes  that  chiropractors, 
despite  much  less  diagnostic  training  than 
M.D.’s  or  D.O.’s,  will  recognize  when  to 
treat  a patient  and  when  to  refer  one  to 
a physician.  It’s  on  this  point — and  on  the 
question  of  scientific  validity — that  chiro- 
practic clashes  most  seriously  with  organ- 
ized medicine. 

TOO  MUCH  COMPETITION? 

For  years,  chiropractic  spokesmen  have 
argued  that  medical  or  scientific  opposi- 
tion to  chiropractic  is  largely  a business 
quarrel.  According  to  the  charge,  organ- 
ized medicine  is  a monopoly  concerned 
primarily  with  aggrandizement  of  physi- 
cians, and  the  American  Medical  Associ- 
ation is  just  trying  to  keep  out  the  com- 
petition. The  book  “Chiropractic:  A 

Modern  Way  To  Health,”  which  was 
recommended  to  CU  by  chiropractic  offi- 
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cials,  typically  points  the  accusing  finger 
at  the  AMA: 

. . the  AMA  is  a private  group  of 
men  and  women  with  a common  private 
business  interest,  namely  the  practice  of 
medicine,”  writes  the  author,  Julius  Din- 
tenfass,  D.C.,  a charter  member  of  the 
New  York  State  Board  of  Chiropractic 
Examiners.  “Despite  their  vaunted  con- 
cern for  the  public  health  and  welfare,  the 
medical  sachems  act  toward  chiropractic 
as  any  collection  of  businessmen  being 
threatened  by  a rival  concern  which  seems 
to  have  the  kind  of  merchandise  that  cus- 
tomers prefer.” 

When  CU  discussed  the  allegation  with 
chiropractic  officials,  we  expected  to  find 
wide  agreement  with  it.  We  didn’t. 

“It’s  not  true,”  said  Richard  C.  Schafer, 
D.C.,  director  of  public  affairs  for  the 
American  Chiropractic  Association.  “The 
average  medical  doctor  has  more  patients 
than  he  can  handle,”  Dr.  Schafer  said. 
“They’re  not  afraid  of  competition.” 

Why,  then,  does  organized  medicine 
oppose  chiropractic? 

CU  got  several  answers  from  AMA 
representatives  and  other  critics.  They  in- 
volved charges  of  inferior  education  and 
training,  rejection  of  medical  science,  and 
abuses  or  hazards  arising  from  the  prac- 
tice of  chiropractic. 

Since  those  allegations  have  serious 
implications  for  patient  care  and  safety, 
CU  investigated  them  in  detail. 

CHIROPRACTIC  EDUCATION 

There  is  virtually  no  denial  that  educa- 
tional standards  for  chiropractors  in  the 
past  were  often  little  short  of  appalling. 
As  late  as  1942,  according  to  Medical 
Economics,  it  was  still  possible  to  get  a 
mail-order  Doctor  of  Chiropractic  degree 
from  a Chicago  college  for  $127.50. 

Although  standards  later  improved, 
glaring  deficiencies  prevailed  until  recent 
years.  The  scope  of  the  problem  was  out- 
lined in  a thorough  evaluation  of  chiro- 
practic schools  conducted  in  1964  by 
Dewey  Anderson,  Ph.D.,  who  was  then 
director  of  education  for  the  American 
Chiropractic  Association.  Some  of  the  in- 
adequacies mentioned  in  Dr.  Anderson’s 
report  were:  “Too  many  instructors 
teaching  the  basic  sciences  without  having 
had  any  advanced  or  graduate  training  in 
these  sciences.  Too  many  instructors  not 
trained  or  qualified  as  teachers  nor  mas- 
ters of  their  fields,  resulting  in  slavish 
devotion  to  textbook  teaching  and  instruc- 
tion considerably  below  the  level  of  post- 
college professional  education.” 

The  academic  credentials  of  the  stu- 
dents, Dr.  Anderson  noted,  were  similarly 
deficient. 

“One  of  the  most  serious  handicaps  . . . 


is  that  of  trying  to  teach  at  the  post-college 
professional  level  students  who  for  the 
most  part  have  not  gone  beyond  high 
school,  and  who  in  high  school  were  not 
in  the  upper  half  of  their  classes.  For 
many  of  them  a professional  college 
course  is  too  difficult  to  master.” 

The  result,  said  Dr.  Anderson,  was  to 
downgrade  instruction  so  that  students 
could  pass  the  courses. 

A comprehensive  study  of  chiropractic 
conducted  in  1965  for  the  government  of 
Quebec  reached  similar  conclusions.  Stu- 
dent admission  requirements  were  termed 
“too  liberal,  and  inadequate,”  and  the 
training  required  of  teachers  was  judged 
“definitely  inferior”  to  that  demanded 
either  by  medical  schools  or  by  university 
science  departments.  “A  great  number  of 
these  teachers  are  chiropractors  who  have 
received  training  in  basic  sciences  of  very 
little  value,”  said  the  Quebec  study. 

Landmark  studies  of  chiropractic  by 
the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  in  1968  and  Ontario’s 
Committee  on  the  Healing  Arts  in  1970 
expressed  similarly  critical  findings.  In  ad- 
dition to  poorly  qualified  teachers,  inferior 
basic  science  courses,  and  notably  low 
admission  requirements,  both  reports 
criticized  the  lack  of  any  emphasis  on  re- 
search. The  HEW  report  also  noted  the 
absence  of  inpatient  hospital  training  and 
a poor  ratio  of  faculty  to  students.  At  the 
time  of  HEW’s  study,  chiropractic  schools 
averaged  about  one  faculty  member  for 
each  19  students,  compared  to  one  per  1.7 
students  in  medical  schools.  (Both  figures 
include  part-time  instructors  with  admin- 
istrative duties  or  outside  practices.) 

“The  scope  and  quality  of  chiropractic 
education  do  not  prepare  the  practitioner 
to  make  an  adequate  diagnosis  and  pro- 
vide appropriate  treatment,”  the  HEW 
report  concluded.  The  Ontario  committee 
endorsed  HEW’s  findings  on  education 
and  judged  the  chiropractor’s  diagnostic 
ability  as  “very  limited  at  best.” 

A study  conducted  for  the  state  of  Wis- 
consin in  1972  found  conditions  largely 
unchanged.  While  commending  the  “sin- 
cerity and  dedication”  of  both  students 
and  faculty,  the  Wisconsin  study  commit- 
tee concluded  that  “the  deficiencies  are 
too  pervasive  to  permit  an  adequate  edu- 
cational experience.” 

Since  the  early  1970’s,  chiropractic 
schools  have  actively  sought  to  raise  their 
educational  standards.  This  was  evident 
at  the  colleges  CU  visited.  They  still  re- 
quire only  a “C”  average  for  admission, 
but  entering  students  must  now  have  two 
years  of  college  or  the  equivalent,  includ- 
ing courses  in  biology  and  chemistry.  Ac- 
tually, about  half  of  the  current  entrants 
at  National  College  of  Chiropractic  in 


Lombard,  111.,  and  at  Canadian  Memorial 
College  of  Chiropractic  in  Toronto  al- 
ready have  college  degrees. 

The  change  in  the  academic  background 
of  students  is  perhaps  most  dramatic  at 
Palmer  College  of  Chiropractic  in  Daven- 
port, Iowa,  which  is  by  far  the  world’s 
largest  chiropractic  school  (Palmer  trains 
about  one-third  of  all  chiropractors).  Its 
January  1975  enrollment  still  included 
about  550  students  whose  previous  edu- 
cation was  limited  to  high  school  or  an 
equivalency  program.  However,  virtually 
all  were  seniors  scheduled  to  graduate  this 
year.  The  rest  of  Palmer’s  2100  students 
had  one  or  more  years  of  college;  416  of 
them  held  college  degrees. 

Academic  requirements  for  faculty 
members  have  also  been  upgraded.  In- 
creasingly, instructors  in  basic  science  sub- 
jects must  have  recognized  qualifications 
in  their  disciplines,  and  the  colleges  are 
giving  preference  to  candidates  with  grad- 
uate degrees. 

Insistence  on  advanced  qualifications 
tends  to  be  most  pronounced  at  National 
College.  Instructors  in  basic  sciences  must 
generally  have  a graduate  degree  in  their 
specialty,  and  the  college  says  it  will  not 
hire  a teacher  with  only  a master’s  degree 
unless  the  candidate’s  department  already 
includes  a Ph.D.  A D.C.  degree  is  still 
acceptable,  though,  for  instructors  in  chi- 
ropractic or  clinical  courses. 

In  short,  chiropractors  are  no  longer 
teaching  all  subjects.  And  the  colleges 
have  also  narrowed  the  ratio  of  faculty 
to  students.  Canadian  Memorial,  for  ex- 
ample, has  roughly  one  teacher  for  every 
eight  students.  Instructors  are  still  spread 
fairly  thin  at  Palmer,  with  one  per  30 
students.  But  that’s  an  improvement 
over  its  one-to-45  ratio  of  a few  years  ago. 
Library  facilities  have  also  been  ex- 
panded, and  National  College,  for  one, 
has  initiated  a modest  research  project 
with  a Federal  agency. 

DIAGNOSTIC  TRAINING 

Despite  improvements  in  other  areas, 
education  in  diagnosis  remains  a stepchild 
— especially  in  comparison  to  the  training 
received  by  physicians.  Part  of  the  prob- 
lem is  historical.  Traditionally,  chiroprac- 
tors believed  it  wasn’t  important  to 
“name”  the  disease.  The  important  thing 
was  to  find  and  correct  the  subluxation 
allegedly  causing  it.  It  made  little  differ- 
ence, for  example,  if  a liver  disorder  in- 
volved congestion,  cirrhosis,  or  cancer;  the 
object  was  to  relieve  nervous-system  dis- 
turbances that  were  supposedly  respon- 
sible for  the  disorder. 

Accordingly,  that  approach  placed  little 
or  no  emphasis  on  making  a differential 
diagnosis — that  is,  one  that  considers  pos- 
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sible  causes  of  a patient  s symptoms  and 
establishes  probable  as  well  as  alternative 
diagnoses.  While  differential  diagnosis  is 
fundamental  to  the  practice  of  medicine, 
chiropractors  generally  shunned  it,  pre- 
ferring to  call  their  approach  “spinal 
analysis”  rather  than  diagnosis.  Even  to- 
day, some  practitioners  insist  that  medical 
diagnosis  is  out  of  place  in  chiropractic. 

“It  is  a trap  for  the  unwary  in  this  pro- 
fession,” wrote  William  D.  Harper,  D.C., 
president  of  Te.\as  Chiropractic  College, 
recently  in  The  Digest  of  Chiropractic 
Economics.  “We  waste  too  much  time  in 
our  curriculum  on  medical  diagnosis.” 

Many  chiropractic  officials  and  educa- 
tors disagree  with  that  sentiment,  how- 
ever. And  diagnostic  training  is  now  an 
integral  part  of  the  curriculum  at  most 
chiropractic  colleges.  Yet  most  of  the  peo- 
ple Ictichinf;  diagnosis  are  the  very  same 
chiropractors  who  were  trained  in  the 
I960’s  and  earlier,  when  educational  stan- 
dards— and  attitudes  toward  diagnosis — 
were  far  from  ideal.  Those  instructors, 
moreover,  labor  under  a burden  common 
to  all  chiropractors — the  lack  of  inpatient 
hospital  training. 

“The  medical  doctor  has  the  benefit  of 
patient  exposure  that  we  do  not  have,” 
says  Andries  M.  Kleynhans,  D.C.,  director 
of  clinical  sciences  at  National  College. 
Because  of  the  lack  of  chiropractic  hospi- 
tals, chiropractors  seldom  see  or  treat  dis- 
eases that  the  medical  doctor  does.  That 
gap.  Dr.  Kleynhans  told  CU.  places  chiro- 
practors at  a disadvantage  in  their  diag- 
nostic training. 

In  addition,  chiropractors  cannot  use 
many  of  the  sophisticated  diagnostic  tech- 
niques available  to  the  physician.  This  is 
true  even  for  some  major  diagnostic  aids 
involving  the  spine.  A herniated  spinal 
disk,  for  example,  isn’t  visible  on  a simple 
X-ray.  If  it’s  necessary  to  confirm  the  disk 
protrusion,  a physician  may  order  a myel- 
ogram, an  X-ray  technique  that  involves 
injecting  an  opaque  dye  into  the  space 
surrounding  the  spinal  cord.  Chiroprac- 
tors are  neither  trained  to  use  myelograms 
nor  permitted  to  do  so. 

Nor  do  they  have  the  benefit  of  the 
more  extensive  education  and  training  re- 
quired of  physicians.  In  contrast  to  the 
chiropractor’s  two  years  of  college  (now) 
and  four  years  of  professional  school,  the 
physician  must  have  four  years  of  college, 
four  years  of  medical  school,  and  usually 
three  or  more  years  of  hospital  residency. 
Moreover,  the  physician’s  subsequent  af- 
filiation with  a hospital  provides  a center 
for  continuing  education.  At  the  hospital, 
the  physician’s  medical  knowledge  is  rein- 
forced and  expanded  through  conferences, 
discussions,  and  association  with  col- 
leagues, as  well  as  through  experiences 


with  patients.  Chiropractors,  m compari- 
son, generally  work  alone. 

Clearly,  the  scope,  quality,,  and  length 
of  chiropractic  education  cannot  provide 
the  depth  of  diagnostic  training  a physi- 
cian receives.  Even  more  fundamental, 
however,  is  the  validity  of  what  the  chiro- 
practor learns.  If  it’s  unsound,  more  train- 
ing might  only  compound  the  error.  The 
crucial  question,  therefore,  is  whether 
chiropractic  theory  is  true  or  false. 

THE  CONFLICT  WITH  SCIENCE 

The  belief  that  minor  interference  with 
the  spinal  nerves  can  cause  or  aggravate 
disease  is  the  cornerstone  of  chiropractic 
theory.  It  is  also  the  focus  of  scientific 
objections.  A few  anatomical  facts  may 
help  to  explain  why. 

There  are  26  pairs  of  nerves  that  exit 
from  mobile  segments  of  the  spine.  Those 
are  the  only  part  of  the  nervous  system 
conceivably  accessible  to  manipulation. 
Twelve  pairs  of  cranial  nerves,  which  exit 
through  openings  in  the  base  of  the  skull 
and  bypass  the  spine,  are  out  of  reach  of 
manipulation.  So,  too,  are  five  pairs  exit- 
ing from  the  sacrum,  a solid  bone  formed 
by  the  fusion  of  five  vertebrae  in  the  lower 
spine.  The  spinal  cord  (which  is  sur- 
rounded by  spinal  fluid  as  well  as  by  pro- 
tective layers  of  tissue)  and  the  brain  it- 
self— with  all  its  interconnecting  nerve 
pathways — are  likewise  out  of  reach. 

Thus,  the  chiropractor’s  action  is  ex- 
erted on  only  a limited  part  of  the  nervous 
system.  It  excludes,  for  example,  the 
nerves  of  sight,  hearing,  taste,  and  smell, 
and  the  entire  parasympathetic  nervous 
system.  The  latter,  along  with  the  sym- 
pathetic nervous  system,  form  the  balanc- 
ing halves  of  the  autonomic,  or  “involun- 
tary,” nervous  system,  which  serves  the 
vital  organs. 

Scientists,  of  course,  accept  the  impor- 
tance of  the  nervous  system  in  body  func- 
tions. What  they  reject,  however,  is  the 
assertion  that  manipulation  directed  at  a 
limited  part  of  this  intricate  system  can 
prevent  or  cure  disease. 

In  the  first  place,  there’s  no  scientific 
evidence  that  minor  off-centerings  of  the 
vertebrae  impinge  on  spinal  nerves.  One 
study  in  1973,  which  tested  fresh  cadaver 
spines,  suggested  that  impingement  does 
not  occur  even  when  the  spine  is  twisted 
into  extreme  positions  or  abnormal  forces 
are  applied  to  the  vertebrae. 

Secondly,  if  such  a partial  block  could 
occur,  its  effect  would  be  nil.  Research 
by  neurophysiologists  shows  that  a nerve 
impulse  travels  more  slowly  in  a zone  of 
partial  compression  but  resumes  its  flow 
immediately  thereafter.  The  impulse 
transmitted  is  normal  in  all  respects. 

What  is  perhaps  hardest  for  scientists 


to  accept,  though,  is  chiropractic’s  singu- 
lar concept  of  the  nervous  system  itself. 

According  to  that  view,  the  nervous 
system  is  the  overall  master  of  all  body 
functions,  regulating  everything  from  ma- 
jor organs  to  intricate  cellular  activities. 
A typical  statement  of  this  concept  ap- 
pears in  the  current  pamphlet,  “How 
Chiropractic  Heals,”  one  of  many  such 
pamphlets  for  patients  distributed  by 
chiropractors. 

“None  of  the  body  functions  ‘just  hap- 
pen’,” says  the  pamphlet.  “Your  heart 
doesn’t  just  happen  to  beat.  Your  lungs 
don’t  just  happen  to  inhale  and  exhale. 
Your  stomach  doesn’t  just  happen  to  di- 
gest your  dinner.  All  doctors  know  that 
your  brain  and  nerve  system  coordinate 
these  functions  which  make  for  life  in- 
stead of  death,  health  instead  of  sickness.” 

Actually,  all  doctors  know  no  such 
thing.  The  heart  just  Joes  happen  to  beat. 
It  will  beat  for  a period  of  time  even  if 
removed  from  the  body  and  cut  off  from 
all  nerve  impulses,  so  long  as  it’s  sur- 
rounded by  a nutrient  fluid.  Transplanted, 
it  is  capable  of  sustaining  life  in  another 
human  being  without  any  immediate  con- 
nection to  the  brain  or  nervous  tissue.  The 
heart  has  an  intrinsic  rhythm  of  its  own 
and  thus  can  function  automatically. 

Similarly,  the  stomach  digests  automat- 
ically. There  are  inherent  processes  that 
govern  the  functions  of  organs  as  impor- 
tant as  the  heart,  stomach,  intestines, 
blood  vessels,  and  the  like.  Their  function 
doesn’t  depend  entirely  on  the  nervous 
system. 

A paraplegic  woman,  for  example,  may 
conceive,  carry  her  pregnancy  to  term, 
and  give  birth  to  a normal  baby — despite 
severe  injury  to  her  spinal  cord.  Except 
for  bladder  and  bowel  problems,  internal 
organs  of  a quadriplegic  still  continue  to 
function,  even  though  the  spinal  nerves 
are  useless  from  the  neck  down.  In  short, 
life  goes  on — despite  even  massive  “in- 
terference” with  nerve  impulses. 

That  doesn’t  mean  the  spinal  nerves 
aren’t  important.  But  their  importance 
doesn’t  render  other  fundamental  life 
processes  trivial. 

The  immunological  defense  system,  for 
instance,  can  work  independent  of  nerve 
impulses.  Artificially  cultured  white  blood 
cells  will  continue  to  engulf  germs  even 
though  entirely  divorced  from  nerve  in- 
fluence. At  the  cellular  level,  to  which 
chiropractic  claims  to  extend,  the  same 
autonomy  has  been  documented.  Molecu- 
lar research  has  become  so  precise  that  it 
can  sometimes  pinpoint  which  portion  of 
a molecule  is  responsible  for  a particular 
disease.  These  biochemical  life  processes 
are  fundamental — and  completely  inde- 
pendent of  the  nervous  system. 
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Not  a single  scientific  study  in  the  80- 
year  existence  of  chiropractic  or  the  entire 
history  of  medicine  shows  that  manipula- 
tion can  affect  any  of  these  basic  life 
processes.  But  a vast  amount  of  evidence 
suggests  it  cannot. 

In  1895,  neither  Palmer  nor  his  con- 
temporaries could  foresee  that  research. 
In  1975,  however,  there’s  no  excuse  for 
ignoring  it.  Unless  most  medical  research 
in  the  20th  century  is  wrong.  Palmer’s 
disease  theory  belongs  in  the  pages  of  19th- 
century  history,  along  with  bleeding,  purg- 
ing, and  other  blind  alleys  of  medicine. 

MEDICINE  OF  THE  ABSURD 

When  chiropractic  theory  is  put  into 
practice,  its  efforts  can  sometimes  border 
on  the  ludicrous.  Several  chiropractic 
pamphlets  that  have  been  used  in  Canada, 
for  example,  tout  spinal  manipulation  as 
a cure  for  childhood  bed-wetting.  Actu- 
ally, the  nerves  to  the  bladder  emerge 
from  the  rigid  bone  of  the  sacrum.  There 
is  no  way  to  manipulate  them.  Further,  a 
true  nerve  defect  would  cause  constant 
bladder  problems,  not  just  bed-wetting. 

Spinal  manipulation  is  also  promoted 
frequently  for  patients  with  high  blood 
pressure.  A typical  pamphlet  obtained 
from  the  sales  department  at  Palmer  Col- 
lege suggests  that  the  ailment  may  be 
treated  through  “proper  adjustment  by 
hand.” 

While  the  basic  causes  of  high  blood 
pressure  in  most  patients  are  still  unknown, 
the  portion  of  the  nervous  system  involved 
in  lowering  blood  pressure  is  well  identi- 
fied— the  parasympathetic  nervous  system. 
It  is  fed  by  the  cranial  and  sacral  nerves, 
and,  as  noted  earlier,  is  entirely  inacces- 
sible to  manipulation. 

Another  pamphlet  from  Palmer,  titled 
“Eye  Trouble,”  suggests  that  manipulation 
may  be  applicable  to  some  eye  problems. 
The  optic  nerves  are  completely  self-con- 
tained in  the  skull.  There  is  no  conceivable 
way  to  reach  them  manually. 

Other  pamphlets  obtained  from  Palmer 
tout  manipulation  for  conditions  ranging 
from  acne  and  appendicitis  to  stomach 
trouble  and  tonsillitis.  There  isn’t  a shred 
of  scientific  evidence  showing  that  those 
ailments  respond  to  manipulation. 

Such  unproved  claims  have  bedeviled 
some  chiropractors  for  years.  In  an  Au- 
gust 1974  letter,  Herbert  W.  E.  Poinsett,  a 
Florida  chiropractor,  took  the  American 
Chiropractic  Association  to  task  for  one 
of  its  pamphlets. 

“The  new  ACA  tract  on  the  kidneys  is 
a disgrace  to  this  profession,”  wrote  Dr. 
Poinsett.  “The  statement,  ‘Your  doctor  of 
chiropractic  treats  many  kidney  disor- 
ders,’ is  pure  nonsense!  I ask  you,  what 
disorders? 


“Does  chiropractic  treat  the  following 
successfully?  Neoplasms,  tumors  of  the 
adrenal  gland,  calculi,  hydronephrosis, 
tuberculosis,  nonspecific  infections.  . . . 

“Are  you  telling  the  people  that  we  can 
treat  such  pathologies?  If  you  are,  then 
we  deserve  the  title  of  quack  and  cultists!” 

“Many  within  the  profession.  I’m  sure, 
may  agree  with  your  comments,”  an  ACA 
official  replied.  However,  he  noted,  others 
might  want  to  utilize  the  tract  in  their 
practices.  “This  tract,  in  one  version  or 
another,  has  been  a stock  item  for  over  40 
years  and  has  been  redesigned  to  meet 
the  sustained  needs  of  the  interested  mem- 
bership.” 

Most  chiropractic  officials  interviewed 
by  CU  frankly  admitted  the  problem  of 
over-claiming.  “We  as  a profession  have 
claimed  too  much  without  valid  proof,” 
said  Donald  C.  Sutherland,  D.C.,  execu- 
tive director  of  the  Canadian  Chiropractic 
Association.  He  indicated  that  the  Cana- 
dian organization  was  actively  trying  to 
limit  chiropractic’s  scope  of  practice.  Nei- 
ther in  Canada  nor  the  U.S.,  however, 
could  CU  find  concrete  evidence  that 
abuses  in  the  field  were  abating. 

At  the  Sherman  College  of  Chiropractic 
in  Spartanburg,  S.C.,  for  example,  the  cri- 
teria for  accepting  a patient  are  liberal 
indeed.  According  to  an  editorial  by 
Douglas  Gates,  a dean  of  the  college,  re- 
quirements for  a “chiropractic  case”  are 
threefold:  Does  the  patient  have  a spinal 
column?  Does  the  patient  have  a nervous 
system?  Is  the  patient  alive? 

BUILDING  A PRACTICE 

For  some  chiropractors,  economics 
probably  plays  a large  part  in  the  range  of 
illnesses  treated.  A limited  scope  of  prac- 
tice can  often  mean  fewer  patients.  And 
those  who  confine  themselves  to  muscu- 
loskeletal problems — sprains,  strains,  and 
back  or  neck  ailments — tend  to  cut  their 
income  potential. 

According  to  the  American  Chiroprac- 
tic Association,  U.S.  chiropractors  earn  an 
average  income  of  about  $31,000  annu- 
ally. Canadian  practitioners  average 
roughly  the  same.  Often  contributing  to 
the  attainment  of  that  income  are  various 
practice-building  organizations  that  seem 
to  abound  within  the  profession. 

Among  the  oldest  of  such  groups  is  the 
Parker  Chiropractic  Research  Founda- 
tion, which  offers  a comprehensive,  hard- 
sell approach  for  attracting  patients  and 
keeping  them  coming  back.  Over  the  last 
20  years,  several  thousand  chiropractors 
or  their  assistants  have  attended  the 
Parker  courses. 

Parker  encourages  practitioners  to  ad- 
vertise and  stresses  the  use  of  a “Chiro- 
practic Research  Chart”  and  a “nerve” 


chart.  The  former  lists  numerous  disor- 
ders purportedly  helped  by  chiropractic 
treatment  and  gives  the  percentage  of 
“success”  for  each.  The  nerve  chart  shows 
a picture  of  the  spine  and  specifies  the 
diseases  supposedly  caused  by  misalign- 
ments at  each  level. 

Neither  chart  has  any  scientific  validity 
or  any  acceptable  evidence  to  support  its 
claims.  Because  of  such  advertising,  the 
Canadian  Chiropractic  Association  re- 
fuses to  release  its  mailing  list  to  the 
Parker  organization. 

Another  of  the  most  successful  practice 
builders  is  Clinic  Masters,  which  claims  a 
membership  of  about  12  per  cent  of  all 
U.S.  and  Canadian  chiropractors  in  active 
practice.  According  to  its  membership 
contract,  a chiropractor  who  “desires  to 
have  the  Clinic  Masters  System  revealed 
to  him”  must  agree  to  pay  $10,000  and 
not  “divulge  or  share,  directly  or  indi- 
rectly,” any  portion  of  the  system  with 
anyone  other  than  a Clinic  Masters  client. 

Clinic  Masters  teaches  a variety  of  spe- 
cific income-building  techniques  and  pro- 
motes the  idea  that  higher  income  means 
greater  service  to  patients.  Some  ways  of 
providing  such  service  include:  multiple 
billing,  which  means  charging  for  each 
spinal  adjustment  or  other  unit  of  treat- 
ment rather  than  accepting  a fiat  office 
fee;  a “case  basis”  approach,  which  in- 
volves charging  by  the  case  (like  a sur- 
geon) rather  than  by  number  of  visits; 
and  “intensive  day  care,”  which  adds 
room  or  ward  fees  to  the  bill. 

In  recognition  of  their  “service  to  hu- 
manity,” clients  earn  membership  ranks 
in  one  of  12  Clinic  Masters  clubs.  The 
lowest  is  the  “Leviathan”  club,  for  those 
earning  $4000  to  $8000  a month.  The 
highest  is  the  “Purple  & White  Medallion” 
club,  which  was  recently  added  for  mem- 
bers earning  $50,000  or  more  a month. 

According  to  the  major  chiropractic 
associations,  none  of  the  billing  practices 
mentioned  above  is  considered  “a  reason- 
able and  customary  procedure”  in  the 
profession.  But  criticism  has  been  stifled 
somewhat  by  Clinic  Masters’  threat  to  sue 
those  whose  remarks  it  judges  to  be  libel- 
ous. It  offers  a $10,000  reward  to  anyone 
who  is  first  to  report  and  substantiate 
“disparaging  statements  about  Clinic  Mas- 
ters” that  lead  to  a successful  lawsuit. 

Despite  the  excesses  of  some  practi- 
tioners and  chiropractic’s  rejection  of 
science,  the  profession  nevertheless  serves 
more  than  5,000,000  patients  annually  in 
the  U.S.  and  Canada.  And  many  of  those 
patients  claim  to  be  helped  by  chiroprac- 
tic treatment.  Next  month,  CU  will  dis- 
cuss the  reasons  why  people  might  experi- 
ence such  benefits  and  some  of  the  hazards 
they  face  in  the  process. 
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HEALERS  OR  QUACKS? 


In  last  month’s  issue,  CU  explained  that  chiroprac- 
tic is  based  on  a mistaken  1 9th-century  theory  that 
conflicts  with  modern  science.  Yet  many  persons 
sincerely  believe  that  chiropractors  help  them— 
that  those  practitioners  are  a good  deal  more  than 
common  quacks.  This  month  CU  discusses  how 
patients  may  sometimes  benefit  from  chiropractic 
treatment— and  the  risks  they  face  in  the  process. 

PART  2:  HOW  CHIROPRACTORS 
CAN  HELP-OR  HARM 

Years  ago  some  surgeons  thought  they  had  developed  a promising  cure 
for  angina,  the  chest  pains  associated  with  coronary  heart  disease.  Tying 
off  an  artery  in  the  chest  appeared  to  offer  relief.  The  cure  was  short-lived, 
however.  Subsequent  research  showed  that  a sham  operation,  consisting 
of  just  a superficial  incision  on  the  chest  wall,  was  equally  successful. 

That  experiment,  like  countless  others,  demonstrated  the  broad  in- 
fluence of  the  “placebo  effect,”  a psychological  reaction  to  a medication 
or  procedure  that  results  in  improvement  or  cure  of  symptoms.  Because 
of  it,  a sham  operation  may  ease  anginal  pain  or  a dummy  pill  relieve 
the  nausea  of  pregnancy. 

It  matters  little  whether  the  treatment  is  surgery,  drugs,  manipulation, 
or  incantations.  The  key  factors  in  the  placebo  effect  are  the  patient’s 
confidence  in  the  healer  and  the  healer’s  faith  in  the  therapy— especially 
when  that  faith  is  communicated  to  the  patient. 

Throughout  much  of  medical  history,  the  placebo  effect  was  frequently 
all  any  healer  could  offer.  Indeed,  a patient  was  often  fortunate  if  the 
actual  treatment  was  of  psychological  value,  or  even  merely  worthless, 
rather  than  harmful  or  fatal.  Today,  despite  all  the  acumen  and  para- 
phernalia of  modern  medicine,  such  psychological  effects  are  still  an  im- 
portant factor  in  therapy.  And  they  frequently  account  for  some  of  the 
benefits  obtained  from  the  most  skilled  of  physicians.  They  also  explain, 
in  part,  why  chiropractors  can  sometimes  help  people. 
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I Physicians  have  long  recognized  the  potent 
' psychological  effect  of  the  “laying  on  of 
hands.”  Chiropractors  at  a National  Insti- 
tutes of  Health  (NIH)  conference  last  Feb- 
ruary also  acknowledged  its  role  in  treat- 
ment. In  fact,  one  prominent  chiropractic 
speaker.  Dr.  Scott  Haldeman  of  Vancou- 
I ver,  B.C.,  felt  that  such  placebo  effects 
should  be  considered  an  advantage  of 
manipulation. 

“Clinicians  who  practice  spinal  manip- 
ulations often  become  very  defensive  when 
their  detractors  derisively  state  that  all  re- 
sults can  be  explained  on  the  basis  of  psy- 
chological effects,”  Dr.  Haldeman  said. 
“However,  there  are  very  few  therapies 
that  have  the  advantages  of  laying  on  of 
hands,  relaxing  tense  muscles,  causing  a 
sensation  in  the  area  of  pain,  the  click  or 
pop  of  the  adjustment,  and  a clinician  who 
has  complete  confidence  in  his  therapy.  It 
is  a pity  that  this  possibility  has  been  con- 
sidered a criticism  of  the  therapeutic  pro- 
cedure instead  of  one  of  its  advantages.” 

Numerous  studies  show  that  placebo 
treatment  in  many  disorders  helps  about 
one-third  of  patients.  Temporary  relief  of 
pain  or  other  symptoms  has  been  demon- 
strated, for  example,  in  arthritis,  hay  fever, 
headache,  cough,  high  blood  pressure,  pep- 
tic ulcer,  and  even  cancer. 

The  psychological  aspects  of  many  dis- 
orders also  work  to  the  healer’s  advan- 
tage. According  to  CD’s  interviews  with 
specialists  in  internal  medicine,  one-third 
to  one-half  of  the  complaints  patients  pre- 
sent in  routine  office  visits  either  have  ob- 
vious psychological  origins  or  do  not  arise 
from  organic  disease.  Hence,  treatment 
offering  some  psychological  benefit  can 
often  be  helpful.  A sympathetic  ear  for 
the  patient’s  complaints  or  firm,  authori- 
tative reassurance  that  no  serious  disease 
is  involved  can  prove  therapeutic  in  itself. 

One  of  the  most  important  factors,  sug- 
gested a physician  at  the  NIH  conference, 
is  that  patients  are  relieved  of  the  respon- 
sibility of  their  illness  and  suffering  when 
they  hand  that  burden  over  to  the  healer. 
“That  silent  act,”  he  asserted,  “is  probably 
...  as  important  as  anything  else  that  goes 
on,  and  often  many  of  the  things  that  we 
do  after  that  point  we  get  by  with  rather 
than  being  effective  with.” 

SELF-LIMITING  ILLNESSES 

Beyond  psychological  influences  in 
treatment,  there  are  also  the  recuperative 
powers  of  the  body  itself.  Medical  scien- 
tists estimate  that  about  two-thirds  of  hu- 
man illness  is  self-limiting.  Regardless  of 
what  type  of  outside  intervention  or  treat- 
ment is  used,  the  patients  eventually  get 
well  by  themselves. 

“If  it  were  more  than  that  figure  ...  I 
suspect  there’d  be  no  need  for  any  of  us,” 


commented  Fletcher  McDowell,  M.D.,  of 
Cornell  University,  to  the  NIH  conference 
participants.  “If  it  were  less  than  50  per 
cent,  we’d  either  all  be  out  of  work  or  in 
jail.  I’m  not  sure  which.” 

Even  some  chronic  disorders,  such  as 
rheumatoid  arthritis  or  multiple  sclerosis, 
have  spontaneous  remissions.  The  symp- 
toms may  disappear  regardless  of  treat- 
ment for  months  or  more,  affording  tem- 
porary or,  at  times,  long-term  relief.  If  the 
patient  happens  to  be  under  treatment  at 
the  time,  the  practitioner  and  the  type  of 
therapy  may  get  credit  for  such  relief. 

Most  back  problems  will  also  resolve 
themselves.  Several  studies  show  that 
about  60  per  cent  of  patients  with  back 
pain  get  well  within  three  weeks  and  at 
least  90  per  cent  recover  within  two 
months — regardless  of  the  type  of  treat- 
ment received.  Only  about  2 per  cent  even- 
tually undergo  surgery,  usually  for  serious 
bone  or  disk  problems. 

Although  physicians  and  chiropractors 
emphasize  different  methods  of  treatment 
in  common  back  problems,  a recent  study 
comparing  both  groups  showed  essentially 
no  difference  in  the  outcome  of  therapy. 
Both  the  physicians  and  the  chiropractors 
achieved  satisfactory  results  with  more 
than  90  per  cent  of  patients  suffering  from 
back  or  neck  ailments. 

Perhaps  the  most  interesting  part  of  the 
study,  which  was  conducted  by  research- 
ers at  the  University  of  Utah  College  of 
Medicine,  was  the  reaction  of  patients  to 
their  respective  practitioners.  The  chiro- 
practic patients  were  significantly  more 
satisfied  with  the  explanations  they  re- 
ceived about  their  problems  and  the  degree 
to  which  they  were  made  to  feel  welcome. 

Reporting  their  findings  in  The  Lancet, 
a British  medical  journal,  in  June  1974, 
the  authors  stressed  the  implications  of 
the  patients’  reactions: 

“On  the  basis  of  our  study  and  others,  it 
appears  that  the  chiropractor  may  be  more 
attuned  to  the  total  needs  of  the  patient 
than  is  his  medical  counterpart.  The  chiro- 
practor does  not  seem  hurried.  He  uses 
language  patients  can  understand.  He  gives 
them  sympathy,  and  he  is  patient  with 
them.  He  does  not  take  a superior  attitude 
toward  them.  In  summary,  it  is  an  egali- 
tarian relationship  rather  than  a superordi- 
nate/subordinate relationship.” 

Their  findings,  the  authors  concluded, 
“underscore  the  powerful  potential  for  the 
doctor-patient  relationship  in  effective 
treatment,  whether  in  chiropractic  or  tra- 
ditional medicine.” 

CAN  MANIPULATION  WORK? 

Many  positive  responses  to  chiropractic 
treatment  undoubtedly  stem  from  the  doc- 
tor-patient relationship  or  the  self-limiting 


nature  of  various  illnesses.  But  some  favor- 
able results  can  be  ascribed  directly  to 
manipulation  itself. 

Government  studies  in  the  U.S.  and 
Canada  have  judged  manipulation  to  be  a 
potentially  useful  technique  for  certain 
conditions,  such  as  the  loss  of  joint  mobil- 
ity. Research  in  manipulation  is  still  mea- 
ger, and  controlled  clinical  studies  are  rare. 
But  chiropractors  and  other  practitioners 
who  use  manipulative  therapy  agree  it  can 
help  some  muscle  or  joint  problems. 

Treatment  of  tension  headaches  by  mas- 
sage, for  example,  is  well  recognized. 
Those  headaches  can  stem  from  tense  mus- 
cles in  the  neck,  and  proper  massage  may 
relieve  the  symptoms.  Some  practitioners 
also  report  that  a stiff  joint  in  the  neck 
may  sometimes  cause  headache  pain  that 
can  be  treated  by  manipulation. 

In  general,  back  or  neck  pain  that  might 
arise  from  restricted  movement  in  a spinal 
joint  may  respond  to  manipulation.  Such 
pain  is  usually  localized  in  the  area  of  the 
joint.  However,  the  pain  may  sometimes 
be  referred  to  another  part  of  the  body, 
such  as  the  chest.  Such  referred  pain  may 
occasionally  mimic  the  symptoms  of  other 
disorders,  such  as  angina. 

“Thus  we  find  a perfectly  reasonable 
basis  in  fact  for  the  somewhat  bizarre 
stories  of  miraculous  cures  by  spinal  ma- 
nipulation,” says  John  McM.  Mennell, 
M.D.,  an  authority  on  manipulative  ther- 
apy. “Almost  invariably  the  basis  of  these 
stories  is  that  the  patient  has  been  told  a 
diagnosis  which  he  believes  and  remem- 
bers,” writes  Dr.  Mennell  in  his  book, 
“Back  Pain.”  “If  his  symptoms  are  then 
unrelieved  by  orthodox  treatment,  but  are 
later  cured  by  a manipulator,  it  is  not  sur- 
prising that  the  patient  claims  to  have  been 
cured  of  the  visceral  disease.”  Many  chiro- 
practors and  other  manipulators  share  Dr. 
Mennell’s  view. 

There  are,  in  short,  a variety  of  possible 
reasons  why  patients  may  experience  ben- 
efits from  chiropractic  treatment.  That 
may  not  be  all  they  experience,  however. 
The  Chiropractic  Study  Committee  for  the 
State  of  Wisconsin  in  1972  underscored  a 
critical  issue  surrounding  chiropractic: 

“It  is  beyond  question  that  substantial 
numbers  of  people  believe  themselves  to 
have  been  helped  by  chiropractic  treat- 
ment,” said  the  committee  report.  “It  is 
also  beyond  question  that  if  they  feel  bet- 
ter, for  whatever  reason,  they  have,  in 
some  sense,  been  helped.  There  is,  how- 
ever, a balancing  factor  that  screams  to 
be  considered.  That,  of  course,  is  the  po- 
tential hazard  of  treatment  that  ignores 
established  scientific  knowledge.” 

On  the  basis  of  CU’s  investigation,  there 
are  several  major  areas  for  concern. 

Since  many  human  illnesses  are  self- 
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resolving,  any  intervention  by  a practi- 
tioner should  avoid  exposing  a patient  to 
unnecessary  risks.  The  maxim,  as  a medi- 
cal aphorism  puts  it,  is  prirniim  non  no- 
ccre\  “First  of  all,  do  no  harm.” 

EXPOSURE  TO  INJURY 

The  American  Chiropractic  Association 
(ACA)  states  that  spinal  manipulation  is 
“a  painless  and  safe  procedure.”  However, 
a review  of  chiropractic  and  medical  liter- 
ature by  CU  indicates  that  manipulation  is 
not  without  hazard.  The  adverse  effects  re- 
ported range  from  minor  sprains  and  sore- 
ness to  serious  complications  and  death. 
Serious  complications  included  fracture, 
spinal  disk  rupture,  paraplegia,  and  stroke. 
Chiropractors  say  that  such  catastrophic 
consequences  of  manipulation  as  stroke 
are  relatively  rare;  and,  indeed,  CU’s  in- 
vestigation uncovered  only  12  documented 
cases  of  severe  stroke  from  chiropractic 
manipulation  since  1947. 

However,  the  exact  incidence  of  injury 
is  virtually  impossible  to  determine.  Un- 
like medical  reports,  none  of  the  many 
chiropractic  surveys  or  journals  that  CU 
reviewed  gave  any  statistics  on  complica- 
tions. The  only  data  are  from  isolated 
medical  studies  by  a few  physicians. 

In  an  attempt  to  fill  that  gap,  a study 
published  in  Clinical  Orthopaedics  and  Re- 
lated Research  in  1971  reported  the  in- 
juries from  chiropractic  manipulation  re- 
corded by  one  physician  over  a three-year 
period.  The  physician  reported  that  172  of 
the  patients  he  examined  in  his  practice 
had  previously  undergone  chiropractic  ma- 
nipulation. Seven  of  those,  or  4 per  cent, 
had  suffered  direct  injuries,  ranging  from 
aggravation  of  pain  to  serious  nerve  dam- 
age. “Injury  associated  with  spinal  manip- 
ulation,” he  concluded,  “appears  more 
frequent  than  the  present  North  American 
medical  literature  suggests.” 

1 herapy  often  involves  risks.  The  ques- 
tion is  whether  those  risks  are  warranted. 
Many  surgical  procedures  and  drugs  used 
in  medical  practice  are  hazardous.  Ac- 
cordingly, physicians  will  weigh  such  risks 
against  the  proven  value  of  treatment  so 
th.it  patients  will  not  be  endangered  un- 
necessarily. While  an  individual  physi- 
cian’s judgment  may  be  faulty,  the  em- 
phasis of  medicine  on  proven  therapy 
tends  to  increase  the  average  patient’s 
chances  of  genuine  therapeutic  benefits  for 
the  risks  taken. 

If  spinal  manipulation  were  a proven 
form  of  universal  therapy,  there  would  be 
no  reason  to  restrict  it  to  muscle  or  joint 
disorders,  even  if  it  involved  some  risk. 
But  as  CU  pointed  out  last  month,  chiro- 
practic use  of  manipulation  in  other  ill- 
nesses contradicts  much  of  the  basic  medi- 
cal research  of  the  20th  century.  In  such 


applications,  CU  concludes,  any  risk  of 
injury  is  unwarranted. 

HAZARDS  OF  DRUG  ADVICE 

Unlike  physicians,  chiropractors  receive 
no  education  or  training  in  pharmacology 
or  drug  therapy.  What  they  learn  about 
drugs  is  often  self-taught.  That  lack  of 
scientific  background  or  experience  in 
drug  therapy  may  well  contribute  to  What 
CU  views  as  a dangerous  approach  to 
drugs  by  many  chiropractors.  Specifically, 
it  involves  undermining  the  use  of  ac- 
cepted drug  therapies  and  espousing  the 
use  of  unproven  ones. 

Various  chiropractic  pamphlets  for  the 
public  employ  direct  scare  tactics  against 
drugs.  Such  titles  as  “Drug-Caused  Dis- 
eases” and  “Drugs — Dangerous  Whether 
Pushed  or  Prescribed”  are  typical.  One 
published  by  the  American  Chiropractic 
Association,  “Beware  of  Overuse  of 
Drugs,”  lists  scores  of  possible  adverse  re- 
actions to  such  drugs  as  antibiotics,  oral 
contraceptives,  and  medicines  for  high 
blood  pressure.  The  pamphlet  then  asserts 
that  chiropractors  use  no  drugs,  “thus 
avoiding  drug-induced  illnesses  and  dan- 
gerous side  effects  often  more  serious  than 
the  condition  being  treated.”  There’s  no 
mention  that  some  of  tho.se  drugs  may  be 
life-saving  for  patients  who  need  them. 

A common  tactic  is  to  link  drug-taking 
with  drug  abuse.  “Don’t  be  a pill  popper,” 
says  the  headline  of  an  ad  put  out  by 
the  American  Chiropractic  Association. 
“Drugging  your  pains  and  your  problems 
is  not  your  answer  to  good  health.”  Ac- 
cording to  the  ad,  “drugs  and  medications 
only  mask  the  pain  and  dull  the  symptoms 
of  a health  problem.” 

The  consequences  of  such  advice  can 
be  tragic.  These  are  typical  of  the  cases 
CU  has  come  across: 

■ Under  chiropractic  care,  an  elderly 
woman  with  high  blood  pressure  was  ad- 
vised to  stop  medication.  Her  blood  pres- 
sure rose  sharply,  and  after  a month  she 
suffered  a stroke. 

■ A diabetic  patient  gave  up  insulin  on 
instruction  of  a chiropractor.  An  infection 
held  in  check  by  good  control  of  the  dia- 
betes with  insulin  then  spread  and  caused 
the  patient’s  death. 

■ Parents  of  a six-yea. -ok'  epileptic  girl 
stopped  anticonvulsive  therapy  on  the  ad- 
vice of  a chiropractor.  Until  then,  the  child 
had  been  doing  well  and  was  seizure-free. 
Without  the  medication,  she  had  a pro- 
longed seizure  that  resulted  in  brain  dam- 
age and  subsequent  mental  retardation. 

Chiropractic  antipathy  to  medication, 
however,  appears  limited  to  prescription 
drugs  which  chiropractors  may  not  le- 
gally order.  Other  medications,  such  as 


vitamin  preparations,  are  widely  recom- 
mended and  sold  in  chiropractic  practice. 
In  CU’s  opinion,  that  distinction  can  be  a 
dangerous  one.  A substance  is  defined  as 
a drug  by  its  use,  not  by  arbitrary  cate- 
gories. In  medicine,  a drug  is  any  substance 
used  as  medication  for  a disease.  Water 
prescribed  for  a dehydrated  patient  can 
be  defined  as  a drug.  Ordering  vitamins  for 
a deficiency  disease  is  prescribing  a drug. 

For  the  patient’s  safety,  any  prescriber 
should  have  sufficient  training  to  know 
when  and  why  a specific  drug  is  indicated. 
Chiropractors  have  no  such  training.  In 
CU’s  view,  a brief  cour.se  in  nutrition  at 
a chiropractic  school  is  no  substitute  for 
years  of  training  in  drug  therapy.  Yet 
chiropractors  sometimes  presume  they  can 
treat  complex  illnesses  with  vitamin  pills. 

An  article  in  the  March  1975  issue  of 
The  ACA  Journal  of  Chiropractic,  for 
example,  espou.ses  high-dose  vitamins  for 
treating  schizophrenia,  a complex  and 
sometimes  crippling  mental  illness.  The 
author  notes  that  “there  is  a great  deal  of 
controversy”  surrounding  such  treatment, 
but  he  concludes  that  “the  megavitamin 
approach  is  a practical  alternative”  for 
treating  schizophrenia.  The  approach,  he 
says,  “should  be  considered  by  chiroprac- 
tic as  an  adjunct  to  spinal  manipulation.” 

Indeed,  there  once  was  “a  great  deal  of 
controversy”  about  megavitamin  therapy 
for  schizophrenia.  But  that  was  before 
several  carefully  controlled  studies  showed 
it  to  have  no  therapeutic  benefit.  On  the 
contrary,  the  findings  suggested  potentially 
adverse  effects,  including  longer  hospitali- 
zation, increased  need  for  other  drugs,  and 
poorer  adjustment  to  home  and  commu- 
nity life  after  patients  left  the  hospital. 
Overall,  the  treatment  was  judged  inferior 
to  a placebo.  Thus,  the  chiropractic  au- 
thor is  recommending  that  a complicated 
mental  disorder  be  treated  with  a drug  less 
effective  than  a dummy  pill. 

THE  DANGER  OF  DELAY 

One  of  the  worst  dangers  of  chiropractic 
treatment,  say  its  critics,  is  that  it  might 
divert  the  patient  from  seeking  appropri- 
ate medical  attention  in  time.  The  result, 
they  contend,  may  have  serious  or  even 
fatal  consequences  that  might  otherwise 
have  been  avoided. 

Part  of  the  problem  is  the  confusing 
nature  of  back  pain.  Most  patients  who 
visit  chiropractors  go  initially  because  of 
back  troubles.  But  back  pain  can  arise 
from  a variety  of  conditions,  from  a sim- 
ple sprain  to  heart  disease.  It  may  be  mus- 
cular or  skeletal  in  origin,  or  a symptom 
of  ulcers,  cancer,  or  disorders  of  the 
uterus  or  ovaries.  It  can  also  be  caused  by 
diseases  of  the  lungs,  kidneys,  liver,  blad- 
der, intestines,  or  other  organs. 
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When  a disorder  of  the  internal  organs 
is  suspected,  many  chiropractors  will  re- 
fer the  patient  to  a physician.  But  the 
chiropractor’s  limited  diagnostic  training 
presents  a major  handicap  to  early  recog- 
nition of  such  illnesses.  And  some  chiro- 
practors will  continue  to  treat  a patient 
regardless  of  any  diagnosis,  apparently 
convinced  by  chiropractic  theory  that  they 
are  relieving  the  true  cause  of  the  disease. 
Meanwhile,  the  illness  may  grow  worse. 

There  is  relatively  little  information 
available  about  the  type  or  frequency  of 
serious  consequences  resulting  from  such 
delays.  According  to  American  Medical 
Association  officials,  physicians  are  usually 
reluctant  to  report  such  instances  for  fear 
of  lawsuits.  The  court  cases  that  CU  is 
aware  of,  however,  show  that  delays  in 
proper  treatment  have  resulted  in  mental 
retardation,  paralysis,  and  deaths  from 
tuberculosis,  spinal  meningitis,  and  cancer. 

In  most  of  those  cases,  the  victims  were 
young  children.  The  most  bitter  criticism 
of  chiropractic  that  CU  encountered,  in 
fact,  was  from  pediatric  hospitals.  Some 
of  the  reasons  why  were  underscored  in  a 
report  issued  jointly  in  1972  by  the 
Montreal  Children’s  Hospital  and  the  St. 
Justine  Hospital  for  Children. 

The  report  described  pamphlets  distrib- 
uted by  chiropractors  to  patients  in  Que- 
bec. The  pamphlets  claimed  that  chiro- 
practors could  treat  epilepsy,  croup, 
cross-eye,  rheumatic  fever,  bronchitis, 
pneumonia,  appendicitis,  leukemia,  and 
other  illnesses  affecting  children.  Such 
claims,  said  the  report,  constituted  “a  real 
and  direct  danger”  to  children.  “This  is 
especially  so  in  that  many  childhood  ill- 
nesses are  of  an  acute  nature  and  require 
diagnosis  and  treatment  without  delay.” 

For  example,  one  pamphlet  then  in  cir- 
culation, entitled  “Chiropractic  for  Chil- 
dren,” advised  spinal  manipulation  for 
croup.  “In  actual  fact,”  said  the  report  of 
the  children’s  hospitals,  “croup  is  an  acute 
infectious  disease  involving  the  voice-box 
area  of  the  throat.  It  often  requires 
prompt  medical  attention  which  at  times 
may  iie  lifesaving.”  Cross-eye,  too,  should 
be  treated  at  a relatively  early  age,  or 
blindness  may  result  in  the  affected  eye, 
said  the  report. 

'A  FALSE  IMAGE' 

Parents  faced  with  a desperate  situa- 
tion, such  as  a child  with  leukemia,  need 
balanced  and  mature  advice,  the  report 
stressed.  “By  calling  himself  a ‘doctor’;  by 
taking  x-rays;  by  pretending  to  be  quali- 
fied, the  chiropractor  creates  a false  im- 
age as  to  his  ability  to  deal  with  pediatric 
problems.  This  leads  directly  to  delay  in 
the  proper  diagnosis  being  made  and  the 


correct  therapy  being  started,  which  might 
affect  the  child  for  the  rest  of  his  life.” 

The  report  also  decried  earlier  opposi- 
tion of  chiropractic  authorities  to  immuni- 
zation. If  those  principles  had  been  ac- 
cepted, said  the  report,  “then  this  world 
would  now  be  filled  with  smallpox,  people 
paralyzed  [or]  dead  from  tetanus,  chil- 
dren choking  to  death  from  diphtheria, 
the  uncontrolled  spread  of  typhoid  . . . 
and  innocent  children  living  in  iron  lungs 
because  of  polio.” 

According  to  a survey  conducted  by  the 
American  Chiropractic  Association  in 
August  1973,  about  81  per  cent  of  its 
members  reported  that  they  treat  chil- 
dren. Those  chiropractors  saw  an  average 
of  93  children  annually,  about  30  per  cent 
of  whom  were  of  preschool  age.  Respira- 
tory ailments,  allergies,  and  nervous-sys- 
tem disorders  were  among  the  five  most 
frequently  treated  conditions. 

Each  of  the  major  chiropractic  associa- 
tions in  the  United  States  and  Canada 
publishes  pamphlets  promoting  chiroprac- 
tic care  for  children.  None  of  the  current 
ones  that  CU  reviewed  makes  claims 
about  treating  infectious  diseases,  nor  do 
they  argue  against  immunization  of  chil- 
dren. But  the  alarm  expressed  in  1972  by 
the  two  Canadian  children’s  hospitals  ap- 
pears to  us  to  be  no  less  justified  today. 

Of  particular  concern,  in  our  view,  is 
advice  published  in  the  October  1974  issue 
of  The  ACA  Journal  of  Chiropractic.  An 
article  titled  “Pediatrics”  recommends 
chiropractic  treatment  for  children  with 
infectious  diseases,  digestive  disorders,  res- 
piratory illnesses,  heart  problems,  genito- 
urinary disorders,  and  other  illnesses. 
“The  infectious  diseases  usually  respond 
well  to  chiropractic  care,”  says  the  author, 
William  A.  Nelson,  D.C.,  a charter  mem- 
ber of  the  American  Chiropractic  Associ- 
ation. The  “so-called  viral  diseases,”  he 
states,  “follow  the  same  general  rule,” 
with  chiropractors  deciding  which  chil- 
dren to  refer  to  physicians.  “We  must  not 
lose  sight  of  the  fact  that  . . . our  therapy 
is  preeminent  in  reestablishing  normal 
physiology  where  such  is  possible.” 

According  to  Dr.  Nelson,  chiropractors 
can  also  evaluate  heart  problems  in  chil- 
dren. “If  not  an  acute  emergency,”  he 
advises,  “the  easiest  way  may  well  be  a 
short  period  of  trial  treatment.”  The  only 
conditions  for  which  he  stresses  medical 
referral  among  children  or  adolescents 
are  acute  poisoning  and  venereal  disease. 

To  CU’s  knowledge,  there  is  only  one 
U.S.  or  Canadian  statute  that  recognizes 
any  specific  need  to  protect  children  under 
chiropractic  treatment.  That  is  a New 
York  State  law  prohibiting  chiropractors 
from  X-raying  anyone  under  age  18.  The 


absence  of  any  other  safeguards  repre- 
sents, in  CU’s  opinion,  a tragic  negligence 
on  the  part  of  legislators  of  both  countries. 

GRATUITOUS  RADIATION 

Chiropractors  use  X-rays  to  diagnose  a 
disease  process  that  doesn’t  exist.  Even  if 
it  did,  though.  X-rays  would  hardly  help. 

Unlike  bone,  nerve  tissue  can’t  be  seen 
on  X-rays;  nor  do  other  fine  details  of  soft 
tissues  stand  out.  Hence,  what  chiroprac- 
tors actually  look  for  on  X-rays  are  curva- 
tures of  the  spine  and  departures  from 
postural  symmetry,  however  minor.  Those 
are  supposed  to  imply  the  presence  of 
“subluxations,”  which  allegedly  disturb 
nerve  impulses. 

However,  structural  variations  in  a nor- 
mal spine — and  any  movement  or  shift 
from  a perfectly  straight  posture  just  be- 
fore the  X-ray — will  also  produce  depar- 
tures from  symmetry.  And  those  ordinary, 
inconsequential  variations  can  look  much 
the  same  as  chiropractic  “misalignments.” 
Generally,  the  variations  identified  as  mis- 
alignments by  chiropractors  are  judged 
entirely  normal  by  radiologists,  who  have 
much  more  extensive  training  in  X-ray 
interpretation  than  chiropractors  have. 
Thus,  the  chiropractor’s  X-ray  diagnosis  is 
twice  removed  from  reality:  It  depends 
on  unscientific  appraisal  of  a nonexistent 
disease. 

X-rays  can,  of  course,  show  true  bone 
abnormalities,  such  as  a fracture  or  tumor. 
However,  the  14-by-36-inch  film  fre- 
quently used  by  chiropractors  for  examin- 
ing posture  does  not  produce  good  bone 
detail.  So,  unless  the  chiropractor  takes  a 
smaller  and  more  detailed  view  as  well, 
abnormalities  that  would  preclude  manip- 
ulation may  be  missed. 

Many  chiropractors  agree  that  the  large 
film  gives  too  little  detail  and  too  much 
radiation  exposure.  Indeed,  one  chiroprac- 
tor quoted  in  the  March  1975  issue  of  The 
ACA  Journal  of  Chiropractic  contended 
that  “the  doctor  who  takes  such  films  just 
does  it  to  impress  the  patient.” 

Critics  of  chiropractic  concur  in  that 
sentiment  and  often  charge  that  chiro- 
practic X-rays  are  a promotional  gimmick 
rather  than  a diagnostic  aid.  Some  chiro- 
practic writings  lend  support  to  that  alle- 
gation. A bald  example  appears  in  the 
1947  edition  of  “Modern  X-Ray  Practice 
and  Chiropractic  Spinography,”  by  P.  A. 
Remier,  who  in  the  mid-1960’s  was  chair- 
man of  the  X-ray  department  at  Palmer 
College  of  Chiropractic.  According  to 
Remier,  some  of  the  reasons  why  chiro- 
practors should  X-ray  “every  case”  were: 
“It  promotes  confidence.  It  creates  interest 
among  patients.  It  procures  business.  It 
attracts  a better  class  of  patients.  It  adds 
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prestige  in  your  community.  It  builds  a 
reliable  reputation.” 

Today,  such  an  attitude  toward  radiation 
no  longer  prevails  at  Palmer  College  nor 
at  the  other  two  chiropractic  schools  CU 
visited.  In  general,  the  X-ray  departments 
of  those  colleges  appeared  to  teach  and 
encourage  techniques  for  reducing  radia- 
tion exposure.  But  such  improvements  fail 
to  get  to  the  heart  of  the  problem.  The 
fact  is  that  chiropractic  X-rays  for  detect- 
ing “subluxations”  do  not  serve  a scien- 
tifically valid  purpose.  In  CD’s  opinion  all 
such  radiation  is  unwarranted. 

Although  current  figures  are  not  avail- 
able, a 1971  survey  by  The  Journal  of 
Clinical  Chiropractic  indicates  that  more 
than  10,000,000  X-rays  were  being  taken 
by  U.S.  and  Canadian  chiropractors  annu- 
ally. At  least  2,000,000  of  those  were  the 
14-by-36-inch  type,  which  irradiates  the 
body  from  the  skull  to  the  thigh,  including 
the  lens  of  the  eye,  the  thyroid  gland,  bone 
marrow,  and  the  reproductive  organs — - 
four  areas  considered  among  the  most 
susceptible  to  radiation  damage.  Evidence 
shows  that  exposure  to  large  amounts  of 
X-ray  increases  the  likelihood  of  cataracts, 
thyroid  cancer,  leukemia,  and  reproduc- 
tive-cell damage.  Public-health  officials  are 
particularly  concerned  about  the  radiation 
dose  to  reproductive  organs,  since  damage 
to  the  genetic  material  is  a potential  source 
of  harm  to  future  generations. 

“On  the  average,  3 per  cent  of  people  in 
a medical  practice  are  X-rayed,”  says  the 
Montreal  children’s  hospitals’  report.  “For 
the  chiropractor,  the  figure  is  over  90  per 
cent.”  In  addition,  14-by-36  full-trunk 
X-rays  account  for  less  than  one  in  every 
10,000  hospital  X-rays,  and  the  great  ma- 
jority of  hospitals  do  not  take  full-trunk 
X-rays  at  all.  In  contrast,  about  one  in 
five  chiropractic  X-rays  is  of  this  type. 

According  to  a report  prepared  last  May 
for  the  Canadian  Association  of  Radiolo- 
gists, chiropractic  use  of  full-trunk  X-rays 
is  the  greatest  source  of  unnecessary 
gonadal  radiation  in  Canada  (especially 
for  women,  whose  reproductive  organs 
cannot  be  shielded  from  the  primary  X-ray 
beam).  And  chiropractic  X-rays  were 
judged  second  only  to  medical  and  dental 
X-rays  as  the  leading  sources  of  man-made 
radiation  exposure  in  North  America  to- 
day. In  CU’s  view,  that  is  an  extremely 
high  risk  to  take  for  placebo  medicine. 

THE  ROLE  OF  POLITICS 

Despite  the  dangers  of  unscientific  treat- 
ment, chiropractors  today  enjoy  wider  lee- 
way in  their  scope  of  practice  than  any 
other  health  practitioner  except  the  physi- 
cian. By  comparison,  other  independent 
health-care  providers  must  practice  within 
far  stricter  limits.  A dentist  doesn’t  treat 


stomach  ulcers.  A psychologist  doesn’t 
order  medication  for  a heart  condition. 
An  optometrist  doesn’t  treat  epilepsy.  But 
chiropractors  may  often  do  all  three.  And 
they  are  permitted  to  offer  treatment  in 
specialties  ranging  from  pediatrics  to  psy- 
chiatry— without  having  scientific  training 
in  any  of  them.  Chiropractors  have  won 
that  freedom  without  engaging  in  research 
or  demonstrating  professional  capability  in 
those  fields.  They  have  won  it  by  one 
method  alone:  political  action. 

For  years,  grass-roots  politics  has  been 
the  lifeblood  of  chiropractic.  By  marshal- 
ing the  support  of  chiropractic  patients,  the 
profession  has  often  achieved  an  effective 
political  voice  in  legislation  affecting  its 
licensure  and  services.  And  that  voice  has 
been  its  protection  against  science.  Oppo- 
nents of  chiropractic  come  to  legislative 
hearings  with  information,  with  scientific 
studies,  and  with  the  official  endorsements 
of  national  organizations.  Chiropractors 
come  armed  with  votes. 

The  recent  inclusion  of  chiropractic  ser- 
vices under  Medicare,  after  a seven-year 
campaign  by  chiropractors  and  their  sup- 
porters, provides  a classic  example. 
Against  the  combined  opposition  of  the 
American  Medical  Association,  the  U.S. 
Department  of  Health,  Education,  and 
Welfare,  the  National  Council  of  Senior 
Citizens,  and  numerous  other  groups,  the 
chiropractic  lobby  emphasized  one  pri- 
mary weapon:  the  mailbox.  Congres- 
sional aides  were  reportedly  astonished 
over  the  sacks  of  prochiropractic  mail, 
which  never  seemed  to  diminish.  It  got 
the  message  across. 

In  its  80-year  war  with  science,  chiro- 
practic has  won  the  major  battles.  Its 
next  goal  is  the  inclusion  of  chiropractic 
under  a national  health-insurance  pro- 
gram. In  the  past,  the  public’s  freedom  to 
choose  among  health  practitioners  has 
been  honored  in  legislation  affecting  chiro- 
practors. CU  believes  that  principle  will 
be  sustained  if  a national  health-insurance 
bill  emerges.  Before  such  services  are  in- 
cluded, however,  we  think  that  public 
safety  demands  a searching  review  and 
thorough  reform  of  chiropractic  practices 
by  appropriate  state  and  Federal  agencies. 

RECOMMENDATIONS 

Overall,  CU  believes  that  chiropractic 
is  a significant  hazard  to  many  patients. 
Current  licensing  laws,  in  our  opinion, 
lend  an  aura  of  legitimacy  to  unscientific 
practices  and  serve  to  protect  the  chiro- 
practor rather  than  the  public.  In  effect, 
those  laws  allow  persons  with  limited 
qualifications  to  practice  medicine  under 
another  name. 

We  believe  the  public  health  would  be 
better  served  if  state  and  Federal  govern- 


ments used  their  licensing  powers  and  their 
power  of  the  purse  to  restrict  the  chiro- 
practor’s scope  of  practice  more  effec- 
tively. Specifically,  we  think  that  licensing 
laws  and  Federal  health-insurance  pro- 
grams should  limit  chiropractic  treatment 
to  appropriate  musculoskeletal  complaints 
and  ban  all  chiropractic  use  of  X-rays  and 
drugs,  including  nutritional  supplements, 
for  the  purported  treatment  of  disease. 
Above  all,  we  would  urge  that  chiroprac- 
tors be  prohibited  from  treating  children; 
children  do  not  have  the  freedom  to  reject 
unscientific  therapy  that  their  parents  may 
mistakenly  turn  to  in  a crisis. 

If  you’ve  been  considering  a chiroprac- 
tor for  the  first  time,  we  think  you’d  be 
safer  to  reconsider.  Even  if  you  are  dis- 
satisfied with  your  physician’s  treatment 
of  a back  problem,  you  can  ask  for  a con- 
sultation with  another  physician,  such  as 
an  orthopedist  or  physiatrist  (a  specialist 
in  physical  medicine).  Then,  if  manipula- 
tive treatment  were  indicated,  it  could  be 
performed  by  that  specialist  or  by  a 
physical  therapist. 

Despite  that  recommendation,  we  rec- 
ognize that  some  persons  will  decide  to 
use  the  services  of  a chiropractor.  For 
those  who  do,  and  who  wish  to  avoid  some 
of  the  dubious  practices  that  occur,  we 
think  some  advice  given  to  CU  by  chiro- 
practic officials  themselves  may  be  helpful. 

■ Avoid  any  practitioner  who  makes 
claims  about  cures,  either  orally  or  in  ad- 
vertising. Anyone  who  implies  or  prom- 
ises guaranteed  results  from  treatment 
should  be  held  suspect. 

■ Beware  of  chiropractors  who  ask  you  to 
sign  a contract  for  services.  A written 
agreement  is  not  customary  practice. 

■ Reject  anyone  advertising  free  X-rays. 
Radiation  should  not  be  used  as  a lure. 

■ Ask  whether  the  chiropractor  refers 
patients  to  other  health  professions.  If  the 
answer  is  ‘No’ — or  if  the  chiropractor 
disparages  other  professions  or  accepted 
treatment — walk  out. 

■ Don’t  make  advance  payments.  Most 
chiropractors  have  a flat  office  fee  and 
don’t  offer  “discounts”  for  prepayment. 
Nor  is  it  accepted  practice  to  charge  extra 
for  “units  of  treatment,”  such  as  manipu- 
lation, heat  therapy,  and  the  like.  That 
should  be  included  in  the  office  fee. 

■ Don’t  be  pressured  by  scare  tactics, 
such  as  threats  of  “irreversible  damage”  if 
treatment  isn’t  begun  promptly.  And 
watch  out  for  talk  about  a “patch-up  job” 
as  opposed  to  “intensive  treatment.”  The 
intensive  treatment  may  apply  to  your 
bank  account. 

CU  would  add  one  more  precaution: 
See  a physician  as  well  and  find  out  what 
he  or  she  has  to  say  about  the  problem. 
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Diagnosis  of  head  and  neck  tumors 

SEBASTIAN  ARENA,  M.D. 

Pittsburgh 

The  pathology  of  head  and  neck  tumors  is  almost  limitless  and  each 
tumor  has  its  own  biologic  characteristics.  Each  host  has  its  own  host 
immunity.  Each  tumor’s  symptoms  are,  in  part,  dictated  by  the  location 
in  which  it  is  found.  The  sign  of  each  tumor  is  determined,  in  part,  by 
its  location  and  its  own  characteristics.  The  more  knowledge  that  is 
acquired  by  the  examiner  and  the  more  careful  the  examiner  becomes 
in  this  history  and  physical,  the  more  meaningful  it  becomes,  and  a 
greater  pool  of  information  is  available.  Specific  diagnostic  procedures 
and  special  studies  then  allow  a more  sophisticated  diagnosis  upon 
which  a proper  treatment  plan  can  be  initiated.’ 


Diagnosis  is  the  careful  investiga- 
tion of  facts  on  which  an  opinion 
can  be  made.  An  adequate  diagnosis 
implies  knowledge  of  the  nature  of 
the  disease,  epidemiology  of  the  dis- 
ease, the  extent  of  the  disease,  the 
natural  history  of  the  disease,  and 
how  it  can  be  modified  by  different 
forms  of  therapy.  The  more  that  is 
known  of  the  epidemiology,  extent, 
and  natural  history  of  the  disease,  the 
more  sophisticated  becomes  the 
diagnosis  and  the  more  precise  is  the 
treatment.  Furthermore,  the  earlier 
the  diagnosis  is  made,  the  more  likely 
is  the  treatment  to  be  successful  in  a 
greater  number  of  cases.  The  history 
and  physical  examination  remain  the 
cornerstones  of  adequate  diagnosis 
and,  without  them,  all  other  sub- 
sequent studies  are  for  naught. 

Signs  and  symptoms 

Fundamentals  of  medical  practice 
must  be  observed  to  practice  good 
medicine.  More  mistakes  in  ears, 
nose,  and  throat  come  from  not  look- 
ing and  listening  than  from  not  know- 
ing. Poor  histories  and  examinations 
can  never  be  compensated  by  any 
amount  of  knowledge.  Routine  and 
complete  head  and  neck  examina- 
tions must  always  be  carried  out.  As 
the  examiner’s  knowledge  grows,  the 
symptoms  described  by  the  patient 
may  suggest  certain  disease  proc- 
esses. It  is  not  fair  to  the  patient  to 
make  a diagnosis  without  a complete 


examination.  In  the  head  and  neck, 
numerous  pathologic  processes  pro- 
duce identical  symptoms,  provided 
they  attack  the  same  structures.  The 
differentiation  as  to  the  nature  of  the 
disease  process  lies  in  the  composite 
symptomatology  and  the  rate  and 
method  of  its  development.  Thus, 
nasal  polyposis  and  cancer  of  the 
nasal  cavity  may  produce  identical 
nasal  obstruction.  Whereas  the 
former  is  not  usually  associated  with 
other  disturbances,  the  cancer  is 
usually  associated  with  bleeding  or 
pain  and  other  symptoms. 

The  hoarseness  produced  by  a 
vocal  cord  polyp,  vocal  nodule, 
leukoplakia,  hyperkeratosis,  or 
cancer  may  be  the  same.  The  age  of 
the  patient,  the  associated  symptoms, 
the  method  of  the  development,  and 
character  of  the  development  of  the 
symptoms  serve  to  distinguish  the 
underlying  pathological  process.  It  is 
best  to  have  a routine  amnamesis. 


Dr.  Arena  presented  this  paper  at 
the  Head  and  Neck  Cancer  Sym- 
posium held  May  1975  at  the  In- 
diana University  School  of  Medi- 
cine. He  is  associate  clinical  pro- 
fessor in  the  department  of 
otolaryngology  at  the  University  of 
Pittsburgh  School  of  Medicine, 
and  deputy  chief  of  the  division  of 
otolaryngology  at  Mercy  Hospital, 
Pittsburgh. 


The  head  and  neck  history  is  not 
unlike  any  history  in  general  medi- 
cine. The  more  the  examiner  knows 
about  disease  processes,  the  more 
definite  and  detailed  will  be  his  ques- 
tions. The  habits  of  the  patient  with 
regard  to  alcohol  and  tobacco  use 
and  chronic  infection  must  be  known. 
It  is  important  that  the  physician  un- 
derstand the  patient's  vocabulary  for 
patient's  language  regarding  head 
and  neck  symptoms  may  often  be  mis- 
leading. For  example,  dizziness  may 
be  giddiness  or  lightheadedness 
ratherthan  true  vertigo  or  may  referto 
pain,  or  paresthesia  in  the  scalp,  or 
mental  confusion.  Similarly,  a sore 
throat  may  mean  inability  to  swallow 
or  pain  on  swallowing.  Another  factor 
in  the  amnamesis  in  head  and  neck 
disease  is  that  of  denial.  Many  pa- 
tients will  minimize  the  symptoms  in 
severity,  duration,  and  characteriza- 
tion as  aform  of  denial.  Thus,  an  ulcer 
may  be  very  well  attributed  to  a dental 
plate  for  one  or  two  weeks  but,  in  real- 
ity, may  have  been  present  and  grow- 
ing for  six  or  seven  months.  The 
symptoms  which  bring  the  patient  to 
the  doctor  are  usually  pain,  bleeding, 
and  airway  problems  or  inability  to 
swallow.  The  patient  will  tolerate 
many  symptoms  for  a long  period  of 
time,  such  as  hoarseness  or  a mass, 
as  long  as  he  is  not  disturbed  func- 
tionally by  persistent  pain  or  bleed- 
ing. It  is  these  symptoms  which  are 
absolute  in  the  head  and  neck  and 
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whose  cause  must  be  identified. 
These  symptoms  generally  fall  into 
five  groups:  (1)pain;  (2)  bleeding; 
(3)  obstructive  symptoms;  (4)  a mass; 
and  (5)  neurological  deficit. 

Pain — Otalgia  is  a significant 
symptom.  If  the  cause  cannot  be 
found  locally  in  the  ear,  it  must  be 
adequately  explained.  Many  times,  of 
course,  these  are  due  to  tem- 
poromandibular joint  disfunctions 
and  dental  problems  and,  more 
rarely,  pain  due  to  the  nervous  inter- 
medius.  If  these  diagnoses  of  benign 
conditions  cannot  be  made,  then  an 
adequate  explanation  must  be  made 
inasmuch  as  referred  pain  from  the 
larynx  and  base  of  tongue  may  be  the 
initial  symptom  of  an  underlying  le- 
sion. The  symptom  of  a sore  throat,  of 
course,  must  be  elaborated.  As  men- 
tioned earlier,  a sore  throat  can  mean 
many  different  things  to  different 
people  and  a detailed  explanation  by 
the  patient  on  the  nature  of  his  sore 
throat  isessential.  He  may  mean  burn- 
ing or  difficulty  swallowing  or  sore- 
ness on  swallowing.  Certain  types  of 
foods  or  certain  temperature  of  foods 
may  initiate  symptoms.  This  will  help 
to  further  identify  the  nature  and  loca- 
tion of  the  soreness.  A unilateral  sore 
throat,  of  course,  is  an  important  fac- 
torto  establish.  Differentiation  of  pain 
in  the  facial  region  is  also  important. 

Bleeding — This  is  usually  a late 
symptom;  the  source  of  bleeding 
must  be  identified.  Specific  questions 
as  to  when  the  bleeding  occurs  and 
other  characteristics  of  color  and 
method  of  bleeding  further  help  iden- 
tification. 

Obstructive  symptoms — The 

causes  of  stridor,  dyspnea,  nasal 
obstruction,  and  dysphagia,  of 
course,  must  be  identified. 

The  lump  in  the  neck  or  the  palpa- 
ble mass — This  is  the  initial  and  only 
symptom  in  many  occult  cases.  Addi- 
tive symptoms  such  as  weight  loss, 
anorexia,  and  malaise  may  accom- 
pany this  mass.  The  paranasal 
sinuses,  the  nasopharynx,  the  tonsil- 
lar area,  and  the  posterior  one-third 
of  the  tongue  can  conceal  a primary 
cancer  for  a long  period  of  time  and 
the  primary  site  may  remain  incon- 
spicuous without  any  symptoms  at 
all.  The  same  holds  true  for  thyroid 
cancer.  About  20  percent  of  thyroid 
cancer  presents  itself  as  a lump  in  the 


neck  and  the  primary  may  be  as  small 
as  a match  head.  For  this  reason,  the 
awareness  of  different  types  of 
cancer  and  their  biologic  activity  will 
help  the  physician  in  the  examination 
of  the  patient.  For  instance,  tumors  of 
the  thyroid,  the  vocal  cords,  the 
cheeks,  and  the  anterior  two-thirds  of 
the  tongue  usually  are  well  differ- 
entiated, invade  surrounding  tissues 
slowly,  and  metastasize  late  and  in  an 
orderly  fashion.  Cancers  of  the 
nasopharynx  and  hypopharynx 
metastasize  very  early,  may  have  very 
large  metastatic  sites,  and  the  pri- 
mary site  may  be  inconspicuous. 
Identification  of  the  lymph  node  site 
of  metastasis  is  important. 

Cancers  of  the  ear  present  certain 
diagnostic  problems.  Over  90  percent 
of  squamous  cell  carcinomas  of  the 
ear,  external  canal,  and  middle  ear 
have  a history  of  chronic  ear  infec- 
tion. A change  in  the  nature  of  the 
discharge,  hearing  loss,  or  pain  is 
significant.  External  canal  lesions 
don't  present  too  much  of  a problem 
in  that  the  erosion  and  friable  bleed- 
ing in  ulcerative  points  usually  indi- 
cate that  a biopsy  is  necessary.  Free 
bleeding  and  severe  pain  indicate 
bone  erosion  and  are  relatively  late 
symptoms.  Vertigo  and  facial  paraly- 
sis are  certainly  late  symptoms.  It  is 
important  to  establish  whether  or  not 
the  patient  has  parotid  swelling  and 
temporomandibular  joint  pain.  Be- 
cause of  these  difficulties,  there  is 
usually  a six-month  patient  delay 
before  presenting  himself  for  exami- 
nation. 

Nose,  paranasal  sinuses,  and 
nasopharynx — Bleeding  and  nasal 
obstruction  are  predominating 
symptoms.  These  people  usually  have 
a history  of  previous  nasal  polyposis; 
however,  there  is  a change  in  the  na- 
ture of  the  characteristic  of  the 
obstruction.  Examination  of  the 
change  in  coloration  of  nasal  tissues, 
easy  friability,  and  bleeding  are  im- 
portant signs.  Local  swelling,  asym- 
metries, hypaesthesias  or  cranial 
nerve  involvements  may  indicate  the 
extent  of  disease  which  will  affect  the 
prognosis.  A secondary,  underlying 
disease  process  in  the  area  may  also 
be  indicated.  The  presence  or  ab- 
sence of  trismus  should  also  be 
noted. 

The  oral  cavity,  which  includes  the 


lips,  cheeks,  alveolar  ridges,  buccal 
mucosa,  palate,  floor  of  mouth,  an- 
terior two-thirds  of  the  tongue,  and 
hard  and  soft  palates,  lend  them- 
selves readily  to  examination.  It  is  im- 
portant to  note  that  the  presenting 
symptoms  in  these  lesions  are  usually 
pain  and  bleeding.  There  are  as- 
sociated symptoms  of  a history  of 
heavy  alcohol  intake  along  with  heavy 
tobacco  use.  Often  patients  with  such 
lesions  have  presented  previously 
with  a non-healing  neck  mass  on 
which  an  incision  and  drainage  was 
performed. 

Floor  of  mouth  lesions,  historically 
and  typically,  start  at  the  ampulla  of 
the  duct.  Pain  is  the  predominating 
symptom.  Induration  is  present  here. 
The  cheek  lesions  are  usually  ulcera- 
tive in  nature  and  the  pain  associated 
with  them  is  significant. 

Tongue  lesions  present  a multitude 
of  appearances  and  the  charac- 
teristics in  appearance  and  palpation 
of  these  lesions  is  important. 
Seventy-five  percent  of  the  neoplastic 
lesions  of  the  tongue  are  in  the  an- 
terior two-thirds  of  this  organ  pre- 
dominating presenting  symptoms;  40 
percent  of  these  also  have  obvious 
metastasis.  One-fourth  of  the  lesions 
in  the  tongue  appear  in  the  base.  The 
typical  appearance  is  different  than 
the  ones  anteriorly.  Otalgia  is  a com- 
mon symptom;  difficulty  in  swallow- 
ing and  a change  in  the  voice  quality 
may  be  present.  The  typical  appear- 
ance of  a lesion  here  is  the  piling  upof 
tissue.  Of  this  group  70  percent 
present  as  a metastatic  node  and, 
many  times,  the  primary  may  be  in- 
conspicuous and  not  detectable. 

In  the  larynx,  a typical  symptom  of 
cordal  disease  is  hoarseness.  Howev- 
er, the  pyriform  sinus  and  other  areas 
can  remain  silent  for  long  periods  of 
time.  A presenting  symptom  may  be  a 
node  in  the  neck.  It  is  important  to 
note  the  degree  of  dysphagia,  if  any, 
history  of  weight  loss,  etc. 

Salivary  gland  tumors  usually 
present  as  a mass.  It  is  important  to 
note  unilaterality  of  disease  or  bilat- 
erality of  disease  indicating  the  type 
of  process  which  may  be  going  on. 

Parapharyngeal  tumors  have  been 
described  by  Work  and  are  not  un- 
common. Carotid  body  tumors  typi- 
cally have  a rubbery  consistency  and 
classically  move  from  side  to  side  but 
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not  up  and  down.  A bruit  may  or  may 
not  be  heard.  These  must  be  differ- 
entiated from  carotid  aneurysm, 
chemodectomas,  and  vagal  body 
tumors. 

In  children,  tumors  in  the  head  and 
neck  present  with  a mass.  The  major- 
ity of  these  tumors  are  notepithelial  in 
nature.  The  symptoms  caused  by 
these  masses  are  the  same  as 
symptoms  caused  by  benign  disease, 
such  as  serous  otitis  media  where 
rhabdomyosarcoma  of  the  naso- 
pharynx may  have  the  only  symptom 
of  serous  otitis  media.  The  biggest 
problem  in  children,  of  course,  is  the 
examination,  which  often  requires 
general  anesthesia.  Any  unilateral 
mass  or  lymph  node  that  does  not  re- 
spond to  antibiotic  therapy  should  be 
suspect  if  the  initial  diagnosis  is  that 
of  possible  inflammatory  disease. 

Special  studies  and  procedure 

All  diagnoses  of  head  and  neck 
tumors  are  ultimately  dependent 
upon  tissue  diagnosis.  There  are  sev- 
eral methods  of  obtaining  a tissue 
diagnosis:  punch  biopsy,  incisional 
biopsy,  excisional  biopsy,  and  aspira- 
tion biopsy. 

In  the  diagnosis  of  the  solitary  lump 
in  the  neck  with  an  occult  primary  or 
no  primary,  aspiration  biopsy  is  the 
method  of  choice.  However,  limita- 
tions are  great;  success  in  diagnosing 
depends  on  the  ability  of  the  pathol- 
ogy staff  to  use  minute  tissue  sam- 
ples. Multiple  blind  biopsies  in  occult 
primaries  (with  biopsies  of  the 
nasopharynx,  tonsil,  pharyngeal  wall, 
base  of  tongue,  hypopharynx)  are 
futile  and  misleading. 

Excisional  biopsies  are  much  pref- 
erable to  incisional  biopsies.  Any 
procedure  which  may  spread  a tumor 
or  interfere  with  fugital  surgical  man- 
agement or  excision  should  be  a- 
voided  if  at  all  possible;  however, 
there  are  multiple  circumstances  in 
which  this  must  be  done. 

The  most  important  factor  in  early 
diagnosis  is  continued  vigilance. 
Most  of  us  who  practice  oncology  of 
the  head  and  neck  see  the  patients 
after  a diagnosis  has  been  made  or 
missed.  Few  of  us  appreciate  the  dif- 
ficulties of  the  primary  physician  who 
is  on  the  firing  line.  The  responsibility 
of  a correct  diagnosis  in  the  head  and 


neck  is  great  as  they  are  available  to 
ready  inspection  and  palpation.  We 
are  expected  always  to  see  or  feel  the 
problem.  Pitfallsare  blind  spots  in  the 
area  and  the  fact  that  the  head  and 
neck  can  serve  as  repositories  for 
local  manifestations  of  systemic  dis- 
ease. An  example  is  the  problem  of  a 
rheumatoid  arthritic  who  is  a heavy 
smoker,  has  an  angry  looking  larynx 
with  some  dyspnea  and  dysphagia, 
and  presents  with  a fixed  cord. 

In  the  oral  cavity,  larynx,  nasal  cav- 
ity, or  hypopharynx,  when  there  are 
exophytic  or  ulcerative  lesions,  the 
diagnosis  can  be  obtained  by  means 
of  punch  biopsy,  by  either  direct 
means  or  endoscopic  procedures. 

Submucosal  lesions  of  the 
hypopharynx  or  larynx  occasionally 
require  open  biopsy,  but  only  after  all 
studies,  a presumptive  diagnosis  and 
a plan  of  treatment  with  the  patient's 
consent  have  been  made. 

Paranasal  sinus  disease  may  re- 
quire an  antrotomy  to  arrive  at  a diag- 
nosis. A Caldwell  luc  or  any  procedure 
which  can  spread  a tumor  should  be 
avoided  if  possible. 

Painful  lesions  of  the  ear  and  mid- 
dle ear  may  require  a general 
anesthetic  for  adequate  inspection 
and  biopsy  as  may  lesions  of  the 
nasopharynx.  The  role  of  general 
anesthesia  for  adequate  examination 
has  been  neglected.  General  anes- 
thesia for  diagnosis  in  order  to  per- 
form adequate  inspection  and  bi- 
opsy is  readily  used  for  laryngeal, 
esophageal,  or  hypopharyngeal  le- 
sions. It  should  be  utilized  more  often 
for  painful  lesions  which  prevent  ad- 
equate evaluation.  The  multiplicity  of 
epithelial,  mesenchymal,  and  lym- 
phocytic tumors  which  can  occur  in 
the  head  and  neck  make  tissue  diag- 
nosis absolutely  necessary. 

Tomography  is  very  important  in 
most  areas  of  the  head  and  neck.  This 
is  especially  true  in  connection  with 
paranasal  sinus  and  base  of  skull 
films,  which  may  show  bone  destruc- 
tion and  offer  a more  rational  choice 
of  treatment  where  routine  radiog- 
raphy may  not.  The  exact  extent  of  the 
tumor  is  better  identified  in  this  man- 
ner. Polytomography  can  indicate 
whether  tumors  of  the  middle  earand 
temporal  bone  extend  beyond  the 
confines  of  the  temporal  bone  and 
help  determine  if  the  lesion  is  amena- 


ble to  radical  surgery. 

In  the  larynx  it  is  imperative  that 
subglottic  extension  be  recognized.  A 
tumor  at  the  base  of  the  epiglottis, 
which  is  not  readily  seen  by  endo- 
scopic or  mirror  examination  whether 
the  tumor  is  in  the  pre-epiglottic 
space  or  in  the  ventricles,  can  be  eas- 
ily identified  by  means  of  laryngo- 
grams.  Much  can  be  learned  by  en- 
doscopy. Besides  being  a vehicle  for 
obtaining  tissues  for  study,  mobility 
of  structures  can  be  determined  en- 
doscopically  and  the  exact  topog- 
raphical appearance  of  lesions  can 
be  more  directly  examined. 

The  role  of  contrast  studies  is  im- 
portant. Arteriography  is  diagnostic 
in  carotid  body  tumors  and  angiofib- 
romas. Arteriography  can  help  a great 
deal  in  tumors  of  the  base  of  the  skull; 
it  can  determine  whether  displace- 
ments or  erosion  at  the  base  of  the 
skull  have  occurred.  Arteriography 
also  helps  to  study  tumors  in  the  in- 
fratemporal space  and  may  help  in 
identification  in  areas  which  should 
be  biopsied. 

The  role  of  sialography  is  helpful 
but  does  not  contribute  much  to 
diagnosis  of  tumors  of  the  major 
salivary  glands.  In  the  parotid,  lateral 
lobectomy  is  important  and  is  re- 
garded as  an  excisional  biopsy. 
Tumors  of  the  parapharyngeal  space 
should  be  approached  externally  and 
not  intraorally.  Tumors  in  the 
pterygoid  space  in  the  mandible  can 
masquerade  as  parotid  tumors  in  the 
high  neck.  A suspicion  is  necessary 
here  and  a sialography  may  be  of 
help.  Venography  is  of  great  help. 

The  pathology  of  head  and  neck 
tumors  is  almost  limitless;  each 
tumor  has  its  own  biologic  charac- 
teristics. Each  host  has  its  own  host 
immunity.  Each  tumor’s  symptoms 
are,  in  part,  dictated  by  the  location  in 
which  it  is  found.  The  sign  of  each 
tumor  is  determined,  in  part,  by  its 
location  and  its  own  characteristics. 
The  more  knowledge  that  is  acquired 
by  the  examiner  and  the  more  careful 
the  examiner  becomes  in  the  history 
and  physical  examination,  the  more 
meaningful  it  becomes  and  a greater 
pool  of  information  is  available.  Spe- 
cific diagnostic  procedures  and  spe- 
cial studies  then  allow  a more  sophis- 
ticated diagnosis  upon  which  a prop- 
er treatment  plan  can  be  initiated.  □ 
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Routine  proximal  colostomy  to  complement 
elective  left  colon  resection 


HARRY  E.  BACON,  M.D.,  Sc.D.,  F.A.C.S. 
Philadelphia 


Before  antibiotics  and  chemo- 
therapy were  available  it  was 
common  to  perform  cecostomy  or 
colostomy  of  the  transverse  colon 
either  prior  to  or  with  resections  for 
lesions  of  the  left  colon  and  rec- 
tosigmoid. 

The  advent  of  the  antibacterial 
agents  fostered  a tendency  toward 
primary  anastomosis  without  surgical 
creation  of  a proximal  vent;  yet,  re- 
cently there  seems  to  have  been  an 
“about  face.’’  As  we  review  the  daily 
operating  schedules  and  attend  panel 
discussions  at  meetings,  we  are  ap- 
palled to  find  out  how  often  proximal 
colostomy  is  performed. 

At  the  January  meeting  of  the  Amer- 
ican Cancer  Society,  held  in  San  Di- 
ego, Morgan  was  quite  adamant  that 
tube  cecostomy  be  performed  for  left 
colectomy,  including  anterior  resec- 
tion. He  favored  the  procedure 
“...especially  for  diverticulitis  be- 
cause you  don’t  know  where  the  dys- 
function of  the  hypertrophied  muscle 
and  thickening  begins  and  ends.” 
Goligher  performs  a routine  cover- 
ing transverse  colostomy  in  almost  all 
his  low  anterior  resections.  He  cites 
an  incidence  of  wound  dehiscence  of 
20  percentforall  patients  undergoing 
anterior  resection,  whereas  in  160  of 
his  patients  undergoing  low  anterior 
resection  for  cancer,  the  incidence 
was  40-50  percent.  In  a series  of  424 
patients  treated  by  anterior  resection, 
Cullen  and  Mayo  found  fecal  fistuliza- 
tion  in  13.1  percent.  Vandertoll  and 
Beahrs  recorded  an  incidence  of  7.7 
percent  in  a collected  series  of  an- 
terior resections.  Aylett  believes  that 
reconstructive  surgery  for  carcinoma 
of  the  rectosigmoid  should  be  com- 


plemented by  transverse  colostomy 
prior  to  operation. 

While  we  are  averse  to  the  routine 
use  of  proximal  colostomies  for  all 
patients,  we  cannot  deny  their  relia- 
bility in  specific  circumstances.  Sur- 
gical establishment  of  a proximal  vent 
concomitant  with  elective  resection 
of  the  left  colon  and  rectosigmoid  is 
usually  indicated  when:  (1 ) the  blood 
supply  to  the  anastomosed  segments 
is  compromised  or  questionably  via- 
ble; (2)  the  suture  line  is  under  ten- 
sion; (3)  the  bowel  is  filled  with  fecal 
concretions;  (4)  (sometimes)  a previ- 
ously unsuspected  abscess  is  en- 
countered. However,  we  prefer  a 
double-barrel  transverse  colostomy, 
but  never  a cecostomy. 


Dr.  Bacon  is  an  emeritus  professor 
of  surgery  at  Temple  University 
School  of  Medicine,  Philadelphia. 
He  served  as  head  of  the  depart- 
ment of  colon  and  rectal  surgery 
at  Temple  from  1942  to  1971.  The 
recipient  of  numerous  awards 
and  honorary  degrees,  Dr.  Bacon 
has  published  extensively  in  his 
field  over  the  years. 


In  the  preoperative  management  of 
the  patient  about  to  undergo  elective 
resection  of  the  left  colon  and  rec- 
tosigmoid, mechanical  cleansing 
with  repeated  enemas  and  small 
doses  of  castor  oil  orally  are  of  utmost 
importance.  Adjunctive  measures, 
such  as  administration  of  neomycin 
and  kanamycin  have  proved  of  value. 

Occasionally,  when  we  have  com- 
pleted the  anastomosis  and  are  not 
certain  of  the  adequacy  of  the  blood 
supply  or  the  intensity  of  tension  to 
the  suture  line,  we  deliberately  tear 
down  the  anastomosis,  further 
mobilize  one  or  both  segments,  and 
reinstitute  the  anastomosis.  Should 
the  bowel  have  been  inadequately 
prepared,  evidencing  the  accumula- 
tion of  hardened  fecal  concretions, 
we  isolate  the  bowel  with  sterile 
drapes  wrung  out  in  70  percent 
alcohol-eosin  solution.  All  surgeons 
leave  the  operating  area  while  the  first 
assistant  milks  the  bowel  of  its  con- 
tents. All  drapes,  instruments,  gowns, 
and  gloves  are  then  discarded  and 
clean  ones  substituted. 


Material 

In  an  effort  to  determine  how  often 
a proximal  vent  was  created  surgi- 
cally in  such  cases  and  how  useful  it 
was,  we  reviewed  the  records  of  all 
our  patients  during  the  period  from 
September  1940  to  and  including  Oc- 
tober 1971  (31  years  and  two  months). 
Only  patients  undergoing  elective  re- 
section of  the  left  colon  or  low  an- 
terior resection  (performed  chiefly  for 
cancer,  diverticulitis,  or  procidentia) 
were  included  in  the  study.  (Not  in- 
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TABLE  I 

Left  Colonic  Resection  Concomitant  with  Establishment  of  a Proximal  Colostomy  (1940-1971) 


Number  of  Number  of 


Number  of 

Patients  with 

Deaths 

Patients 

Proximal 

(Per  Cent  Mortality) 

with 

Colostomies 

Patients  with 

Proximal 

Established  at 

Colostomies 

Colostomy 

The  Time  of 

Patients 

Established  at 

Number  of 

Prior  to 

Resection 

without 

the  Time  of 

Diagnosis 

Operation 

Patients 

Admission 

(Percent) 

Colostomy 

Resection 

Cancer 

Lett  colonic  resection 

538 

27 

27  (5.0) 

8(1.6) 

3(11.1) 

Low  anterior  resection 

312 

52 

13  (5.2) 

4(1.6) 

2 (15.4) 

Diverticulitis 

Elective  lelt  colonic 

resection 

264 

61 

0 

3(1.5) 

— 

Elective  sigmoidovesical 
listula  repair 
Elective  sigmoidovaginal 

29 

3 

12  (46) 

0 

0 

listula  repair 

9 

3 

2 (33.3) 

0 

0 

Emergency  operation  lor 
pelvic  abscess 
Emergency  operation  for 

25 

3 

16  (73) 

0 

1 (6.3) 

reliel  ol  complete 
obstruction 

19 

0 

19  (100) 

— 

2 (10.5) 

TOTAL: 

346 

70 

49  (17.7) 

3(1) 

3 (6.3) 

Procidentia 

Low  anterior  resection 

64 

0 

0 

— 

— 

Megacolon 

Low  anterior  resection 

41 

0 

1 (2.4) 

0 

0 

(congenital 
and  acquired) 

Volvulus 

Low  anterior  resection 

4 

0 

0 

0 

0 

Endometrioma 

Low  anterior  resection 

7 

0 

0 

0 

0 

Benign 

Segmental  resection 

adenomatous  polyps 

14 

0 

0 

0 

0 

TOTAL 

1,326 

149 

89  (7.5) 

15  (1.4) 

8 (8.9) 

eluded  were  patients  treated  by  re- 
sections of  the  right  and  transverse 
colon  and  splenic  flexure,  numbering 
165;  total  and  subtotal  colectomies 
for  ulcerative  colitis,  granulomatous 
ileocolitis,  and  familial  polyposis, 
487;  transcolonic  polypectomies, 
400-odd;  pull-through  procedures  for 
malignant  and  benign  tumors,  1,292; 
Hartmann  operations,  78;  or  700-odd 
Miles  operations  for  cancer  of  the  low 
rectum,  and  the  same  operative  pro- 
cedure for  squamous-cell  carcinoma 
of  the  anal  canal,  105.) 

As  shown  in  Table  I,  1 ,326  patients 
underwent  resection.  Of  these  149 
had  had  colostomies  established 
elsewhere  prior  to  admission.  Of  the 
remaining  1,177  patients,  we  estab- 
lished proximal  colostomies  at  the 
time  of  resection  in  90,  an  incidence 
of  6.8  percent  of  the  1 ,326  patients,  or 
7.6  percent  of  1,177.  Omitting  44 
emergency  operations  for  pelvic  or 
lumbar  abscesses  or  complete  co- 
lonic obstruction  and  the  1 49  patients 
in  whom  colostomies  had  been  ac- 
complished elsewhere,  4.9  percent  of 
the  remaining  1,133  patients  were 


given  colostomies.  In  the  emer- 
gency-operation group  divert- 
ing vents  were  established  in  1 00  per- 
cent of  those  with  complete  obstruc- 
tion and  73  percent  of  those  who  had 
pelvic  or  lumbar  abscesses. 

The  346  patients  with  diverticulitis 
included  seven  patients  in  whom 
Bloch-Mikulicz  procedures  were  per- 
formed during  the  1940s.  Each  of 
these  seven  patients  had  an  as- 
sociated sigmoidovesical  or  sig- 
moidouterine  fistula.  A total  of  29  pa- 
tients had  sigmoidovesical,  sig- 
moidouterovesical,  or  sigmoid- 
outerine  fistulas.  All  of  these  pa- 
tients were  treated  by  resection  of  the 
sigmoid  together  with  partial  cystec- 
tomy for  those  with  sigmoidovesical 
fistulas,  and  hysterectomies  in  5 pa- 
tients with  concomitant  sig- 
moidouterine  fistulas.  Diverting 
colostomies  were  instituted  in  12,  or 
41.4  percent  of  the  29.  In  addition 
to  the  29  patients  reported,  there 
were  7 patients  in  whom  sinus  (col- 
ucutaneous)  tracts  were  demon- 
strated, yet  the  establishment  of  di- 
verting colostomies  was  not  consid- 


ered indicated.  In  addition,  21  pa- 
tients had  enterocolic  fistulas  but 
colostomies  were  not  performed.  In 
the  sigmoidovaginal-fistula  group  of 
9 patients,  3 had  colostomies  on  ad- 
mission, while  in  2,  or  22.2  percent  of 
the  9 patients,  colostomies  were  es- 
tablished at  the  time  of  resection. 

The  overall  mortality  rate  for  the 
1,326  patients  was  2.1  percent.  The 
greatest  number  of  deaths  occurred 
following  resection  for  cancer.  How- 
ever, the  mortality  rate  was  higher  in 
those  who  had  proximal  colostomies 
at  the  time  of  resection,  1 1 .1  percent. 
The  mean  overall  mortality  rate  for  re- 
section without  complementary  col- 
ostomy was  1 .4  percent,  whereas  that 
for  those  with  proximal  colostomies 
established  at  the  time  of  resection 
was  8.9  percent.  We  admit  that  there 
was  a selection  of  patients  because, 
as  pointed  out  previously,  de- 
functionalizing  proximal  colostomies 
were  effected  chiefly  in  the  more  dif- 
ficult cases,  and  for  specific  reasons. 

It  is  our  belief  that  the  difference  in 
mortality  rate  is  significant,  in  that 
less  mortality  was  obtained  in  the 
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group  with  primary  resection  without 
colostomy  than  in  those  with  resec- 
tion and  proximal  defunctionalizing 
colostomies.  The  cause  of  death  in 
most  instances  was  peritonitis  and 
pulmonary  or  myocardial  infarction. 
The  significance  of  suture-line  leak- 
age, separation,  ordehiscence  (terms 
used  interchangeably)  is  difficult  to 
assess  as  one  reviews  the  literature. 
To  us.  dehiscence  of  the  anastomosis 
carrying  an  incidence  of  30  to  50  per- 
cent appears  incredible:  the  only 
plausible  explanation  would  appear 
to  be  that  a number  of  surgeons,  in- 
cluding residents,  were  involved  in 
the  operative  procedures.  (The  au- 
thor hopes  that,  were  he  to  experi- 
ence leakage  in  50  percent  of  his  pa- 
tients, he  would  disengage  himself 
from  our  honored  profession  and 
seek  other  means  of  endeavor.)  Our 
criterion  for  a diagnosis  of  suture-line 
disruption  is  based  solely  on  the  need 
for  operation — either  exploration 
with  adequate  drainage  or  subhe- 
patic  transverse  colostomy  with 
drainage — to  remove  the  threat  of  in- 
fection. The  incidence  of  suture-line 


leakage  in  the  group  with  diver- 
ticulitis was  2.2  percent  whereas  in 
the  cancer  group  it  was  3.7  percent. 
There  was  one  anastomotic  leak  in  a 
low  anterior  resection  for  megacolon, 
an  incidence  of  2.4  percent.  This  pa- 
tient, a young  man,  developed  a pel- 
vic abscess,  for  which  reason  drain- 
age was  instituted  and  a diverting 
vent  established  surgically;  this  was 
later  closed. 

The  incidence  of  abdominal  wound 
infection  has  not  been  determined, 
and  while  we  have  had  our  share,  we 
believe  our  rate  is  neither  less  nor 
more  than  rates  experienced  by  oth- 
ers. 

No  recent  publications  have  em- 
phasized the  incidence  of  abdominal 
wound  dehiscence,  disruption  or 
eventration,  although  in  1951  Trimpi 
and  Heb  reported  a series  of  51 5 con- 
secutive resections  embracing  a 4 
year  period,  among  which  there  were 
13  instances  of  dehiscence,  an  inci- 
dence of  2.5  percent.  In  another 
group  of  200  consecutive  resections 
the  incidence  was  reduced  to  1 per- 
cent. 


The  average  hospital  stay  after  re- 
section was  10  to  1 1 days,  as  recently 
found  in  a survey  of  our  patients  with 
sigmoidal  diverticulitis.  Although  we 
have  made  no  recent  estimate  for  our 
cancer  patients  not  treated  by  colos- 
tomy, the  average  is  not  dissimilar. 
When  colostomies  are  used,  the  hos- 
pitalization periods  are  understanda- 
bly longer  since  it  takes  a few  days  to 
instruct  the  patients  and  accustom 
them  to  the  colostomies. 

Summary 

The  cases  of  a series  of  patients 
who  underwent  elective  resection  of 
the  left  colon  and  rectosigmoid  in  a 31 
year  period  are  reviewed.  Results  in 
those  in  whom  subhepatic  transverse 
colostomies  were  established  are 
compared  with  results  in  those  not  so 
treated.  The  author  believes  that  di- 
verting colostomies  are  effected 
much  too  often.  They  are  needed, 
however,  for  treatment  of  complete 
colonic  obstruction  and  when  in- 
flammatory processes  are  so  severe 
that  they  are  life  threatening.  □ 


education 

This  issue  carries  no  education  course  listings.  The 
January  issue  contained  a supplement — a com- 
prehensive list  of  education  courses  being  offered  in  all 
parts  of  Pennsylvania.  Consult  that  issue  or  write  for  a 
copy  of  the  supplement  to:  Council  on  Education  and 
Science,  Pennsylvania  Medical  Society,  20  Erford 
Road,  Eemoyne,  PA  17043. 
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eral practice  experience  or  training  in  another 
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COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


LIPO'NICIN 

A PERIPHERAL  VASODILATOR 


■< 


IMMEDIATE  or  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/lOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  . 25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6).  . 10  mg. 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid 250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6).  . 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-1)  25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6) . . 10  mg. 
In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  Is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


(BROiVJ.^B  the  brown  pharmaceutical  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Each  CEREBRO-NICIN  capsule  contains: 
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gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 
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Sayre  18840 

Sidney  G.  Ranck,  M.D.,  Obstetrics  and  Gynecology,  Guthrie 
Clinic,  Ltd.,  Sayre  18840 

BUCKS  COUNTY: 

L.  Stewart  Barbera,  M.D.,  Pediatrics,  773  2nd  St.  Pike,  South- 
ampton 18966 

Paul  J.  Coverdale,  M.D.,  Internal  Medicine,  Rte.  611,  Danboro 
18916 

Charles  A.  Knowles,  M.D.,  Family  Practice,  2315  Bristol  Pike, 
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Gene  F,  Manko,  M.D.,  Obstetrics  and  Gynecology,  331  Schuylkill, 
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Earl  A.  Palmer,  M.D.,  Ophthalmology,  Hershey  Med.  Ctr., 
Ophthalmology,  Hershey  17033 
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Medicine,  Philadelphia  19151 

ERIE  COUNTY: 
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FAYETTE  COUNTY: 

Riad  Saradar,  M.D.,  Internal  Medicine,  R.D.1 , Box  146K,  Hopwood 
15445 

FRANKLIN  COUNTY: 

Donald  B.  Foster,  D.O.,  Internal  Medicine,  648  E.  Main  St., 
Waynesboro  17268 

John  C.  Wirth,  Jr.,  M.D.,  General  Surgery,  731  Cumberland  St., 
Chambersburg  17201 

INDIANA  COUNTY: 

Michael  M.  Tsai,  M.D.,  Psychiatry,  840  Philadelphia  St.,  Indiana 
15701 

LANCASTER  COUNTY: 

Daniel  C.  Good,  M.D.,  Neurological  Surgery,  102  Pearl  St.,  Lan- 
caster 1 7602 

Richard  M.  Levin,  M.D.,  Plastic  Surgery,  1829  Wilson  Ave.,  Lan- 
caster 17601 

Herbert  E.  Myers,  Jr.,  M.D.,  Family  Practice,  R.D.1,  Elizabethtown 
17022 

Jon  G.  Walker,  M.D.,  Urology,  822  Marietta  Ave.,  Lancaster  1 7603 


LEHIGH  COUNTY: 

P.  Gross,  M.D.,  Psychiatry,  1600  Lehigh  Pkwy.  E.,  Allentown 
18103 

Yong  H.  Lee,  M.D.,  Plastic  Surgery,  1200  S.  Cedar  Crest  Blvd., 
Allentown  18105 

James  A.  Pantano,  M.D.,  Internal  Medicine,  901  N.  1 9th  St.,  Allen- 
town 18104 

Jer  Y.  Tsai.  M.D.,  Internal  Medicine,  1 300  6th  St.,  Apt.  G,  Waynes- 
burg  15370 

LUZERNE  COUNTY: 

Honorio  S.  Bezier,  M.D.,  Neurological  Surgery,  Ste.  802-804,  N. 
Eastern  Bldg.,  Hazleton  18201 

Raphael  J.  Bonita,  M.D.,  Family  Practice,  234  S.  River  St.,  Plains 
18705 

Louis  B.  Bonita,  M.D.,  Family  Practice,  234  S.  River  St.,  Plains 
18705 

Bernard  L.  Holleran,  M.D.,  Internal  Medicine,  308  W.  8th  St., 
Wyoming  18644 

John  A.  Kennedy,  M.D.,  Family  Practice,  R.D.  1,  Box  5,  Harry's 
Lake  18618 

Joseph  J.  Kowalski,  M.D.,  Psychiatry,  33  Walden  Dr.,  Mountaintop 
18707 

Shishir  C.  Prasad,  M.D.,  General  Surgery,  1111  E.  End  Blvd., 
Wilkes-Barre  18703 

William  J.  Rick,  Jr.,  M.D.,  Psychiatry,  22  Holiday  Ct.,  Kingston 
18704 

John  R.  Siberski,  M.D.,  Geisinger  Med.  Ctr.,  Danville  17821 
f Continued  on  page  69.) 


66 


Pennsylvania  Medicine,  May  1976 


classifieds 


PHYSICIANS  WANTED 

Excellent  Group  Practice  Opportunities  for  primary 
care  physicians,  medical,  surgical  specialists,  pediatri- 
cians, psychiatrists,  dermatologists  in  beautiful  univer- 
sity community  with  hospital  privileges  available.  Con- 
tact Indiana  Medical  Center,  Heatherbrae  Square,  In- 
diana, PA  15701 ; telephone  (412)  465-2056. 

Emergency  Physicians — A multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi- 
tion to  full-time  emergency  physicians,  a physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au- 
tonomy in  its  member  physicians.  Financial  arrange- 
ments are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi- 
cians are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write;  Depart- 
ment 650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Psychiatrists,  Physicians  with  Psychiatric  Experience 

— Mental  hospital  in  metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  resort 
area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Pennsylvania  license  required.  Contact:  Henry 
Buxbaum,  M.D.,  Superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411.  Telephone:  (717) 
586-201 1 . 

Pediatrician — Needed  in  College  town  with  drawing  popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80. 
Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
minstrator.  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Emergency  Physicians — 200  bed  general  hospital  in  uni- 
versity community.  Two  required  to  complete  group  of  5. 
Pa.  License.  Salary  high  competitive.  Contact:  William  B. 
Yeagley,  M.D.,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701;  (412)  463-0261. 

Family  Practice,  Primary  Care  Physicians,  Internists  to 

join  rapidly  growing  ambulatory  care  group  of  Central 
Medical  Pavillion,  Pittsburgh,  Pennsylvania.  Community 
oriented,  progressive  institution  with  strong  utilization 
program.  Must  be  board  certified  or  board  eligible.  Full  or 
part  time.  Excellent  call  schedule.  Competitive  salary,  va- 
cations, study  time,  life  and  malpractice  insurance.  Equal 
opportunity  employer.  Writeorcall:  John  J.  Bonessi,  M.D., 
Medical  Director,  1400  Centre  Ave.,  Pittsburgh,  PA  15219; 
(412)  562-3303. 


OB/GYN — Vermont’s  beckoning  kingdom.  Hospital  based 
office,  established  practice,  ideal  family  setting.  Apply  in 
writing  to  Administrator,  North  Country  Hospital  and 
Health  Center,  Inc.,  Prouty  Drive,  Newport,  VT  05855,  or 
call  (802)  334-7331. 

FP/GP  For  Innovative  Family  Health  Center  in  North  Cen- 
tral Pennsylvania.  To  join  4 family  practice  general  prac- 
tice physicians,  2 dentists,  and  a psychiatrist  in  providing 
comprehensive  primary  health  care.  Excellent  salary  and 
fringe.  Teaching  opportunity  in  FP  residency.  Rural  area 
with  convenient  cultural  and  outdoor  activities.  J.W.  Mon- 
tague, M.D.,  Medical  Director,  North  Penn  Family  Health 
Center,  Blossburg,  PA  16912. 

Emergency  Room  Directorship  5 man,  40  hour  group  now 
open.  Excellent  fringes.  If  interested  contact:  M.C.  Din- 
berg,  M.D.,  Director,  Medical  Affairs,  Oil  City  Hospital,  174 
E.  Bissell  Ave.,  Oil  City,  PA  16301. 

House  Staff  Physician — 265  bed  accredited  hospital 
seeks  Pennsylvania  licensed  physicians  40  hours  plus  2 
nights  weekly  beginning  at  $28, 500/year.  Salary  negoti- 
able in  accordance  with  experience.  Many  fringe  benefits. 
Call  or  write  Joseph  M.  Gambescia,  M.D.,  Chairman,  De- 
partment of  Medicine,  St.  Agnes  Hospital,  1900  S.  Broad 
St.,  Philadelphia,  PA  19145;  (215)  465-2500,  ext.  440. 

General  Surgeon — Needed  in  College  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
All  foreign  graduates  must  have  a permanent  visa.  Guar- 
antee negotiable.  Contact:  Mr.  J.  A.  Colaizzi,  Adminis- 
trator, Grove  City  Hospital,  Grove  City,  PA  16127;  phone 
(412)  458-7132. 

Internist  for  Innovative  Family  Health  Center  in  north  cen- 
tral Pennsylvania.  To  assure  continuity  of  patient  care  by 
providing  in-patient  services  in  community  hospital  in 
conjunction  with  5 family  practice  physicians,  2 dentists, 
and  a psychiatrist  in  providing  comprehensive  primary 
health  care.  Excellent  salary  and  fringe.  Teaching  oppor- 
tunity in  FP  residency.  Rural  area  with  convenient  cultural 
and  outdoor  activities.  J.  W.  Montague,  M.D.,  Medical  Di- 
rector, North  Penn  Family  Health  Center,  Blossburg,  PA 
16912. 

Emergency  Room  Physician — Half  time  (Approximately 
80  hours/month)  in  beautiful  State  College,  Pa.,  home  of 
Penn  State  University.  Good  position  for  M.D.  desiring  to 
slow  down  or  starting  practice.  Prefer  general  practice 
background  with  E.R.  experience.  Contact  Dr.  Tom 
Mebane,  942  Robin  Rd.,  State  College,  PA  16801;  phone 
(814)  238-6852. 

Two  Family  Practitioners  Wanted — To  join  four  other 
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Family  Practitioners  in  multispecialty  group  in  rural  South 
Central  Pennsylvania.  Write  Department  708,  PENNSYL- 
VANIA MEDICINE.  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Psychiatrist — To  be  Assistant  Superintendent  of  Dixmont 
State  Hospital,  located  in  suburban  Pittsburgh,  Pa.  Re- 
sponsible for  psychiatric  treatment,  training,  and  research 
programs  and  their  coordination  in  a 500  bed  hospital. 
Requires  Pennsylvania  license,  Board  Eligible,  and  four 
years  in  administrative  or  supervisory  position.  Salary 
competitive,  with  excellent  State  fringe  benefits.  Contact 
Superintendent,  Dixmont  State  Hospital,  Sewickley,  PA 
15143;  (412)  761-1780. 

Florida  Gulf  Coast — Unique  private  practice  opportunities 
and  hospital  staff  memberships  immediately  available  in 
Tampa-St.  Petersburg,  the  state’s  fastest-growing  metro- 
politan area.  Florida’s  largest  community  hospital  de- 
velopment and  management  firm  seeks  curriculum  vitae 
from  primary  care  physicians — family  medicine,  general 
practice,  internal  medicine — and  specialists  in  plastic 
surgery,  otolaryngology,  neurosurgery,  gynecology, 
anesthesiology,  ENT,  and  physical  and  rehabilitative  med- 
icine. Call  collect  (813)  381-8000  or  write  to  Medical  Affairs 
Department,  MEDFIELD  CORPORATION,  1609  Pasadena 
Ave.  S.,  St.  Petersburg,  FL  33707. 

House  Staff  Physician — Excellent  opportunity  for  a Penn- 
sylvania licensed  physician  to  serve  in  a responsible  posi- 
tion of  a modern  suburban  286  bed  hospital  accredited  by 
the  JCAH.  $30,000  per  year  plus  many  attractive  fringe 
benefits  including  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  life  insurance,  and 
disability  insurance.  Excellent  location-suburban 
Philadelphia.  Call  collect  or  write  T.  A.  Harrington,  Ad- 
ministrator, Holy  Redeemer  Hospital,  Meadowbrook,  PA 
19046;  telephone  (215)  947-3000. 

Full  Time  Emergency  Room  Physician  Wanted — For  Del- 
aware County  Memorial  Hospital,  Drexel  Hill,  PA.  Pennsyl- 
vania licensed.  Liberal  income  guarantee.  Call  or  write 
President.  (215)  259-3800. 

General  Surgeon — Two  University  trained  Board  Certified 
surgeonsdoing  1400  cases  per  year  in  600  bed  community 
teaching  hospital  have  need  of  third  partner.  Must  be 
Board  eligible.  University  trained  and  preferably  have  vas- 
cular experience.  Need  for  Board  Certified  thoracic  sur- 
geon exists  in  this  community.  Practice  located  in  the 
heart  of  the  Pennsylvania  Dutch  country  in  Lancaster, 
Pennsylvania.  Write  Department  713,  PENNSYLVANIA 
MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Doctors,  Come  South — From  Texas  to  Virginia,  over  200 
current  associations  are  available.  All  specialties — salary 
or  guarantees  ranging  up  to  $125,000.  Numerous  offer 
free  office  and  equipment,  many  with  malpractice  paid. 
Our  fee  is  paid!  Write,  with  curriculum  vitae,  for  our  free 
medical  opportunities  bulletin  to:  Medical  Search,  3274-A, 
Buckeye  Rd.,  Atlanta,  GA  30341;  (404)  458-7831.  Strictly 
confidential! 


Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital.  Affiliated  with  approved  general  hospital  for  all 
medical  and  surgical  treatment  as  required.  $22,351  to 
$29,869  and  liberal  fringes.  Limited  housing  possible. 
Pennsylvania  license  required.  Robert  L.  Gatski,  M.D.,  Di- 
rector, State  Hospital,  Danville,  PA  17821. 

OB/GYN  Board  Certified  or  Board  Eligible — Possibility  of 
solo  or  group  association.  243  bed  Catholic  Hospital  lo- 
cated in  the  Laurel  Highlands  of  South  Central  Pennsylva- 
nia. Progressive  community,  located  in  area  which  pro- 
vides year  round  recreational  facilities,  excellent  schools 
with  university  campus  at  your  door  step.  Send  C.V.  to 
T.R.  Baranik,  Administrator,  The  Mercy  Hospital  of 
Johnstown,  1020  Franklin  St.,  Johnstown,  PA  15905;  or 
call  collect  (814)  536-4461 -ext.  251-351-352. 

Orthopedic  Surgeon  Wanted — Associate  for  well  estab- 
lished Orthopedic  Clinic  in  Eastern  Pennsylvania.  First 
year,  salary  plus  percentage.  Partnership  after  one  year. 
Board  eligibility  required.  No  investment  needed.  Write 
Department  709,  PENNSYLVANIA  MEDICINE,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

Chief  House  Staff  Physician  and  House  Staff 
Physicians — 352  bed  fully  accredited  hospital  in  North- 
east Philadelphia  seeks  full  time  Pennsylvania  licensed 
physicians.  Scheduled  five  days  with  40  hour  week.  Attrac- 
tive fringe  benefits  including  paid  malpractice  insurance, 
health  and  accident  plan,  life  insurance,  sick  leave,  vaca- 
tion, major  medical  plan,  and  other  attractive  benefits. 
Salary  for  Chief,  $35,000  per  year;  salary  for  Staff,  $28,000 
per  year.  Position  available  July  1, 1976.  Contact  Sister  M. 
Salvatore,  Administrator,  Nazareth  Hospital,  2601  Holme 
Ave.,  Philadelphia,  PA  19152;  (215)  331-8000. 

Medical  Director — Expanding  community  hospital  seek- 
ing a full  time  medical  director  for  its  medical  staff 
activities  and  programs.  Prerequisites  for  position  in- 
clude: graduate  of  accredited  medical  school;  knowl- 
edge of  all  aspects  of  hospital  operations  including 
organization  of  residency  and  ambulatory  care  pro- 
grams; familiarity  with  medical  care  evaluation,  utilization 
review,  PSRO  and  continuing  medical  education. 
Interested  candidates  should  submit  curriculum  vitae  or 
resume  to  Search  Committee,  % Administrator’s  Office, 
St.  Clair  Memorial  Hospital,  1000  Bower  Hill  Road, 
Pittsburgh,  PA  15243. 

Emergency  Department  Physician — Immediate  full  time 
position  available  for  physician  to  join  group  providing  24 
hour  coverage  for  320  bed  modern  hospital;  approxi- 
mately 64,000  patients  yearly  with  minimum  guarantee  of 
$45,000  for  40  hour  work  week  plus  full  program  of  bene- 
fits; good  schools  and  university,  cultural  and  year  round 
recreational  activities;  Pennsylvania  license  or  ability  to 
secure.  Contact  or  write  Richard  F.  Seifert,  Administrator, 
Lee  Hospital,  320  Main  St.,  Johnstown,  PA  15901;  (814) 
535-7541 , ext.  240. 

Physicians — With  or  without  psychiatric  experience.  1100 
bed  Psychiatric  Hospital  near  Latrobe  and  Pittsburgh.  Ex- 


68 


Pennsylvania  Medicine,  May  1976 


cellent  fringe  benefits,  hospital  and  life  insurance,  and 
malpractice  coverage  provided.  Retirement  and  overtime 
plan.  Pennsylvania  license  required.  Contact  Robert  J. 
Hudson,  M.D.,  Superintendent,  Torrance  State  Hospital, 
Torrance,  PA  15779. 


POSITIONS  WANTED 

Board  Eligible  Anesthesiologist — F.M.G.  Licensed  in 
Pennsylvania,  also  trained  in  G.P.,  looking  for  general 
practice  or  emergency  room  position  in  Pennsylvania. 
Write  5565  Cleves  Warsaw  Pike,  Cincinnati,  OH  45238. 

Plastic  Surgeon — FMG,  to  complete  plastic  surgery  resi- 
dency June  1976.  Seeking  solo,  group,  or  associate 
partnership.  Write  Department  712,  PENNSYLVANIA 
MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Ophthalmologist — Board  Certified,  presently  in  practice, 
trained  in  corneal  and  external  eye  diseases,  wishes  to 
relocate  in  Philadelphia  or  vicinity.  Desires  joining  mul- 
tispecialty group,  solo  or  association  or  partnership.  Write 
Department  711,  PENNSYLVANIA  MEDICINE,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

FOR  SALE 

Physician’s  Office — 20  miles  west  of  Philadelphia  in  rap- 
idlygrowing  area.  Small  shopping  centerwith  amplepark- 
ing.  Rent  and  price  of  modern  like-new  equipment  very 
reasonable.  Excellent  opportunity  for  G.P.  Telephone 
(215)  644-5671. 

Large  Ophthalmological  Office — With  eye  clinic  build- 
ings. Philadelphia,  Pennsylvania.  For  information  call  or 
write  Philip  LiVolsi,  Esq.,  47  State  Highway,  Berlin,  New 
Jersey  08009;  telephone  (609)  767-6622. 


MISCELLANEOUS 

28th  Annual  Workshops  and  Scientific  Program  of  the 

Society  for  Clinical  and  Experimental  Hypnosis.  June 
26-30, 1976.  Sponsored  by  the  University  of  Pennsylvania 
(Philadelphia,  Pa.)  For  information  regarding  registration, 
please  write  to  Martin  T.  Orne,  M.D.,  Ph.D.,  The  Institute  of 
Pennsylvania  Hospital,  111  North  49th  St.,  Philadelphia, 
PA  19139. 

Biomedical  Electronics  Service — Repairs  medical,  labo- 
ratory, and  other  electronic  equipment.  Will  install  and 
remove  x-ray  equipment.  Walker  Electronics,  117  Sylvan 
Terrace,  Harrisburg,  PA  17104;  telephone  (717)  238-1369. 
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MERCER  COUNTY: 

William  C.  Go,  Jr,,  M.D,,  Orthopedic  Surgery,  Grove  City  Hospital, 
Grove  City  16127 

Chris  P.  Tountas,  M.D.,  Orthopedic  Surgery,  428  Main  St.,  Green- 
ville 16125 

MONTGOMERY  COUNTY: 

Sigurd  C.  Sandzen,  Jr.,  M.D.,  Orthopedic  Surgery,  1137  York  Rd., 
Abington  19001 

NORTHAMPTON  COUNTY: 

Martin  S.  Becker,  M.D.,  Obstetrics  and  Gynecology,  123  S.  22nd 
St.,  Easton  18042 

Ravindra  R.  Kandula,  M.D.,  Family  Practice,  Valley  Park,  S.  291, 
Bethlehem  18018 

POTTER  COUNTY: 

Jackie  R.  Briggs,  D.O.,  Family  Practice,  1 Academy  St,,  Ulysses 
16948 

Ngoc  N.  Hang,  M.D.,  General  Surgery,  75  Academy  St., 
Shinglehouse  16748 


SOMERSET  COUNTY: 

Robert  J.  Swansiger,  M.D.,  Family  Practice,  Windber  Hosp., 
Windber 

WASHINGTON  COUNTY: 

Alvaro  N.  Changco,  M.D.,  Family  Practice,  R.D.  1,  N.  18,  Washing- 
ton 15301 

Shien  S.  Hsu,  M.D.,  Family  Practice,  205  E.  Lincoln  Ave,, 
McDonald  15057 

Richard  S.  Pataki,  M.D.,  Pathology,  1 55  Wilson  Ave,,  Washington 
15301 

Henry  T.  Uy,  M.D.,  Radiology,  304  Oaklawn  Dr.,  Pittsburgh  15241 

WESTMORELAND  COUNTY: 

Efren  L.  Leonida,  M.D.,  Family  Practice,  960  Hannastown  Dr., 
Greensburg  15601 

Florferida  A.  Razon,  M.D.,  Family  Practice,  7701  Kifer  La.,  Hun- 
tingdon 15642 

James  R.  Jageman,  M.D.,  Family  Practice,  York  Hosp.,  York  17405 

Jack  A.  Kline,  M.D.,  Internal  Medicine,  1601  S.  Queen  St.,  York 
17403 

Richard  S.  Tockman,  M.D.,  Family  Practice,  206  Oak  Manor,  York 
17402 

Ronald  M.  Yarrington,  M.D.,  General  Surgery,  108  Oak  St.,  York 
17402 
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obituaries 


• Horace  B.  Anderson,  Johnstown;  Jefferson  Medical 
College,  1917;  age  85;  died  January  29,  1976.  He  was 
associate  professor  of  pathology  at  the  University  of 
North  Carolina  1919  to  1931 , director  of  the  laboratory  at 
Conemaugh  Valley  Memorial  Hospital  1922  to  1948,  and 
laboratory  director  of  Mercy  Hospital  1948  to  1955.  He  was 
a past  president  of  the  Cambria  County  Medical  Society. 
Information  regarding  survivors  is  unavailable  at  this  writ- 
ing. 

• Claude  W.  Bankes,  Reading;  University  of  Pennsyl- 
vania, 1908;  age  90;  died  March  8,  1976.  He  received  the 
Pennsylvania  Medical  Society  50  year  award  in  1958.  A 
son,  a daughter,  and  a sister  survive  him. 

• Edward  L.  Bauer,  Philadelphia;  Jefferson  Medical 
College.  1914;  age  85;  died  February  13,  1976.  He  was  an 
instructor  at  the  University  of  Pennsylvania  1920  to  1922, 
professor  and  head  of  the  department  of  pediatrics  at 
Jefferson  Medical  College  1 926  to  1 958.  A charter  member 
of  the  American  Academy  of  Pediatrics,  he  was  president 
of  the  Philadelphia  Pediatric  Society  1925  to  1927.  He 
helped  to  introduce  modern  methods  of  innoculating 
children  in  the  city  against  diptheria.  Information  regard- 
ing survivors  is  unavailable  at  this  writing. 

• Maurice  S.  Blieden,  Philadelphia;  Medical  Chirurgi- 
cal  College  of  Philadelphia,  1910;  age  88;  died  March  8, 
1976.  He  was  a founder  of  Mount  Sinai  Hospital,  now  the 
Daroff  Division  of  Albert  Einstein  Medical  Center.  A 
daughter  and  three  sisters  survive  him. 

• J.  James  Cancelmo,  Wynnewood;  University  of 
Pennsylvania,  191 7;  age  82;  died  January  29,  1 976.  He  was 
named  chief  of  surgery  emeritus  at  St.  Agnes  Hospital, 
Philadelphia,  in  1962.  His  wife,  four  sons,  among  whom 
are  J.  James  Cancelmo,  Jr.,  M.D.,JohnB.  Cancelmo,  M.D., 
and  Richard  P.  Cancelmo,  M.D.,  survive  him. 

• Carl  Gaines,  Easton;  Johns  Hopkins  University 
School  of  Medicine,  1920;  age  81 ; died  February  20,  1976. 
His  wife,  two  sons,  two  daughters,  a brother,  and  a sister 
survive  him. 

• Charles  E.  Gardiner,  Lebanon;  State  University  of 
New  York  Upstate  Medical  Center,  1923;  age  79;  died 
February  15,  1976.  He  was  president  of  the  Lebanon 
County  Medical  Society  1 938.  His  wife,  a son,  a sister,  and 
a brother  survive  him. 

• Arthur  H.  Hopkins,  Merion  Station;  University  of 
Pennsylvania  School  of  Medicine,  1909;  age  94;  died 
March  8,  1976.  He  was  on  the  faculty  of  the  University  of 
Pennsylvania  School  of  Medicine  1912  to  1924  and  prac- 
ticed medicine  46  years  before  retiring  in  1955.  In  1960  he 
received  the  University  of  Pennsylvania  School  of  Medi- 
cine distinguished  senior  alumnus  award.  His  wife  and 
three  sons,  among  whom  are  Waring  C.  Hopkins,  M.D., 
and  John  E.  Hopkins,  M.D.,  survive  him. 

• Lester  J.  Kantor,  Hershey;  University  of  Brussels, 
Belgium,  1936;  age  67;  died  March  13,  1976.  He  was  a 
former  director  of  the  Veterans  Administration  Hospital, 
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Lebanon.  His  wife,  two  daughters,  a brother,  and  three 
sisters  survive  him. 

• Paul  H.  Langner,  Jr.,  M.D.,  Drexel  Hill;  University  of 
Pennsylvania  School  of  Medicine,  1934;  age  66;  died  Feb- 
ruary 15,  1976.  He  was  a visiting  assistant  clinical  profes- 
sor of  cardiology  at  the  University  of  Pennsylvania  School 
of  Medicine  1947  to  1974.  Information  regarding  survivors 
is  unavailable  at  this  writing. 

• Anthony  A.  Nardone,  Springfield;  University  of  Penn- 
sylvania School  of  Medicine,  1929;  age  70;  died  March  7, 

1 976.  Retired  in  1 975,  he  was  a former  associate  professor 
of  obstetrics  and  gynecology  for  the  University  of  Penn- 
sylvania School  of  Medicine  and  attending  obstetrician 
and  gynecologist  at  Mercy  Catholic  Medical  Center,  Mis- 
ericord ia  Division.  Surviving  are  his  wife,  two  daughters,  a 
stepdaughter,  and  a brother. 

• Dorothy  K.  Nash,  Upper  St.  Clair;  Columbia  Univer- 

sity College  of  Physicians  and  Surgeons,  1925;  age  77; 
died  March  5,  1976.  She  is  believed  to  have  been  the  only 
woman  neurosurgeon  in  the  United  States  from  1928  to 
1960.  Retired  in  1965,  she  had  been  an  instructor  in 
neurosurgery  and  head  of  the  department  of 
neurosurgery  at  St.  Margaret  Memorial  Hospital,  as-  i 
sociate  neurosurgeon  at  the  Children's  Hospital  of  j 
Pittsburgh,  and  assistant  neurosurgeon  at  the  Western 
Pennsylvania  Hospital.  She  was  president  of  the  j 
Pittsburgh  Neuropsychiatric  Society  1957-1958,  a co- 
founder, secretary,  and  president  of  the  United  Cerebral  , 
Palsy  Association  of  Western  Pennsylvania,  and  a co-  | 
founder  of  the  Mental  Health  Society  of  Allegheny  County, 
now  part  of  the  United  Mental  Health  Services.  She  was 
named  a Distinguished  Daughter  of  Pennsylvania  in  1953  ; 

and  one  of  the  ten  women  of  the  year  by  the  Pittsburgh  I 
Post  Gazette.  Awards  received  include  the  Minerva  Award  i 
from  the  Women's  Auxiliary  of  Mercy  Hospital  in  1957,  a ! 
citation  from  Bryn  Mawr  College,  which  she  had  attended,  | 
in  1960,  and  a commemorative  medallion  from  the  Col- 
umbia  College  of  Physicians  and  Surgeons  in  1 968.  A son,  j 
a daughter,  a sister,  and  a brother  survive  her.  ; 

Marjory  K.  Hardy,  Philadelphia;  Women's  Medical  Col- 
lege, 1932;  age  67;  died  December  13,  1975.  She  had  I 
served  on  the  staffs  of  Philadelphia  General  Hospital,  Wills 
Eye  Hospital,  Methodist  Hospital,  and  Women's  Medical 
College  Hospital,  and  was  associated  with  the  medical  < 
services  department  of  the  Philadelphia  Board  of  Educa- 
tion. She  was  a member  of  the  Philadelphia  Dermatology  j 
Society  and  the  American  Academy  of  Dermatology.  In- 
formation regarding  survivors  is  unavailable. 

Marion  H.  Crumlish,  Irwin;  Northwestern  University 
School  of  Medicine,  1934;  age  67;  died  January  8,  1976. 
Retired  in  1973,  she  had  been  on  the  staffs  of  Westmore- 
land Hospital,  Greensburg,  Jeannette  District  Memorial 
Hospital,  Braddock  General  Hospital,  Columbia  Health 
Center,  and  Magee-Womens  Hospital.  Two  brothers  and  a 
sister  survive  her. 
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PERFORMANCE 

rrSAMATTEROF 

RECORa 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
ohanges  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q.i.d.\  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordlazepoxideHCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Please  see  following  page. 


LIBRIUM 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


PERFORMANCE. 
ITS  A MATTER  OF 
RECORD. 

Anxiety.  It  may  be  associated  with  the  development  of  an 
organic  illness.  It  can  accompany  an  existing  illness.  It  can  be  a problem 
in  and  of  itself. 

One  way  of  allaying  anxiety  is  reassurance  and  counseling. 

Alone  they  are  often  sufficient.  When  they  are  not,  you  can  rely  on 
adjunctive  Librium. 

Librium  has  been  used  successfully  in  millions  of  patients  suffer- 
ing from  excessive  anxiety.  It  exerts  its  specific  calming  action  quickly 
and  effectively,  and  within  a wide  margin  of  safety.  Yet  Librium,  in  proper 
dosage , rarely  interferes  with  mental  acuity.  As  with  all  CNS-acting 
agents,  however,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

And  as  physicians  acknowledge,  and  published  papers  confirm, 
the  antianxiety  action  of  Librium  is  consistent  and  predictable. 

So  when  you  need  proven  antianxiety  therapy,  remember  the 
Librium  record.  Because  perfonnance  does  matter. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 


LIBRIUM 


chlordiazepoxide  HCI/Roche 

FOR  ALLTHE  RIGHT  REASONS. 


Please  see  preceding  page  for  summary  of  product  information. 
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The  Greater  Delaware  Valley  Head  and  Neck  Cancer  Network 


presents 

Richard  H.  Jesse,  M.D. 

Professor  of  Surgery,  Chief  of  Head/Neck  Service 
M.D.  Anderson  Hospital  and  Tumor  Institute 
June  24-25,  1976 


Thursday,  June  24  - Holiday  Inn-East,  at  Routes  22  and  512,  BETHLEHEM 

4 P,M.  Dr.  Jesse:  “The  Choice  of  Treatment  in  Cancer  of  the  Oral 

Cavity” 

5 P.M.  Panel  Discussion 

6 P.M.  Social  Hour 


Friday,  June  25  - Hahnemann  Medical  College,  Geary  auditorium,  15th  and 
Vine  Sts.,  PHILADELPHIA 

4 P.M.  Dr.  Jesse:  “The  Integration  of  Radiation  Therapy  in  the 

Treatment  of  Head/Neck  Cancer” 

5 P.M.  Panel  Discussion 

6 P.M.  Social  Hour 


Two  hours  of  Category  I Credit  have  been  approved  for  each  day. 
There  is  no  charge  for  these  meetings. 


Participants  in  the  Network  are:  St.  Luke’s  Hospital  (Bethlehem);  Grand  View  Hospital 
(Sellersville);  and  in  Philadelphia  - Metropolitan  Hospital,  Pennsylvania  Hospital,  Lankenau 
Hospital,  and  Hahnemann  Medical  College  and  Hospital. 

For  more  information,  call  Paul  E.  Wallner,  D.O. 
at  Network  Headquarters:  (215)  448-8409. 
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STATE  SOCIETY  TO  'FIGHT  IT  OUT'  ON  CHIROPRACTIC  The  Executive  Committee 

of  the  Society's  Board 

of  Trustees  determined  May  28  to  use  every  means  at  its  disposal / including 
the  courts  if  necessary,  to  prevent  the  Department  of  Health  from  referring 
victims  of  pneumoconiosis  being  treated  at  eight  state-operated  centers 
to  chiropractors  at  the  patient's  request.  The  committee  made  its  decision 
in  a telephone  conference  after  learning  that  Governor  Milton  J.  Shapp's 
Advisory  Committee  on  Pennsylvania  Coal  Workers'  Respiratory  Disease 
Program  would  meet  in  June  to  consider  the  proposal.  Society  President 
David  S.  Masland,  M.D.,  had  earlier  demanded  that  the  governor:  1.  Issue 

a moratorium  on  the  plan  to  use  chiropractors  in  the  black  lung  program; 

2.  Call  an  immediate  public  hearing  of  the  Advisory  Board  on  Black  Lung; 
and  3.  Make  public  the  studies  conducted  by  Dr.  George  Gendron.  Dr. 
Gendron,  a chiropractor  who  has  treated  the  governor,  has  been  on  the 
payroll  of  the  Department  of  Labor  where  the  governor  said  "he  has  a 
contract  to  do  research. " The  State  Society  demanded  an  opportunity  to 
testify  before  the  advisory  committee  when  it  meets.  The  Department  of 
Health  has  agreed. 

SPECIAL  SESSION  CALLED  The  House  of  Delegates  will  meet  in  Special 

Session  July  11  at  the  Penn  Harris  Motor  Inn, 

Camp  Hill,  by  action  of  the  Board  of  Trustees  at  its  May  19  meeting.  The 
purpose  of  the  meeting  will  be  to  act  on  a resolution  adopted  by  the 
Board  to  establish  a physician  owned  professional  liability  insurance 
company. 

MALPRACTICE  PREMIUM  HEARINGS  END  Hearings  on  the  Argonaut  Insurance 

Company's  rate  increase  ended  May  6. 

Lew  Roberts,  New  York  actuary  retained  by  the  State  Society,  told  the 
Insurance  Department  that  with  the  data  supplied  by  Argonaut,  he  could 
only  speculate  as  to  Argonaut's  true  reserve  situation  in  Pennsylvania. 

After  presenting  a detailed  technical  explanation,  Roberts  concluded  that 
Argonaut  rates  for  Territory  I should  be  increased  .4  percent,  and  those 
in  Territory  II  should  be  decreased  12.2  percent.  Argonaut's  request  is 
for  a 42  percent  across  the  board  increase.  The  Insurance  Department's 
decision  is  not  expected  before  the  end  of  June. 

BOARD  AGREES  ON  EXPERT  WITNESS  DEFINITION  The  State  Society's  Committee 

on  Constitution  and  Bylaws 

drafted  a definition  of  expert  witness  with  which  the  Board  agreed  at  its 
May  19  meeting.  The  definition  will  be  presented  to  the  House  of  Delegates 
at  the  Annual  Session  September  16-18  at  the  Bellevue  Stratford  Hotel  in 
Philadelphia.  It  reads  as  follows: 

"An  expert  witness  must  have  basic  educational  and  professional 
knowledge  as  a general  foundation  for  his  testimony,  and  in 
addition,  have  current  personal  experience  and  practical  famil- 
iarity with  the  problems  that  are  being  considered  and  be  actively 
engaged  in  the  practice  of  the  medical  subject  under  discussion." 

FINANCIAL  AID  FOR  CO-OP  URGED  The  Board  on  May  19  adopted  a resolution 

which  will  be  recommended  to  the  House 
of  Delegates  in  September  calling  for  financial  aid  for  the  Society's 
cooperative.  In  1974  when  delegates  established  the  co-op,  they  established 
a policy  barring  further  funding.  Co-op  President  H.  Robert  Davis,  M.D., 
in  his  report  to  the  Board,  said  sales  have  increased  but  growth  into  new 
lines  depends  on  additional  financial  assistance  for  a period  of  time. 

The  co-op  now  offers  1,352  items.  See  page  15  for  details  on  ordering. 

The  co-op's  bylaws  as  amended  at  its  annual  meeting  April  21,  appear  on 
page  58  of  this  issue. 
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BOARD  ENDORSED  SWINE  FLU  PROGRAM  On  May  19  the  Board  of  Trustees  endorsed 

the  Commonwealth's  program  for  mass 

immunization  against  swine  flu  through  which  80  percent  of  the  population 
will  be  protected  in  the  next  six  months.  Leonard  Bachman,  M.D.,  has 
appointed  a 35-member  review  panel.  The  State  Society  is  represented  by  ■ 

George  A.  Rowland,  M.D.,  chairman  of  the  Board.  The  State  Society  has  * 

sent  detailed  information  to  county  medical  societies,  urging  them  to 
cooperate  fully.  j 

HSA  LAW  CHALLENGED  The  constitutionality  of  the  National  Health  Planning 

and  Resources  Development  Act  has  been  challenged  in 
U.S.  District  Court  in  Raleigh,  N.C.  The  AMA  filed  a petition  May  13  i 

asking  to  join  in  the  state  of  North  Carolina's  suit  against  the  federal  l| 

government.  The  North  Carolina  Medical  Society  has  also  joined  the  suit.  I 
Principle  objection  to  the  law  is  that  it  interferes  with  the  rights  of  ! 

states  to  run  their  own  affairs.  ' 

ARBITRATION  PANEL  RULES  PUBLISHED  Proposed  rules  for  the  arbitration 

panels  of  Act  111,  the  Health  Care 

Services  Malpractice  Act  of  1975,  were  published  in  the  Pennsylvania 
Bulletin  May  22,  1976.  1 

STATE  SOCIETY  ENDORSES  PAOO  EYE  FOUNDATION  The  State  Society  has  endorsed 

the  application  of  the  Medical 

Eye  Care  Foundation  of  Pennsylvania  to  establish  a medical  eye  care  program  { 
in  Pennsylvania.  The  Pennsylvania  Academy  of  Ophthalmology  and  Otolaryn- 
gology formed  the  foundation  on  which  hearings  were  held  June  1 by  Secretary 
of  Health  Leonard  Bachman,  M.D.  Both  the  Department  of  Health  and  the  | 

Insurance  Department  must  approve  the  application.  The  Society's  statement 
said:  "PMS  believes  there  is  a need  for,  and  therefore  supports,  the  ; 

establishment  of  a medical  eye  care  program  in  Pennsylvania.  It  is  important  | 
that  the  public  understands  that  there  is  a difference  between  a medical  eye 
examination  and  an  optometric  eye  examination." 

STATE  SOCIETY  TEST  MANDATORY  INSURANCE  PROVISION  The  State  Society  and 

Trustee  Orlo  G.  McCoy, 

M.D.,  of  the  Twelfth  District,  have  sent  a letter  to  the  State  Board  of 
Medical  Education  and  Licensure  stating  that  Dr.  McCoy  does  not  now  have 
and  does  not  intend  to  purchase  professional  liability  insurance.  The 
letter  was  sent  to  test  the  requirement  in  Act  111  that  all  physicians 
must  have  coverage.  The  State  Board  meets  June  15  at  which  time  the  letter 
is  expected  to  be  reviewed.  The  Society  has  requested  that  this  be  a test 
case. 

Time  is  running  out! 

Time  has  run  out! 

All  continuing  education  credits  which  qualify  you 
for  membership  in  your  state  medical  society  must 
be  earned  prior  to  June  30,  1976  . . . your  report  is 
due  now!  Take  ten  minutes  today  to  fill  out  the  form 
on  the  facing  page.  Mailing  instructions  are  on  the 
form. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings;  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency, 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


rnmtmim 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


: 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


newsfronts 


Dr.  John  P.  Hubbard  named  for  Society’s  top  award 


DEBORAH  L.  RUSSELL 
Editorial  Assistant 

The  Board  of  Trustees  and 
Councilors  have  chosen  John  P. 
Hubbard,  M.D.,  to  receive  the 
Pennsylvania  Medical  Society 
Distinguished  Service  Award.  The 
Board  acted  upon  a report  of  the 
Committee  on  Distinguished  Ser- 
vice Award  recommending  Dr. 
Hubbard  for  “his  service  to  the 
science  and  art  of  medicine  and 
for  his  life  and  activity  which  re- 
flect great  credit  on  the  profes- 
sion.” 

John  Perry  Hubbard  was  born 
October  26, 1903,  in  Philadelphia. 
He  received  his  bachelor  of  arts 
degree  at  Harvard  College  and 
went  on  to  obtain  his  medical  de- 
gree from  the  Harvard  Medical 
School  in  1931.  He  served  his  in- 
ternship at  the  Children’s  Hospi- 
tal, Boston. 

Named  a diplomate  of  the  Na- 
tional Board  of  Medical  Exam- 
iners in  1934,  he  received  a 
Rockefeller  Travelling  Fellowship 
the  same  year.  In  1936  he  was  cer- 
tified by  the  American  Board  of 
Pediatrics  and  was  a recipient  of 
the  Commonwealth  Fund  Re- 
search Fellowship  for  1936-37. 

From  1937  until  1942  Dr.  Hub- 
bard was  in  private  practice  and 
involved  in  teaching  and  research 
at  the  Children’s  Hospital,  Bos- 
ton, and  Harvard  Medical  School. 
In  1939  he  was  co-author  with 
Robert  E.  Gross,  M.D.,  who  later 
became  director  of  cardiovascu- 
lar surgery  at  Children’s  Medical 
Center,  Boston,  of  a report  of  the 
first  successful  ligation  of  patent 
ductus  arteriosus.  Drs.  Hubbard 
and  Gross  are  often  credited  with 
beginning  the  era  of  heart 
surgery. 

Dr.  Hubbard  became  director  of 
the  Study  of  Child  Health  Services 
for  the  American  Academy  of  Pe- 


diatrics in  1945  after  having 
served  in  the  military  for  three 
years. 

In  1950  Dr.  Hubbard  was  named 
George  S.  Pepper  Professor  of 
Public  Health  and  Preventive 
Medicine  by  the  University  of 


Pennsylvania  School  of  Medicine. 
He  kept  the  title  until  1966  when 
he  was  named  emeritus  professor 
in  the  school  of  medicine. 

Despite  his  many  other  ac- 
complishments in  medicine.  Dr. 
Hubbard  is  probably  best  known 
for  his  more  than  25  years  of  ser- 
vice to  the  National  Board  of  Med- 
ical Examiners  (NBME).  He  was 
executive  secretary  1950-61,  ex- 
ecutive director  1961-67,  and 
president  and  director  1967-74. 
When  he  retired  from  the  national 
board,  he  was  named  president 
emeritus  and  consultant  to  the 
president. 

During  his  many  years  with  the 
NBME  Dr.  Hubbard  was  instru- 
mental in  the  development  of 
more  reliable  and  objective  test- 
ing methods  and  quality  control 
of  the  assessment  process  itself. 
He  also  played  a key  role  in  the 
development  and  implementation 
of  the  examination  of  the  Educa- 
tional Council  of  Foreign  Medical 
Graduates. 

Dr.  Hubbard’s  contributions  to 


medically  related  organizations 
are  numerous.  He  was  a member 
of  the  Philadelphia  Board  of 
Health  1952-64;  on  the  Policy 
Committee  of  the  American  Heart 
Association  1954-57,  and  on  the 
Board  of  Directors  1960-63;  pres- 
ident 1959-60  of  the  Heart  Associ- 
ation of  Southeastern  Pennsylva- 
nia; a member  of  the  United 
States  National  Committee  on 
Vital  and  Health  Statistics  1954- 
60;  and  served  as  National  Civil- 
ian Consultant  in  Medical  Educa- 
tion to  the  Surgeon  General  of  the 
U.S.  Air  Force. 

He  has  held  many  offices  in  pro- 
fessional organizations  including 
chairman  and  member  of  the  ex- 
ecutive committee  of  the  Associa- 
tion of  Teachers  of  Preventive 
Medicine,  vice  president  of  the 
Advisory  Board  for  Medical 
Specialties  1968-70,  president  of 
the  American  Board  of  Medical 
Specialties  1970-72,  vice  presi- 
dent 1972-74  and  president  1974 
of  the  College  of  Physicians  of 
Philadelphia,  and  an  emeritus 
member  of  the  Association  of 
American  Medical  Colleges. 

The  first  Duncan  Graham 
Award  of  the  Royal  College  of 
Physicians  and  Surgeons  of 
Canada  was  bestowed  upon  Dr. 
Hubbard  in  1969  “in  recognition 
of  distinguished  service  and  con- 
tribution in  the  field  of  medical 
education.’’  In  1971  he  was 
named  a master  of  the  American 
College  of  Physicians  in  recogni- 
tion of  his  efforts  in  helping  to  de- 
velop the  National  Board  of  Medi- 
cal Examiners. 

Dr.  Hubbard  is  the  seventh  re- 
cipient of  the  Distinguished  Ser- 
vice Award.  It  was  first  presented 
in  1956  to  Jonas  E.  Salk,  M.D. 
formerly  of  Pittsburgh,  for  his  re- 
search on  a vaccine  for 
poliomyelitis.  Other  past  recipi- 
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ents  of  the  award  are:  John  H. 
Gibbon,  M.D.,  Philadelphia,  in 
1962,  for  his  pioneering  efforts  in 
the  field  of  open  heart  surgery 
and  perfecting  the  heart-lung 
machine;  James  Z.  Appel,  M.D., 
Lancaster,  in  1967,  for  outstand- 
ing leadership  in  organized  medi- 
cine; Eugene  P.  Pendergrass, 
M.D.,  Wynnewood,  in  1970,  for  his 
many  contributions  to  the  field  of 
radiology  and  radiation  therapy; 
Russell  B.  Roth,  M.D.,  Erie,  in 
1974,  for  his  statesmanship  as  a 
leader  in  organized  medicine; 
and  Jonathan  E.  Rhoads,  M.D., 
Philadelphia,  in  1975,  for 
meritorious  service  in  the  art  and 
science  of  medicine. 


The  Distinguished  Service 
Award  will  be  presented  at  the 
state  dinner  during  the  House  of 


Delegates  Annual  Session  Sep 
tember  15-18  at  the  Bellevue- 
Stratford  Hotel,  Philadelphia. 


Council  reviews  Blue  Shield’s  service  report 


Over  35,000  physicians  and 
other  providers  of  health  services 
are  being  furnished  with  informa- 
tion by  Pennsylvania  Blue  Shield 
according  to  the  1975  activities 
report  of  the  Blue  Shield  Profes- 
sional Relations  Division. 

The  Council  on  Medical  Service 
reviewed  the  report  at  its  April  28 
meeting,  Henry  H.  Fetterman, 
M.D.,  council  chairman,  said. 
John  S.  Brouse,  newly  appointed 
vice  president-professional  rela- 
tions for  Blue  Shield,  said  the 
functions  of  the  division  are  car- 
ried out  through  three  district  of- 
fices located  in  Camp  Hill, 
Pittsburgh,  and  Philadelphia. 
Each  has  a manager  and  assistant 
manager  and  the  Pittsburgh  and 
Philadelphia  offices  have  a staff 
of  telephone  interviewers  who 
answer  questions  and  provide  as- 
sistance. In  1975,  48,531  personal 
contacts  were  made  with  physi- 
cians and  other  providers,  includ- 
ing the  office  personnel  of  physi- 
cians, in  an  effort  to  keep  them 
informed. 

Professional  relations  repre- 
sentatives made  24,545  request 
calls  during  1975.  These  are  calls 
in  which  either  the  doctor,  the  of- 


fice assistant,  or  other  supplier  of 
service  asked  for  assistance.  In 
addition  8,886  calls  in  which  the 
doctor  or  office  assistant  is  visited 
for  routine  discussion  were  made. 
New  participating  doctor  brief- 
ings were  the  reason  for  1,086 
calls  in  1975. 

Cver  13,000  attended  Blue 
Shield’s  seminars  for  medical  of- 


The  American  College  of  Utili- 
zation Review  Physicians,  Inc., 
founded  October  1973  in  Harris- 
burg, has  become  incorporated 
nationally.  Begun  by  four  Penn- 
sylvania physicians,  the  organiza- 
tion now  has  approximately  230 
members  representing  13  states. 

The  purposes  of  the  college  are 
to  unite  eligible  doctors  of  medi- 
cine in  the  United  States  who  are 
engaged  in  the  practice  of  or  oth- 
erwise especially  interested  in 
utilization  review;  to  encourage 
specialization  in  the  field;  to  ele- 
vate standards  of  the  specialty  of 
utilization  review  by  fostering  and 
encouraging  research  and  study 
in  the  field  of  medicine,  its  deliv- 
ery, mode  and  quality  of  care;  to 
elevate  standards  of  post  gradu- 


fice  personnel  in  289  separate 
meetings  held  throughout  the 
Commonwealth. 

There  was  a 2V2  percent  in- 
crease in  the  number  of  par- 
ticipating doctors  of  medicine  in 
1975  over  1974.  As  of  December 
31,  1975,  13,354  M.D.s  were  par- 
ticipating in  Pennsylvania  Blue 
Shield,  the  report  said. 


ate  education  for  qualification  as 
a specialist  in  the  area;  and  to  edit 
and  publish  books,  journals,  and 
other  literature  in  the  field. 

The  college  offers  periodic 
meetings  at  which  well  informed 
participants  present  material  and 
lead  discussions  of  educational 
value  to  attending  physicians. 
Additionally,  a newsletter  is  is- 
sued quarterly  concerning  cur- 
rent topics  and  problems  in  utili- 
zation review. 

The  next  meeting  of  the  Ameri- 
can College  of  Utilization  Review 
Physicians,  Inc.,  is  scheduled  for 
Sunday,  October  17,  in  Cherry 
Hill,  New  Jersey.  For  more  infor- 
mation write  J.  Shue  Hamman, 

M. D.,  Executive  Secretary,  1108 

N.  Second  St.,  Harrisburg  17102. 
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AMPAC  Public  Affairs  Workshop  turns  out, 


Americans  seek  leadership — a 
place  to  puttheirtrust.  Physicians 
by  vocation,  talent,  and  training 
can  provide  such  leadership. 
Century  Three — the  next  hundred 
years — is  the  time  for  physicians 
to  “turn  out  and  turn  on.” 

Over  300  people,  including  11 
representatives  of  the  Pennsylva- 
nia Medical  Society,  heard  this 
message  at  the  1976  Public  Af- 
fairs Workshop  of  the  American 
Medical  Political  Action  Commit- 
tee April  10-12,  at  the  Shoreham 
Hotel,  Washington,  D.C. 

The  mood  of  America,  sceptical 
but  wanting  to  trust,  was 
presented  scientifically  as  the 
conclusion  of  a public  opinion 
survey  commissioned  by  AMPAC 
and  explained  by  Roy  Pfautch, 
president  of  Civic  Service,  Inc., 
research  analysts.  “The  Spirit  of 
1776  and  the  1976  Connection,”  a 
multimedia  presentation  of  the 
findings,  set  the  tone  for  the  ses- 
sion. 

“Enter  Century  Three,”  a panel 
discussion  followed  by  questions 
and  moderated  by  James  H. 
Sammons,  M.D.,  AMA  executive 
vice  president,  outlined  what  the 
future  holds  and  expanded  on  the 
role  of  physician  as  leader. 
Panelists  were:  Vincent  Barabba, 


Dr.  Sammons  fires  questions 
director  of  the  U.S.  Bureau  of  the 
Census;  Ben  Wattenberg,  author 
of  “The  Real  America;”  and  Allen 
Pross,  director  of  the  California 
Medical  Political  Action  Commit- 
tee. 

Congressional  leaders  from  the 
major  political  parties  discussed 
current  issues  with  the  leaders 
during  the  two-day  conference. 
The  nuts  and  bolts  of  politics — 
planning  a campaign  and  electing 
candidates — were  subjects  of 
workshops  led  by  Paul  M.  New- 
man and  Matthew  W.  Reese,  na- 
tionally known  experts  in  the 
field. 

“Participate  actively  in  political 
campaigns”  was  the  message 
given  in  the  workshops  and  by 
elected  officials.  Active  cam- 
paigning by  a few  people  can 
make  the  difference  between 
winning  and  losing,  delegates 
were  told. 

Michael  P.  Levis,  M.D.,  of 
Pittsburgh,  vice  chairman  of  the 
Pennsylvania  Medical  Political 
Action  Committee  and  member  of 
the  AMPAC  Board  of  Directors, 
served  as  moderator  for  the  work- 
shop on  evaluating  the  campaign. 
PaMPAC  was  honored  at  the 
awards  banquet  during  the  ses- 
sion for  placing  third  in  the 


Dr.  Rowland 


Dr.  Rial 


Dr.  Kohler 
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turns  on  physicians  for  third  hundred  years 


to  panel  of  experts  Dr.  Levis 


greatest  increase  in  sustaining 
memberships  during  1975.  R.  Wil- 
liam Alexander,  M.D.,  of  Reading, 
immediate  past  chairman  of 
PaMPAC,  accepted  the  award. 

The  Pennsylvania  Medical  Aux- 
iliary was  recognized  for  a con- 
tribution seen  as  a first  and  as  re- 
flecting the  increased  activity  of 
women  members  of  AMPAC  and 
the  state  PACs.  PaMPAC  and 
AMPAC  each  received  a $300  con- 
tribution in  March  of  1976. 

Other  Pennsylvanians  in  atten- 
dance were:  William  Y.  Rial,  M.D., 
of  Swarthmore,  vice  speaker  of 
the  AMA  House  of  Delegates; 
George  A.  Rowland,  M.D.,  of 
Millville,  chairman  of  the  State 
Society’s  Board  of  Trustees; 
Charles  K.  Zug,  III,  M.D.,  of 
Bethlehem,  PaMPAC  Board 
chairman;  Joseph  S.  Silverman, 
M.D.,  Altoona;  John  W.  Hurst, 
M.D.,  Altoona;  Joseph  E.  Vincent, 
M.D.,  Allentown;  Robert  J.  Car- 
roll,  M.D.,  Pittsburgh;  F.  Peter 
Kohler,  M.D.,  Bryn  Mawr;  Alan  L. 
Dorian,  M.D.,  Norristown;  repre- 
sentatives of  the  Pennsylvania 
Medical  Auxiliary  Mrs.  John  Pol- 
cyn,  Lancaster;  Mrs.  Spencer 
Servoss,  Williamsport;  Mrs. 
Richard  T.  Smith,  Narberth;  and 
county  medical  and  State  Society 


Dr.  Alexander  accepts  award  for  PaMPAC 
of  the  AMPAC  Board  of  Directors. 


Dr.  and  Mrs.  Zug 

Staff  members  Arthur  Whitehair, 
John  Kotik,  H.  David  Moore,  John 
G.  Krah,  Robert  H.  Craig,  Jr.,  Jerry 


from  James  C.  MacLaggan,  M.D.,  chairman 


Dr.  and  Mrs.  Carroll 


L.  Rothenberger,  and  Mary  Ueh- 
lein. 
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CHILDLINE  (toll-free  hotline  to  report  suspected  child  abuse-800-932-0313) 
officially  opened  at  the  end  of  March,  following  the  passage  of  the  “Child  Protective 
Services  Law,”  Act  124  of  1975.  Physicians  must  report  suspected  chiid  abuse  by 
using  the  hotline  and  following  the  call  within  48  hours  with  a written  report  on 
Department  of  Public  Welfare  Form  CY-47.  Shown  above  inspecting  CHILDLINE 
facilities  are,  left  to  right,  Mrs,  David  Lawrence,  president  of  the  Berks  County 
Auxiliary;  Mrs,  Edward  Fischer,  health  services  chairman  for  the  county  auxiliary; 
Mrs.  Raymond  C.  Grandon,  immediate  past  president  of  the  Pennsylvania  Medical 
Auxiliary;  and  Senator  Michael  O'Pake,  of  Berks  County,  who  sponsored  the  legis- 
lation. The  auxiliary  actively  supported  the  legislation. 


Measles  immunization  guide  reieased 


Outbreaks  of  measles  this 
spring  in  several  parts  of  the  state 
occurred  mostly  among  school 
children  in  the  upper  elementary 
and  middle  school  grades  and 
caused  Secretary  of  Health 
Leonard  Bachman,  M.D.,  to  issue 
the  following  recommendations 
for  the  immunization  and  reim- 
munization of  children: 

— Any  child  who  is  at  least  one 
year  to  18  years  of  age  (currently 
in  school)  who  has  never  received 
live  virus  measles  vaccine  in  the 
past  or  has  an  incomplete  medi- 
cal history  should  be  immunized 
with  live  virus  measles  vaccine. 

— Any  child  who  was  im- 
munized before  age  one,  regard- 
less of  the  circumstances  and  re- 
gardless of  the  vaccine  used, 
should  be  reimmunized  with  live 
virus  measles  vaccine  at  one  year 
of  age  or  as  soon  thereafter  as 
possible. 

— Any  child  who  received  inac- 
tivated measles  vaccine  only,  re- 
gardless of  age,  should  be  reim- 
munized with  live  virus  measles 


vaccine  as  soon  as  possible. 

— Any  child  who  received  live 
virus  measles  vaccine  with 
measles  immune  globulin  (MIG) 
at  or  after  age  one  is  protected 
unless  an  excess  amount  of  MIG 
(in  excess  of  .01  cc/pound  of  body 
weight)  was  given.  If  an  excess  of 
MIG  was  given,  the  child  should 
be  reimmunized  with  live  virus 
measles  vaccine  as  soon  as  pos- 
sible. 

“Some  confusion  has  resulted 
on  the  issue  of  reimmunization,” 
Dr.  Bachman  said.  “I  must  point 
out  that  children  immunized  be- 
fore 1966  with  the  vaccine  Liru- 
gen  (Dow  Pharmaceutical)  are 
still  protected  against  measles  as 
long  as  they  received  the  vaccine 
after  one  year  of  age. 

“In  addition,  children  who  re- 
ceived measles  vaccine  with 
measles  immune  globulin  (MIG) 
need  not  be  reimmunized.  This 
vaccine  was  an  effective  vaccine 
as  long  as  it  was  administered  at 
or  after  age  one  and  the  amount 
of  MIG  was  not  excessive.” 


I 


Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br, 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — National 
Research  Council  and/or  other  information,  FDA 
has  classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


Contraindications:  Patients  with  glaucoma;  pros- 
tatic hypertrophy  and  benign  bladder  neck  obstruc- 
tion; known  hypersensitivity  to  chlordiazepoxide 
hydrochloride  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  Librium^  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against 
Its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions;  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude  de- 
velopment of  ataxia,  oversedation  or  confusion  (not 
more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacologic  effects  of  agents,  particularly  potentiat- 
ing drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions 
(e.g,,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  re- 
ported very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  have  been 
reported  with  Librax.  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  avoidable  m most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  de- 
creased libido — all  Infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulo- 
cytosis). jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  are  typical  of  an- 
ticholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy  and  constipation.  Constipa- 
tion has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diets. 
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<(ot>  Because  i rritable  bowel  syndrome* 

is  a psychovisceral  problem 

Dual-action 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 

A distinctive 

antianxiety-anticholineigic 

agent 


Only  adjunctive  Librax  provides  the  antianxiety  action  of 
Librium*  (chlordiazepoxide  HCl)  plus  the  antispasmodic- 
antisecretory  action  of  Quarzan*(clidinium  Br)... 

with  the  economy  ’ and  convenience  of  a single  medication. 

*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication.  Please  see 
preceding  page  for  brief  summary  of  product  information. 


Specialty  societies  department  offers  variety  of  services 


Recognizing  the  growing  im- 
portance of  specialty  societies  in 
Pennsylvania,  the  State  Society 
established  in  March  a new  de- 
partment, the  Department  of  Spe- 


liaison  by  paying  expenses  for 
specialty  representatives  who  at- 
tend the  annual  Officers’  Confer- 
ence. 

With  the  activities  of  specialty 


the  entire  State  Society  staff  is 
tapped  for  handling  questions  on 
areas  such  as  insurance  and  third 
party  payors:  for  preparing  tes- 
timony to  be  delivered  before 


The  Interspeciatty  Committee  at  its  meeting  April  21,  1976. 


cialty  Society  Services.  Headed 
by  Donald  N.  McCoy,  this  depart- 
ment currently  serves  six  spe- 
cialty groups. 

Begun  six  years  ago  on  a lim- 
ited basis,  services  have  stead- 
ily grown  since  1973,  when  the 
module  contract  and  retainer  fee 
concept  were  developed.  These 
concepts  remain  as  the  basis  for 
providing  support  services  to  a 
specialty  group. 

In  contracting  services  with  the 
Department  of  Specialty  Society 
Services,  a specialty  group  may 
buy  full  services,  which  includes 
dues  billing,  bookkeeping, 
maintenance  of  files  and  meeting 
minutes,  preparation  and  dis- 
tribution of  newsletters,  and  con- 
vention management.  Part-time 
help  on  specific  projects  is  avail- 
able, on  an  at-cost  basis. 

These  expanded  services  paral- 
lel development  of  other  areas  of 
increased  liaison  between  the 
State  Society  and  specialty 
groups.  The  Interspecialty  Com- 
mittee, with  McCoy  providing 
staff  services,  represents  one 
such  link.  The  seating  of  dele- 
gates from  specialty  societies  to 
the  Annual  Session  of  the  House 
of  Delegates  is  another.  The  State 
Society  further  encourages 


societies  exceeding  the  volunteer 
efforts  of  their  officers,  the  sup- 
port services  offered  through  this 
program  meet  a growing  need. 
When  a specialty  society  avails 
itself  of  support  services  offered 
through  the  Department  of  Spe- 
cialty Society  Services,  it  gets 
much  more  than  one  man’s  time. 
The  experience  and  expertise  of 


English  speakiag  physicians  in 
Israeli  Kibbutzim  are  searching 
for  physician  volunteers  to  pro- 
vide primary  care,  develop  pat- 
terns of  care,  and  teach  medical 
students  in  needy  areas  of  Israel. 

Physicians  who  wish  to  volun- 


legislative  committees:  or  for 
contacting  the  media  through 
news  releases. 

The  Department  of  Specialty 
Society  Services  is  constantly  in 
touch  with  specialty  groups  who 
are  not  yet  using  its  support  ser- 
vices. A promotional  slide  show  is 
available  for  presentation  to  in- 
terested groups. 


teer  a week  or  more  of  their  time 
may  get  details  by  contacting; 
Paul  Drucker,  M.D.,  799  Amboy 
Ave.,  Edison,  NJ  08817,  (201) 
548-2656:  or  Jerry  Abrams,  M.D., 
190Greenbrook  Rd.,  N.  Plainfield, 
NJ  07060,  (201)  756-8513. 


PENNSYLVANIA  ASSOCIATION  OF  BLOOD  BANKS  officers  for  1976  are,  left  to  right, 
Ernest  L.  Abernathy,  M.D.,  Washington,  president;  Miriam  B.  Dahike,  M.D.,  Philadel- 
phia, first  vice  president;  Ronald  O.  Gilcher,  M.D.,  Pittsburgh,  second  vice  president; 
and  Herbert  S.  Bowman,  M.D.,  New  Cumberland,  secretary  treasurer. 
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Medical  schools  receive  Society’s  financial  assistance 


i 


The  Educational  and  Scientific 
Trust  of  the  State  Society  spon- 
sored the  third  annual  Financial 
Aid  Officers’  Workshop  at  the 
Penn  Harris  Motor  Inn,  Camp  Hill, 
early  in  April. 

Checks  totaling  $63,648  from 
the  Medical  School  Fund  were 
distributed  to  financial  aid  offi- 
cers from  the  state’s  seven  medi- 
cal schools  as  well  as  the 
Philadelphia  College  of  Os- 
teopathic Medicine,  receiving  a 
Society  check  for  the  first  time. 

Included  in  the  day’s  activities 


Addiction  meet  set 

A symposium  on  the  diagnosis 
j and  treatment  of  drug  abuse  and 
alcoholism  for  private  practition- 
ers will  be  held  on  Saturday,  June 
I 26,  1976  at  the  Lecture  Hall,  TRI- 
; NEB  Building,  Philadelphia  Gen- 
I eral  Hospital.  Category  I credit 
has  been  requested  for  the  pro- 
j gram  which  begins  at  8:45  a.m. 

I and  endsat3:30p.m.  Luncheon  is 
i included  in  the  registration  fee  of 
$10. 

Jacob  Schut,  M.D.,  F.A.P.A.,  as- 
sistant professor  of  psychiatry  at 
I the  University  of  Pennsylvania 
■ School  of  Medicine,  is  coor- 
dinator of  the  symposium. 

For  further  information  contact 
Dr.  Schut  at  the  West  Philadelphia 
Community  Mental  Health  Con- 
sortium, P.O.  Box  8076,  Philadel- 
phia, PA  19101. 


Local  health  head  named 

I 

! 

Secretary  of  Health  Leonard 
! Bachman,  M.D.,  has  appointed 
j William  Kcenich  as  commissioner 
. [ for  regional  and  local  health. 

Kcenich  succeeds  Buford  Wash- 
I ington,  M.D.,  who  became  com- 
I missioner  for  special  health  proj- 
, ects.  Kcenich  has  served  the 
health  department  in  various 
capacities  since  1960. 


were  discussions  on  creating  the 
student  budget,  the  status  of  fed- 
eral health  professions  legisla- 
tion, and  the  Pennsylvania  Higher 
Education  Assistance  Agency, 
followed  by  an  informational  ex- 
change involving  several  topics. 


A total  of  $205,1 75  was  granted 
to  medical  students  for  the  1975- 
76  school  year.  Over  the  past  25 
years  members  of  the  Society 
have  provided  over  $2  million  in 
direct  financial  aid  to  medical 
students. 


MANUEL  A.  BERGNES,  M.D.,  right,  chairman  of  the  Committee  on  Aid  to  Education, 
presents  checks  to  Gaye  W.  Sheffler,  left,  administrative  assistant  for  The  Pennsylva- 
nia State  University  College  of  Medicine  at  Hershey,  Robert  D' Augustine,  graduate 
aid  officer  for  the  University  of  Pennsylvania  School  of  Medicine,  and  Sylvia 
Mihalovich,  financial  aid  officer  for  the  University  of  Pittsburgh  School  of  Medicine. 


MAC  regulations  delayed 

The  Department  of  Health,  Ed- 
ucation, and  Welfare  has  post- 
poned to  August  26  enforcement 
of  the  maximum  allowable  cost 
regulations  which  were  to  have 
become  effective  April  26. 

The  HEW  notice  of  postpone- 
ment in  the  Federal  Register  of 
April  23  cited  as  the  reason  that 
several  states  had  indicated  they 
needed  more  time  to  implement 
the  program  which  would  require 
physicians  to  prescribe  the  lowest 
cost  generic  form  available  of  cer- 
tain drugs  for  medicare  and 
medicaid  patients. 

The  AMA  filed  suit  last  summer 
against  HEW  to  stop  implementa- 
tion of  the  regulations  on  the 
grounds  they  violate  the  patient’s 
right  to  seek  the  best  medical 


care.  Final  briefs  in  the  case  be- 
fore U.S.  District  Court  Judge 
Prentice  H.  Marshall  are  being 
prepared. 

College  opens  exhibit 

The  College  of  Physicians  of 
Philadelphia  formally  unveiled  its 
Bicentennial  project,  “200  Years 
of  Medicine,’’  April  13,  at  its 
headquarters,  19  S.  22nd  St., 
Philadelphia. 

Divided  into  10  parts,  all  in  the 
building’s  lobby,  the  exhibits  fea- 
ture such  subjects  as  medical 
services  available  during  the 
Revolution,  the  yellow  fever 
epidemic  in  Philadelphia  in  1793, 
and  the  development  of  vaccines. 

The  32,000  member  college  has 
extended  a special  invitation  to 
physicians  visiting  Philadelphia 
during  the  Bicentennial  celebra- 
tion to  view  the  exhibits. 
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Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medror4  mg  Dosepak 

methylprednisolone,  Upjonn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


ivania  MEDICAL  ^B  ^B 

^CJ£7  »|»«S«al««ia» 

of  the  month 


Culturette 

Standardize  your  culture  collecting  system. 
#26-02-10 

Sale  price  — Box  of  100  — $18  taxable 
List  Price  — $22.74 


COTTON  TIPPED 

APPLICATORS 

Acme  brand,  flexible  double  tipped 
#3083,  Box  of  180 


Sale  price  — 50( 

List  Price  — $ .90 


Save 
32% 

Mirro-matic  10-cup  drip 

COFFEE  MAKER  Model  #M-0190 

Rich,  full  flavor  coffee  at  faster  than  cup-a-minute  speed. 
Separate  switches  for  brewing  and  keeping  coffee  hot. 
Disposable  paper  filters  included. 

$2430 


no  tax 


Suggested  Retail  — $35.88 


Sale  price 


- SC  6 


6 oz.,  case  of  1000 
Sale  price  — $8«  no  tax 
List  Price  — $1 1.20 


Order  Specials  and  All  Your  Supplies  Today — Prices  on  Specials  End  June  30! 

Fold  business  reply  side  out  for  mailing.  Use  order  form  on  reverse  side. 


^ Message  to  Non  Members 
: TO  SAVE  AT  THE  CO-OP  JOIN  NOW! 


MEMBERSHIP  APPLICATION 


(Please  make  checks  payable  to  the  Pennsylvania  Medical  Cooperative.) 
NAME: 


■j 

i ADDRESS: 

CITY:  STATE  ZIP 

TELEPHONE  NUMBER: 


/ am  a member  of  the  Pennsylvania  Medi- 
cal Society.  Please  enroll  me  as  a member 
of  the  Pennsylvania  Medical  Coopera- 
tive. Enclosed  you  will  find  a check  in  the 
amount  of  $200  to  cover  the  membership 
requirement.  It  is  my  understanding  that 
this  is  a one-time  subscription  entitling 
me  to  a vote  in  the  affairs  of  the  Coopera- 
tive and  giving  me  the  right  to  purchase 
all  medical  supplies  offered  by  the 
Cooperative. 


Another  member  benefit  of  the  Pennsylvania  Medical  Society! 
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ORDER  FORM 


Pennsylvania  MEDICAL  Cooperat:ive 


3617  B SIMPSON  FERRY  RD. 
CAMP  HILL,  PA.  1701 1 


NUMBER 

PLEASE  TYPE  YOUR  NAME  AND  ADDRESS: 


■ 

QTY. 

SHIPPED 

CORRECTION  C(|' 

■'Em 

CATALOG  NO. 

DESCRIPTION 

COf-OR 

SIZE 

QTY. 

unitpriceH  amount 

QTY. 

AMOUT 

I 

I 

i 

1 

1 

1 

ORDER  INSTRUCTIONS 

SERVICE  CHARGE  No  minimum  order.  Add  service  charge  of  $1.25  if  order  is  under  $25.00. 

SALES  TAX  For  your  convenience,  when  entering  unit  price  enter  code  (T)  per  price  list  for  taxable 
items,  calculate,  total  and  enter  in  sales  tax  field,  lower  right. 

CASH  IN  ADVANCE  Total  order  and  include  your  check  with  the  order.  Refunds  will  be  issued  for 
excess  for  payment.  Staple  check  to  order  form,  seal  order  form  securely. 

GUARANTEE  If  for  any  reason  you  are  not  completely  satisfied  with  items  purchased  from  Pennsyl- 
vania Medical  Cooperative,  please  refer  to  return  policy  in  catalog. 

SUB  TOTAL 

SALES  TAX 

SERVICE 

CHARGE 

TOTAL  DUE 

OFFICE  BUYER 


PLEASE  PRINT  NAME 


wai 

syp 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


FIRST  CLASS 
PERMIT  NO.  3: 
CAMP  HILL  P 


POSTAGE  WILL  BE  PAID  BY 

PENNSYLVANIA  MEDICAL  COOPERATIVE 
3617  SIMPSON  FERRY  ROAD 
CAMP  HILL,  PA.  17011 


effc 


Committee  celebrates  fourth  birthday 


Quackery  Committee  educates,  influences  government 


In  1972,  seeing  the  millions  of  dollars  Pennsylva- 
nia consumers  were  losing  on  health  quackery,  the 
State  Society’s  House  of  Delegates  established  the 
Committee  on  Quackery.  It  is  a special  committee  of 
the  Board  of  T rustees  and  has  established  itself  as  a 
major  adversary  of  the  hucksters  of  medical  fakery. 

While  accurate  figures  are  difficult  to  obtain,  es- 
timates indicate  that  Pennsylvanians  spend  millions 
every  year  on  useless  cures,  mechanical  gadgets, 
fad  foods,  and  quack  remedies.  More  alarming  than 
the  dollar  loss  is  the  number  of  lives  lost  because 
proper  medical  care  has  been  delayed. 

Initial  plans  of  the  committee  called  for  attacks  at 
the  legislative  and  regulatory  levels  as  well  as  major 
campaigns  to  inform  the  public  and  dispel  the  myths 
that  have  allowed  the  quacks  to  take  advantage  of 
thousands.  Leroy  A.  Gehris,  M.D.,  Second  District 
trustee,  the  original  chairman  of  the  committee, 
along  with  the  other  six  members,  soon  realized  that 
such  a plan  would  require  sizeable  financial  sup- 
port. That  support  became  available  in  1973  when 
the  House  of  Delegates  established  the  Quackery 
Defense  Fund.  Every  Society  member  was  given  the 
opportunity  on  an  annual  basis  to  give  five  dollars  to 
the  fund.  Since  its  establishment,  the  fund  has  col- 
lected nearly  $45,000. 

Through  the  use  of  these  funds  and  the  efforts  of 
numerous  volunteer  physicians,  the  Committee  on 
Quackery  has  during  the  past  three  years  carried  out 
many  of  the  original  plans.  Information  on  the  fal- 
lacies of  chiropractic  was  provided  to  every  high 
school  guidance  counselor  in  the  state  as  well  as  to 
every  freshman  medical  student  in  the  state.  Dis- 
plays have  been  prepared  for  use  at  local  health  fairs 
warning  of  the  dangers  of  chiropractic.  Financial 
support  is  being  provided  for  the  criminal  prosecu- 
tion of  a Bethlehem  chiropractor.  And  Committee 
efforts  helped  block  an  attempt  by  chiropractors  to 


gain  authorization  to  perform  physical  examina- 
tions for  drivers  licenses. 

Chiropractic  has  not  been  the  only  target.  Public 
service  spots  have  been  prepared  and  distributed  to 
all  of  Pennsylvania’s  radio  stations  in  an  effort  to 
counter  the  thousands  of  dollars  spent  promoting 
fad  foods,  organic  foods,  and  questionable  nutri- 
tional supplements.  Legislation  has  been  supported 
to  strengthen  the  Drug,  Device,  and  Cosmetic  Act. 
And  support  has  been  given  to  pro-fluoridation 
forces  involved  in  legal  action  in  Lebanon. 

Today  the  committee,  under  the  chairmanship  of 
Qrlo  G.  McCoy,  M.D.,  Twelfth  District  trustee,  is  pre- 
paring courses  for  physicians  to  inform  them  of  the 
techniques  used  by  health  quacks  and  how  doctors 
can  deal  with  the  problems  this  can  create  for  pa- 
tients. Further  efforts  are  planned  to  educate  the 
public  in  a continuing  effort  to  put  “health” 
hucksters  out  of  business. 


Orlo  G.  McCoy,  M.D.,  chairman  of  the  Committee  on  Quack- 
ery, and  L.  Riegel  Haas,  director  of  professional  relations  and 
services,  are  shown  above  at  a recent  committee  meeting. 
Below,  left,  are  committee  members  Robert  J.  Carroll,  M.D., 
Pittsburgh:  and  Stephen  J.  Barrett,  M.D.,  of  Allentown.  At  the 
right  are  John  P.  Whitely,  M.D.,  and  Thaddeus  Lekawa,  M.D., 
both  of  York. 
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As  potent  as  the  pain  it  relieves. 


e.3.the  pain  of 
sprains  and  strains 


HOTTOOLimi 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


not  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies] 

Cii  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRI^r  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr  ''2 

Each  tablet  also  contains  aspirin  gr  3 phenacetin  gr  2/2,  caffeine  gr  'i.  ‘Warning- may  be  habit-form ing 


Wellcome 


Burroughs  Wellcome  Co.; 

Research  Triangle  Park 
North  Carolina  27709 


4 


practice  management 


Hire  with  care — your  aides  are  extension  of  you! 


LEIF  C.  BECK,  LL.B. 

VASILIOS  J.  KALOGREDIS,  J.D. 
Bala  Cynwyd 


A practice’s  professional  and  financial  success  de- 
pends so  much  on  its  personnel  that  we  often  wonder  why 
doctors  give  so  little  attention  to  personnel  administra- 
tion. This  article  will  consider  some  aspects  of  that  sub- 
ject, with  our  admonition  that  if  the  doctor  or  doctors  in  a 
practice  approach  it  conscientiously,  there  should  be  no 
real  excuse  for  having  less  than  a competent  and  person- 
able staff. 

If  there  is  any  one  element  of  personnel  management 
which  is  overlooked  by  doctors,  it  is  the  conscientious 
recruiting  and  hiring  of  new  employees.  Medical  practices 
too  often  approach  the  recruiting  and  hiring  process  as  a 
casual  matter.  Instead,  there  should  be  a specific,  prear- 
ranged routine  for  employing  any  new  aide,  and  it  should 
not  be  short-cutted  merely  because  a promising  applicant 
has  been  located. 

A.  Recruiting  applicants — The  first  aspect  obviously 
involves  recruiting — looking  for  satisfactory  applicants. 
The  answer  to  the  “where  to  look”  question  will  vary  from 
place-to-place.  The  best  answer  is  to  try  all  available  ap- 
proaches. One  never  knows  where  the  “right”  person 
might  be  found. 

Placing  ads  in  all  the  area  newspapers  (both  daily  and 
weekly)  is  one  obvious  recruiting  step.  In  areas  surround- 
ing larger  cities,  the  ads  should  be  placed  in  both  the  big 
city  papers  and  the  local  suburban  papers.  The  ad  should 
describe  the  job  category  broadly  (“medical  assistant,” 
“secretary  in  medical  office,”  etc.)  to  encourage  inquiries. 
It  should  state  whether  experience  in  a medical  office  is 
needed  (although  in  most  cases,  we  believe  it  is  better  to 
specify  that  it  is  not  necessary).  We  also  suggest  that  the 
ad  refrain  from  quoting  salary  for  the  job,  since  (at  least  in 
smalleroffices)  itshould  be  keptflexibledepending  on  the 
circumstances  of  the  person  who  may  be  hired. 

Employment  agencies  are  another  potential  source  of 
applicants,  although  many  experiences  with  them  have 
been  disappointing.  Most  agencies  claim  to  screen  the 
applicants  before  recommending  them.  However,  the  per- 
sons sent  out  often  seem  to  be  ill-suited  for  the  job.  Ac- 


cordingly, the  persons  they  recommend  should  be  given 
the  same  preliminary  screening  as  applicants  from  news- 
paper ads. 

Another  sometimes  successful  source  of  new  help  is 
“piracy” — offering  employment  to  a person  already 
employed,  perhaps  at  a local  hospital  or  at  another  medi- 
cal office.  Doctors  so  often  conclude  that  aides  working  in 
theiroccasional  presence  at  the  hospital,  forexample,  will 
be  ideal  for  their  private  office.  Unfortunately,  those  aides 
often  turn  out  to  be  entirely  inadequate  for  the  job  change. 
This  defect  could  often  have  been  avoided  had  the  person 
enticed  from  a known  employer  been  screened  as  care- 
fully as  newspaper  ad  applicants.  Thus,  this  general  rule: 
Never  short-cut  the  application  process  by  prematurely 
hiring  a person  just  because  of  some  personal  knowledge. 
Keeping  that  person  in  the  same  routine  as  all  other 
applicants  and  assuring  that  she  understands  that  she  is 
being  considered  along  with  others  can  thus  avoid  embar- 
rassment. 

B.  Screening  applicants — All  persons  interested  in  a 
job  offer  should  first  be  required  to  telephone  a specific 
office  aide  for  preliminary  screening.  If  there  is  an  office 
manager,  the  screening  would  be  her  obvious  duty.  If  not, 
a trusted  aide  should  be  assigned  that  job.  This  person 
should  have  a specific  list  of  simple  questions  to  be  asked, 
she  should  answer  the  applicant’s  initial  questions,  and 
she  should  be  expected  to  decide  for  herself  whether  to 
invite  the  applicant  to  the  office  for  an  interview.  This  last 
point  is  extremely  important,  for  telephone  screening  will 
help  avoid  the  wasted  time  of  interviewing  people  obvi- 
ously ill-suited  for  the  open  job  or  for  the  office  environ- 
ment. 

Having  the  screening  and  many  of  the  later  functions 
handled  by  aides  is  important  for  several  reasons.  First,  of 
course,  the  doctors  in  the  office  should  be  spared  ad- 
ministrative details  as  a matter  of  time  efficiency.  They 
have  far  more  vital  demands  on  their  time  than  routine 
screening. 

Even  if  the  doctors  have  the  time,  however,  they  should 
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delegate  the  responsibility  as  a means  of  involving  their 
aides  in  the  office’s  well-being.  The  aide  actually  hired  will 
probably  be  most  valuable  if  she  is  well-accepted  by  the 
rest  of  the  staff — the  new  and  old  staff  employees  must 
spend  more  time  working  together  than  must  the  doctor 
or  doctors.  As  a result,  we  believe  that  involving  the 
present  aides  in  the  selection  process  and  respecting  their 
opinions  will  substantially  increase  the  chances  of  having 
a compatible  office  staff.  Inviting  an  aide’s  discretion  in 
initial  screening  is  thus  a first  step  in  following  this  princi- 
ple. 

C.  Initial  interview — Those  persons  selected  to  come 
into  the  office  for  an  interview  should  be  scheduled  to 
meet  with  one  or  more  of  the  aides — not  with  the  doctor  or 
doctors.  This  is  an  extension  of  the  same  two  principles 
described  above:  saving  doctor  time  and  involving  the 
staff  in  office  success.  The  interview  should  thus  be 
scheduled  for  a time  when  the  staff  is  least  busy,  which 
would  normally  be  when  there  are  no  office  hours. 

While  the  office  manager  or  senior  aide  who  did  the 
telephone  screening  should  conduct  the  interview,  other 
aides  should  be  brought  in  as  well.  This  has  the  advantage 
of  letting  more  of  the  staff  evaluate  the  applicant  from  a 
personality  standpoint  (which  we  consider  far  more  im- 
portant than  her  initial  technical  competency).  It  similarly 
offers  the  applicant  a better  feeling  of  the  office  environ- 
ment, which  hopefully  will  impress  her  enough  to  wantthe 
job. 

The  office  interview  should  begin  by  having  the  appli- 
cant fill  out  a preprinted  application  form  (an  example  of 
one  is  at  the  end  of  this  article).  That  form  should  be  quite 
extensive,  including  many  routine  questions  (personal 
history,  health  history,  education,  previous  employers, 
etc.)  and  some  general  ones.  The  general  questions  would 
begood  leadsto  itemsfordiscussion  during  the  interview. 
The  form  should  also  specifically  ask  why  the  applicant 
left  her  prior  jobs  and  what  she  liked  or  disliked  about 
them.  Since  we  urge  checking  with  prior  employers  before 
hiring  anyone,  the  applicant’s  answers  to  questions  about 
her  past  jobs  can  be  compared  with  the  employers’  own 
views.  This  tests  the  applicant’s  honesty  as  well  as  her 
employment  history. 

One  question  which  should  appear  on  the  application 
form  is  the  person’s  salary  expectation.  No  more  than  a 
broad  salary  range  should  be  stated  in  reply  to  the  appli- 
cant’s inquiry,  perhaps  over  the  telephone,  so  that  a pro- 
posed salary  figure  would  have  first  been  specified  by  the 
applicant  (on  the  form)  rather  than  by  the  employer. 

The  interview  itself  should  be  a two-way  matter.  Your 
senior  aide(s)  should  ask  some  questions  about  the 
applicant’s  experience  for  the  job  in  question  and  some 
general  questions  merely  to  develop  a feeling  for  the 
applicantas  a person.  The  general  questions  on  the  appli- 
cation interview  (last  book  read;  favorite  recreational  ac- 
tivities, etc.)  should  be  good  leads  for  this  discussion.  At 
the  same  time,  the  applicant  should  be  encouraged  to 
inquire  about  the  job,  its  conditions  and  characteristics, 
the  nature  of  the  practice,  and  so  on.  It  should  at  all  times 
be  remembered  that  the  applicant  is  evaluating  the  job 
just  as  much  as  the  employer  is  evaluating  her! 

D.  Skill  testing — Whenever  the  job  involves  specific 


skills,  the  applicant  should  be  given  a brief  (perhaps  10 
minutes)  test  to  determine  what  her  skills  really  are.  Medi- 
cal employers  are  often  surprised  by  persons  hired  as 
experienced  typists  who  are  not  as  proficient  as  expected, 
by  some  licensed  nurses  who  have  less  capability  than 
prior  nonlicensed  aides,  and  the  like.  One  way  to  avoid  the 
disappointment  is  to  see  for  one's  self  what  the  applicant’s 
skills  really  are. 

As  to  jobs  requiring  typing,  a skill  test  is  simple.  If  most 
typing  work  is  from  dictated  tapes,  a short  sample  tape 
should  be  dictated  for  each  applicant  to  transcribe.  Care 
should  obviously  be  exercised  that  the  tape  not  be  over- 
loaded with  terms  unique  to  the  specialty  practice,  which 
any  typist  can  only  learn  through  prior  work  in  that  spe- 
cialty. 

Bookkeeping,  receptionist,  and  medical  assistant  jobs 
require  greater  ingenuity  in  the  design  of  a "homemade” 
skill  test.  They  can  usually  be  accomplished  with  some 
degree  of  usefulness,  however,  and  probably  the  best 
approach  is  to  ask  the  aides  themselves  to  design  such 
tests.  In  addition  to  involving  the  staff  in  the  office's  per- 
sonnel decisions,  such  a delegation  also  encourages 
them  to  review  their  own  job  functions. 

E.  Physician  interview — After  a number  of  applicants 
have  been  screened,  tested  and  interviewed  by  the  re- 
sponsible aides,  the  doctor  (or  the  managing  doctor  of  a 
group  practice)  should  meet  with  those  aides  for  a review 
session.  The  aides  would  then  hopefully  report  their  rec- 
ommendation of  a limited  few  persons  for  a followup 
interview  with  the  doctor.  While  the  doctor  may  properly 
inquire  into  the  rejected  applicants  and  the  reasons  for  the 
aides’  decisions,  only  in  rare  instances  should  he  overrule 
them — the  aides  have  to  work  with  the  newly-hired  em- 
ployee even  more  closely  than  does  the  doctor,  so  their 
views  are  important. 

The  doctor’s  interview  should  be  open  to  his  aides,  at 
least  to  the  one  or  two  aides  that  had  done  the  earlier 
work.  There  should  be  nothing  to  hide  in  the  interview, 
and  both  present  staff  and  potential  employee  ought  to 
have  a feeling  that  the  office  operates  informally  and 
openly. 

A variety  of  subjects  need  be  covered  in  this  doctor 
interview.  On  the  one  hand,  the  doctor  should  draw  the 
applicant  into  discussion  about  herself,  her  thought  pat- 
terns, prior  work  experiences  and  the  like.  He  should  be 
particularly  sensitive  to  her  descriptions  of  her  previous 
employers,  what  she  liked  or  disliked  about  the  jobs,  and 
why  she  left  them.  These  comments  can  be  compared  to 
her  answers  on  the  application  form  and  also  to  com- 
ments upon  calls  to  those  employers  for  consistency  and 
honesty.  They  also  can  be  evaluated  to  consider  whether 
there  are  any  similarities  in  the  job  being  offered  which 
may  cause  the  aide  to  become  dissatisfied  with  it  as  well. 

On  the  other  hand,  the  doctor  should  be  sure  that  the 
job  and  all  personnel  policies  are  well-described  to  the 
applicant  and  that  all  her  questions  are  answered.  This 
would  include  stating  an  initial  salary  offer,  which  should 
have  been  decided  upon  during  the  advance  discussion 
between  the  doctor  and  his  aides.  No  offer  should  be 
made  during  this  interview,  but  all  details  should  be  dis- 
cussed to  determine  if  they  will  probably  be  acceptable  if 
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that  applicant  is  chosen. 

This  doctor  interview  need  last  only  twenty  to  thirty 
minutes,  so  that  several  could  be  scheduled  in  succession 
if  at  all  possible.  At  the  end  of  the  interview,  the  applicant 
should  be  thanked  for  coming  back  a second  time  and 
assured  that  she  will  be  notified  within  a stated  number  of 
days  (no  more  than  one  week).  Out  of  good  faith  to  the 
applicant,  this  promise  must  be  kept! 

Even  if  one  applicant  seems  clearly  to  stand  out  as  the 
“perfect  choice”  she  should  not  be  offered  the  job  at  that 
interview.  Courtesy  and  continued  involvement  of  the 
aides  demand  that  the  doctor  review  the  decision  with 
them,  thus  attempting  to  make  the  decision  a joint  one. 
Even  if  the  aides  disagree  with  the  doctor’s  final  decision, 
they  will  at  least  have  had  the  satisfaction  of  knowing  that 
he  sought  and  considered  their  views.  Furthermore,  no 
person  should  be  hired  until  after  her  references  have 
been  checked — which  would  best  occur  after  the  doctor 
interview. 

F.  Reference  check — It  should  be  an  absolute  rule  that 
an  applicant  will  not  be  hired  without  checking  her  refer- 
ences. At  least  her  immediate  prior  employer,  and  often 
the  one  before  that  should  be  checked.  This  check  should 
be  made  by  the  doctor  himself  and  should  be  by 
telephone — never  by  mail.  Even  a person  whose  present 


employer  is  unaware  that  she  is  seeking  another  job 
should  be  checked  at  this  late  stage.  If  she  is  close  to  being 
hired  for  a new  job,  she  should  accept  the  embarrassment 
as  inevitable  anyway.  The  new  employer  must  insist  on  the 
rightto  protect  himself  by  following  up  on  a person's  work 
history. 

The  reasons  for  telephone  checking  are  obvious.  A pre- 
vious employer  is  often  and  understandably  unwilling  to 
state  something  unfavorable  about  a person  in  writing.  By 
telephone,  the  doctor  can  detect  hesitations,  inflections 
and  the  like,  which,  should  lead  him  to  explore  his  ques- 
tions further  in  pursuit  of  valuable  information  regarding 
the  prospective  hiree. 

The  reference  check  should  include  some  specific 
questions:  What  were  the  person’s  job  and  duties?  How 
did  she  discharge  them?  What  was  her  final  salary?  Why 
did  she  leave  that  employer?  Would  the  employer  rehire 
her?  Some  of  those  questions  should  be  compared  to  the 
applicant’s  answers  provided  in  her  application  and/or 
interviews.  Any  answer  not  wholly  satisfactory  should,  of 
course,  be  followed  up  by  additional  questions.  Such  dis- 
cussion will  rarely  take  the  doctor  more  than  a couple  of 
minutes,  but  the  value  of  reducing  the  chances  of  a hiring 
mistake  is  tremendous. 

G.  Conclusion — If  the  reference  check  on  the  selected 


Leif  Beck  and  Bill  Kalogredis,  left  to  right  above,  are  president  and  vice  president 
respectively  of  Management  Consulting  for  Professionals,  Inc.,  of  Bala  Cynwyd,  and 
have  prepared  a monthly  practice  management  page  for  Pennsylvania  Medicine  since 


1972. 

Mr.  Beck  has  earned  certification  in  the  Institute  of  Professional  business  consul- 
tants. He  is  a member  of  the  American,  Pennsylvania,  and  Philadelphia  Bar  Associa- 
tions, the  Society  of  Professional  Business  Consultants,  and  the  National  Health 
Lawyers  Association.  He  has  taught  at  Duke  University,  where  he  earned  his  under- 
graduate and  law  degrees,  and  at  the  Wharton  School  of  Commerce  and  Finance  of 
the  University  of  Pennsylvania,  and  has  written  extensively. 

Mr.  Kalogredis,  a graduate  of  Providence  College  and  Villanova  University  School 
of  Law,  is  a member  of  the  American,  Pennsylvania,  and  Philadelphia  Bar  Associa- 
tions, and  of  the  National  Health  Lawyers  Association.  The  authors  currently  are 
writing  a book  to  serve  as  a guide  for  professionals  in  practice  management.  Publica- 
tion is  expected  in  the  near  future.  The  photograph  was  taken  during  one  of  the 
practice  management  seminars  they  conduct  frequently  for  the  Pennsylvania  Medi- 
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person  has  been  satisfactory,  she  should  then  be  offered 
the  job  on  the  terms  discussed  at  the  doctor  interview. 
Assuming  she  accepts,  the  other  “final  round”  applicants 
should  be  notified  with  thanks.  Their  information  should, 
however,  be  kept  on  file  since  the  thoroughness  of  this 
interview  process  might  well  have  branded  one  or  more  of 
them  as  excellent  candidates  if  another  job  should  open 
up  in  the  office. 


While  this  entire  process  may  appear  time-consuming 
for  a small  medical  office  or  for  a search  for  an  aide  of  only 
moderate  technical  skills,  it  is  time  well  spent.  The 
physician-time,  however,  would  have  been  kept  to  a 
minimum  despite  the  thoroughness  of  the  effort.  The  em- 
phasis during  the  entire  process  would  have  been  on  staff 
involvement  to  emphasize  that  a compatible  group  of  em- 
ployees are  most  likely  to  create  the  best  office. 


Name  _ 
Address 


SUGGESTED  EMPLOYMENT  APPLICATION  FORM 
APPLICATION  FOR  EMPLOYMENT 


How  Long  at  Address 


bate 
Soc.  Sec.# 


Telephone  No. 
Marital  Status  _ 
General  Health 


Date  of  Birth  

Number  and  Age  Children  

Ever  Any  Serious  or  Chronic  Illness 


Last  Time  Under  Doctor’s  Care 


For 


1.  From 

EMPLOYMENT  RECORD 
To 

Employed  By 

Address 

Immediate  Suoervisor 

Phone  No. 

Job  Title,  Duties  Performed  & Final  Salary 

Number  of  Days  Absent  for  Illness  in  Last  Year 
Reason  for  Leaving 

2.  From 

To 

Employed  By 

Address 

Immediate  Suoervisor 

Phone  No. 

Job  Title,  Duties  Performed  A Pinal  Salary 

Number  of  Days  Absent  for  Illness  in  Last  Year 
Reason  for  Leaving 

3.  Prom 

To 

Employed  By 

Address 

Immediate  Suoervisor 

Phone  No. 

Job  Title.  Duties  Performed  & Pinal  Salarv 

Number  of  Days  Absent  for  Illness  in  Last  Year 
Reason  for  Leavino 

Other  Work  Experiences 

Education  (include  high  school,  college,  etc.  and  any  special  courses): 

School  Dates  Course  or  Major 


Outside  Activities,  Interests,  Etc. 
Book  Last  Read  


Salary  Expected  $ per 

Any  Problems  on  Working  Hours?  

How  Would  You  Get  To  Work  (Car,  Bus,  Train,  etc.)? 

Date  Employment  Can  Begin  

Would  You  Object  to  Being  Bonded? 


22 


Pennsylvania  Medicine,  June  1976 


To  help  your  patients 


1 


understand 


what  you  already 


know! 


You  know  that  aspirin  is  a standard  for  analgesic 
effectiveness.  You  know  how  efficient  it  is  as  an 
antipyretic.  And  you  know  that  it  is  basic  starting 
therapy  in  inflammatory  conditions  such  as  rheu- 
matoid arthritis.  - 

But  unfortunately,  many  of  your  patients  don’t. 

And  some  may  not  be  happy  until  they  walk 
out  of  your  office  with  a prescription  for  a more 
exotic,  more  expensive... and,  sometimes,  less  ef- 
fective drug. 

That’s  why  a new  booklet  has  been  prepared 
for  your  patients  entitled,  “What  your  doctor  wants 
you  to  know  about  aspirin!’  Its  basic  purpose  is  to 
help  skeptical  patients  understand  that  aspirin  is  a 
real  drug  with  many  proven  therapeutic  applica- 
tions... and  that  you  are  recommending  aspirin  for 
them  not  because  you’re  taking  their  problem  lightly, 
but  because  aspirin  is  the  best  drug  for  their  condi- 
tion. The  booklet  also  emphasizes  that  even  though 
aspirin  is  sold  without  a prescription,  like  all  medi- 
cations it  is  to  be  used  with  care.  Suggestions  for 
optimal  administration  are  offered— to  help  increase 
efficacy  and  minimize  adverse  effect. 

Moertel  and  his  associates'"’  have  suggested 
that  “...if  aspirin  is  recommended  with  the  strong 
endorsement  of  the  physician,  it  is  acceptable  to 
even  the  most  sophisticated  patient’.’ 

We  hope  this  booklet  will  help  you  offer  such 
an  endorsement  to  your  patients  and  supplement 
your  specific  instructions  when  aspirin  therapy 
is  indicated. 

To  order  a supply,  just  fill  in  and  mail  us  the 
coupon. 

*Moertel,  C.G.,  et  al;  N.  Engl.  J.  Med.  2^5:813  (Apr.  13)  1972. 


Street 


City 


State 


ZlD 


L 


Quantity 


PA 


Aspirin  from  Bayer 

purity...  quality...  stability 

Glenbrook  Laboratories,  Division  of  Sterling  Drug  Inc.,  90  Park  Avenue,  New  York,  New  York  l(X)lb 


Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

I.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5»  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

I>.ln  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  'Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

XX.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

X2.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  for?nal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


cardiovascular  brief 


Diagnosis  and  Treatment  of  Supraventricular  Arrhythmia 


This  is  the  second  of  two  articles  prepared  for  the  American  Heart  Association,  Pennsylvania 
Affiliate,  by  Robert  F.  Zelis,  M.D.,  member  of  the  Affiliate's  Professional  Education  Committee,  and 
professor  of  medicine  and  physiology,  chief  of  division  of  cardiology,  the  Pennsylvania  State 
University  College  of  Medicine  at  the  Milton  S.  Hershey  Medical  Center;  and  Robert  L.  DeJoseph, 
M.D.,  assistant  professor  of  medicine,  director  of  heart  station,  at  the  Hershey  Medical  Center. 


Treatment  of  Supraventricular  Tachycardias 

Both  atrial  flutter  and  atrial  fibrillation  respond  well  to  elec- 
trical cardioversion.  This  should  be  performed  if  the  patient  is 
unstable  (hypotension,  angina,  or  heart  failure).  In  the  usual 
case  when  atrial  fibrillation  isnof  compromising  cardiac  func- 
tion, it  can  be  treated  by  digitalis  administration,  which  will 
convert  the  rhythm  or  slow  and  control  the  ventricular  re- 
sponse. The  choice  of  a digitalis  glycoside  frequently  depends 
on  the  preference  of  the  individual  physician.  We  use  digoxin 
because  of  its  convenience  and  ease  of  administration.  A 
loading  dose  of  0.0075  mg  per  pound  oi  lean  body  weight  is 
given  in  three  divided  doses  at  six  hourly  intervals  and  a 
maintenance  dose  based  on  the  patient's  renal  function  is 
begun.  With  normal  renal  function  one  third  of  the  loading 
dose  is  given  daily,  with  a BUN  over  80,  15  percent  of  the 
loading  dose  is  given.  These  are  maximum  doses  that  can  be 
given  to  increase  contractility.  When  digoxin  is  given  for  atrial 
fibrillation,  the  patient’s  ventricular  response  is  the  single  best 
guide  to  adjust  dosage.  We  would  recommend  a dose  that 
achieves  a ventricular  rate  that  would  be  appropriate  if  he  or 
she  were  in  sinus  rhythm.  For  example,  an  average  patient 
would  do  well  with  a rate  of  70  to  80,  whereas  a patient  with  a 
temperature  elevation  should  be  given  digoxin  to  reduce  the 
ventricular  rate  to  100  or  110. 

In  general,  most  patients  who  develop  atrial  fibrillation  de- 
serve at  least  one  attempt  at  cardioversion  to  sinus  rhythm. 
After  the  ventricular  rate  is  controlled  with  digoxin,  quinidine 
sulfate  (400  mg  every  six  hours)  should  be  given  for  24  hours 
prior  to  cardioversion.  Digoxin  should  be  held  only  on  the 
morning  of  cardioversion,  following  which  either  digoxin  or 
quinidine,  in  a maintenance  dose  should  be  continued.  A long 
acting  quinidine  preparation'  given  at  bed  time  is  a useful 
procedure  to  insure  that  an  adequate  quinidine  level  is 
achieved  throughout  sleep.  Since  quinidine  sulfate  has  a 
short  duration  of  action,  a long  acting  preparation  could  be 
considered  as  a sole  therapeutic  agent  as  well.  A person  on  an 
inadequate  quinidine  maintenance  program  who.  reverts  back 
to  atrial  fibrillation  should  be  considered  for  repeat  cardiover- 
sion, following  which  the  quinidine  dose  should  be  increased. 

S'\r\ceatrial  flutter  requires  much  less  electrical  energy  to  be 
converted  to  sinus  rhythm,  and  because  medical  therapy  re- 


quires large  doses  of  digoxin  and  the  A-V  block  so  produced  is 
unstable,  we  would  usually  recommend  cardioverting  such  an 
individual  followed  by  antiarrhythmic  therapy  with  quinidine. 
Sometimes  paroxysmal  atrial  tachycardia  does  not  convert 
with  vagal  maneuvers;  in  that  case,  either  digoxin  or  car- 
dioversion can  be  tried.  In  the  patient  with  frequent  and 
troublesome  episodes  of  PAT,  maintenance  digoxin  is  fre- 
quently helpful. 

A caution  should  be  stated  about  atrial  tachycardia,  which  is 
a digitalis  toxic  rhythm,  and  cardioversion.  With  atrial 
tachycardia,  electrical  cardioversion  will  usually  notterminate 
the  rhythm,  and  in  addition,  most  people  feel  electrical  car- 
dioversion in  the  face  of  digitalis  intoxication  is  dangerous, 
the  end  result  being  irreversible  ventricular  fibrillation.  There- 
fore, it  is  important  to  distinguish  this  rhythm  from  the  more 
benign  paroxysmal  atrial  tachycardia.  Atrial  tachycardia 
should  be  treated  by  withholding  digitalis  and  the  slow, 
judicious  administration  of  potassium  if  the  patient’s  serum 
potassium  is  below  4.0  mEq.  Oral  potassium  chloride  is  pre- 
ferred when  potassium  depletion  is  minimal;  when  it  is  more 
severe  40  to  80  mEq  should  be  given  intravenously  over  24 
hours. 

Propranolol^  is  an  important  agent  that  can  be  helpful  as  an 
adjunct  in  the  treatment  of  atrial  fibrillation  or  flutter  where  it 
will  increase  A-V  block  and  slow  the  ventricular  response  or 
terminate  the  rhythm.  It  should  be  given  slowly  in  small  diluted 
incremental  doses  (0.5  to  1 .0  mg).  The  maintenance  dose  (10 
to  20  mg  four  times  daily)  is  considerably  less  than  the  antian- 
ginal  dose,  but  it  can  still  produce  or  exacerbate  congestive 
heart  failure.  In  congestive  heart  failure  it  should  not  be  used 
or  should  be  used  only  with  the  greatest  caution. 

In  summary,  the  correct  diagnosis  of  a supraventricular 
tachyarrhythmia  can  be  obtained  by  remembering  a simple 
series  of  maneuvers.  By  increasing  vagal  tone  by  carotid  mas- 
sage and  intravenous  edrophonium",  and  recording  a contin- 
uous strip  of  electrocardiogram,  the  diagnosis  is  usually  rap- 
idly apparent.  With  correct  diagnosis,  definitive  specific  ther- 
apy can  easily  be  determined  and  applied. 

1.  Ouinaglute  Dura-Tabs'^.  5-10  grains.  Cooper. 

2.  Inderal'^.  Ayerst. 

3.  Tensilon'^.  Roche. 
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When  impotence  due  to 

androgenic  deficiency 


Andtokf- 
Android-10 


Oral 

Tabs 


Oral 

Tabs 


Android -25 

Methyitestosterone  N.R  — 5,  10,  25  mg. 


DESCRIPTION;  Methyitestosterone  is  17^-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyitesto- 
sterone Is  an  oil  soluble  androgenic  hormone 
INDICATIONS;  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
Increased  BSP  retention,  and  rises  In  SGOT  levels,  have 
been  reported  after  Methyitestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  ffuid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient’s 
cardiovascular  capacity.  CONTRAINDICATIONS; 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  fiver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  In  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued.  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  Indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
:^trictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism.  10  to  40  mg.:  Male  climacteric  symptoms 
and  Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  Robert 
» B.  Greenblatt,  M.D.,  and  D.  H.  Perez,  M.D.:  "The 
Menopausal  Syndrome. " Problems  of  Libido  in  the 
Elderly,  pp.  95-101.  Medcom  Press,  N.Y.,  1974.  HOW 
SUPPLIED:  5.  10,25  mg.  in  bottles  of  60,  250.  Rx  only. 


Android’- G 

Androgen,  Estrogen,  Vitamins,  Minerals 


Anabolic  Stimulant 
Increased  Muscular  Tone 
Osteoporosis 


EACH  ANDROID-G  TABLET  CONTAINS: 

Methyitestosterone 1 .25  mg 

Ethinyl  Estradiol 0.005  mg 

L-lysine  100  mg 

Nicotinic  Acid 12.5  mg 

Iron  (from  Ferrous  Sulfate) 2.82  mg 

Vitamin  A 2,500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg 

Riboflavin 2.5  mg 

Ascorbic  Acid  25.0  mg 

Folic  Acid 0.1  mg 

Vitamin  B-12 1.5  meg 


Methionine 12  mg 

Choline  Bitartrate 15  mg 

Inositol 10  mg 

Calcium  Pantothenate 2.5  mg 

Pyridoxine  0.25  mg 

Copper  (from  Copper  Sulfate) 0.25  mg 

Zinc  (from  Zinc  Oxide) 0.25  mg 

Iodine  (from  Potassium  Iodide) 0.075  mg 

Calcium  (from  Dicalcium  Phosphate) 72.5  mg 

Phosphorus  (from  Dicalcium  Phosphate) 55  mg 

Potassium  (from  Potassium  Sulfate) 2.5  mg 

Manganese  (from  Manganese  Sulfate)  0.5  mg 

Magnesium  (from  Magnesium  Sulfate) 0.5  mg 


ACTION  AND  USES  DOSAGE:  1 tablet  after  breakfast 
and  supper  or  as  required.  In  females,  3-week  courses  of 
therapy  are  recommended  followed  by  a 1-week  rest 
period.  Withdrawal  bleeding  may  occur  during  the  rest 
period.  PRECAUTIONS:  Administer  cautiously  to  female 
patients  who  tend  to  develop  excessive  hair  growth  or 
other  signs  of  masculinizatlon.  CONTRAINDICATIONS: 
Patients  in  whom  estrogen  or  androgen  therapy  should 
not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract, 
or  prostate,  and  in  patients  with  a familial  tendency  to 
these  types  of  malignancy.  AVAILABLE:  Bottles  of  100 
and  500  tablets. 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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editorials 


Life  and  death  decisions 


The  Quinlan  case  has  brought  into  sharp  focus 
the  emotionally  charged  issue  of  when  life  can  be 
terminated  for  the  hopelessly  ill  patient.  Although 
this  problem  is  not  a new  one,  the  inexorable  ad- 
vance of  science  and  technology  as  it  applies  to 
patient  care  has  drawn  attention  to  the  issue  of  life 
and  death.  Modern  medicine,  like  any  other  science, 
deals  with  the  facts  and  realities  of  a given  situation, 
often  ignoring  the  moral  and  ethical  questions  its 
practitioners  must  face. 

Some  would  attach  great  significance  to  a pa- 
tient’s expressed  wish,  as  in  the  case  of  a “living 
will.”  While  the  living  will  seems  to  facilitate  the 
ethical  decision  of  death,  it  may  be  considered  by 
some  the  moral  equivalent  of  suicide.  A mentally 
competent  patient  may  legally  refuse  medical  treat- 
ment but  denial  of  treatment  under  circumstances 
similar  to  the  Quinlan  case  asks  that  the  physician 
contribute  to  a death  act  by  pulling  the  plug.  The 
physician  must  do  all  that  is  possible  to  save  life  and 
it  is  not  inconceivable  that  the  living  will  could 
create  an  untenable  ethical  position  both  personally 
and  professionally  for  the  physician. 

The  question  arises  at  what  point  has  life  reached 
its  natural  end?  When  is  life  being  artificially  pro- 
longed and  to  what  end?  When,  in  the  case  of  the 
dying  patient,  does  the  physician’s  commitment  to 
alleviation  of  suffering  evolve  to  death  in  peace? 
Before  these  questions  can  be  satisfactorily  an- 
swered consideration  must  be  given  to  the  quality  of 
survival,  a definition  of  death,  and  the  inevitability  of 
death.  None  of  these  factors  lend  themselves  to  a 


correspondence 


Alleviating  the  malpractice  crisis 

Many  physicians  believe  that  the  professional  ex- 
pert witness  is  only  a small  part  of  the  malpractice 
problem.  This  is  not  true.  It  has  been  estimated  that 
about  one  hundred  malpractice  cases  come  to  trial 
every  year  in  the  state  of  Pennsylvania  and  that  a 
professional  expert  witness  testifies  in  90  percent  of 
these  cases. 

It  is  my  opinion  that  the  expert  witness  is  an  impor- 
tant key  to  solving  the  malpractice  crisis.  The  pur- 
pose of  the  expert  witness  in  the  courtroom  is  to 
explain  the  medical  facts  of  the  case  to  the  jury  and 


clear-cut  answer  because  of  the  many  variables  in- 
cluding the  moral  and  ethical  considerations  as  well 
as  the  financial  impact  on  the  patient  and  families. 

There  is  a need  to  establish  broad  standards  to  aid 
in  the  disposition  of  these  cases.  The  Harvard 
criteria  for  brain  death  have  provided  a most  practi- 
cal foundation  from  which  to  proceed.  Since  no  two 
cases  are  exactly  alike,  each  case  must  be  viewed 
individually,  applying  the  facts  and  circumstances 
unique  to  the  situation.  Circumstances  of  illness 
should  be  documented  and  considered  and  careful 
deliberation  given  to  the  quality  of  life.  The  criteria 
should  be  neither  so  specific  so  that  human  judge- 
ment and  emotion  is  excluded  nor  so  loose  as  to 
provide  no  guideline  at  all. 

The  responsibility  for  the  decision  to  discontinue 
treatment  of  a terminally  ill  patient  devolves  on  the 
physician  with  the  advice  and  consent  of  the  family. 
The  intimate  and  trusting  relationship  between  the 
physician  and  the  dying  patient  and  his  family  will 
reflect  the  compassion  for  human  needs  and  human 
dignity.  No  legal  document  can  reproduce  this  sym- 
pathy. 

With  the  continued  advance  of  science,  the  ques- 
tions related  to  the  dignity  of  the  dying  patient  will  be 
brought  into  sharper  focus.  The  gray  areas  will 
probably  become  increasingly  moredifficuitto  solve 
satisfactorily  except  on  the  basis  of  mature  judg- 
ment on  the  part  of  family  and  physician.  It  is  for  us, 
the  medical  community,  to  define  the  broad  criteria 
necessary  to  protect  useful  life,  and  let  the  special 
situations  be  resolved  by  doctor,  patient,  and  family. 

David  A.  Smith,  M.D. 

Medical  Editor 


give  his  opinion  as  to  whether  the  defendant  did  or 
did  not  conform  to  the  standard  of  medical  practice. 

The  problem  we  presently  have  in  the  legal  adver- 
sary system  is  that  the  expert  witness  has  become 
completely  unimportant.  The  experts  are  hired  and 
paid  for  by  either  the  defendant  or  the  plaintiff. 
Everyone  in  the  courtroom  (judge,  jurors,  spec- 
tators, reporters,  etc.)  knows  what  the  expert  wit- 
ness is  going  to  say  before  he  ever  takes  the  stand. 
They  all  know  that  the  professional  expert  witness 
testifying  for  and  paid  by  the  plaintiff  will  always 
state  that  the  defendant  did  not  conform  to  the  stan- 
dard of  medical  practice.  They  also  know  that  all  the 
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experts  testifying  for  the  defendant  and  paid  by  the 
defendant’s  insurance  company  will  always  state 
that  the  defendant  did  conform  to  the  standard  of 
medical  practice.  (During  pretrial  discussions  if  the 
testimony  of  an  expert  is  not  going  to  strongly  favor 
the  attorney’s  client  he  will  find  that  his  testimony 
will  not  be  needed  in  the  courtroom.)  These  con- 
tradictory expert  opinions  are  thus  neutralized  and 
the  result  is  that  the  jury  too  often  decides  the  case 
on  other  than  medical  grounds — such  as  sympathy. 

Our  goal  should  be  to  make  the  expert  testimony 
the  most  important  factor  in  determining  the  out- 
come of  a malpractice  trial.  After  all  is  not  the  whole 
point  of  the  trial  to  determine  whether  the  doctor  did 
anything  wrong  (did  not  conform  to  the  standard  of 
medical  practice)?  The  only  person  qualified  to  tell 
the  jury  whetherthedoctordid  ordid  not  conform  to 
the  standard  of  medical  practice  is  the  expert  wit- 
ness. He  must  testify  honestly,  impartially,  and  most 
importantly  as  an  expert  in  his  own  specialty.  He 
therefore  must  testify  as  a friend  of  the  court,  and  be 
paid  by  the  court  rather  than  the  defendant  or  the 
plaintiff.  His  testimony  will  not  automatically  favor 
one  side  orthe  other,  and  thus  should  assume  much 
more  importance  that  it  does  in  the  present  system. 
If  the  court  wants  more  than  one  expert,  then  any 
number  of  experts  can  testify  as  friends  of  the  court. 
While  their  opinions  may  not  be  in  complete  agree- 
ment they  should  be  much  less  contradictory  than 
they  are  in  the  present  system.  If  the  expert  tes- 
timony becomes  an  important  factor  there  will  be  a 
greater  tendency  for  malpractice  cases  to  be  de- 
cided on  medical  grounds  rather  than  on  sympathy. 
If  malpractice  cases  are  decided  on  medical 
grounds  ratherthan  sympathy  the  malpractice  crisis 
will  be  significantly  alleviated  because  in  the  vast 
majority  of  malpractice  cases  the  physician  is  not 
negligent.  What  can  we  do  so  that  expert  witnesses 
testify  as  friends  of  the  court?  If  we  deprive  the  trial 
lawyers  of  their  professional  expert  witnesses  they 
will  have  no  alternative  but  to  ask  the  court  for  ex- 
perts. 

How  can  we  deprive  the  trial  lawyers  of  their 
professional  expert  witnesses?  We  can  expel  the 
professional  expert  witnesses  from  the  Pennsylva- 
nia Medical  Society  by  the  implementation  of  Reso- 
lution 75-22,  thus  making  them  less  attractive  in  the 
courtroom.  The  ultimate  objective  of  Resolution 
75-22  is  not  to  expel  a few  unethical  physicians  from 
the  Pennsylvania  Medical  Society.  It  is  to  educate 
the  courts  so  that  they  will  eventually  require  that  an 
expert  witness  must  truly  be  an  expert.  This  is  why  it 
is  so  important  that  we  publicize  Resolution  75-22  so 
that  all  lawyers  and  judges  in  the  state  know  how 
strongly  we  feel  about  the  professional  expert  wit- 
ness. 


At  the  September  1976  House  of  Delegates  Meet- 
ing a change  in  the  bylaws  will  be  proposed  to  make 
it  unethical  to  testify  as  an  expert  outside  of  the 
specialty  of  the  physician.  The  penalty  for  so  testify- 
ing will  be  expulsion  from  the  Pennsylvania  Medical 
Society.  A change  in  the  bylaws  requires  a three- 
fourths  vote. 

The  major  purpose  of  this  communication  is  to 
stress  the  importance  of  this  vote.  If  the  proposed 
bylaws  change  passes  and  we  publicize  this  fact 
and  speak  out  strongly  on  this  issue  I am  convinced 
that  the  courts  will  eventually  change  their  position 
on  an  expert  truly  being  an  expert.  The  man  on  the 
street  knows  that  when  he  needs  a heart  operation 
he  does  not  go  to  an  orthopedist.  I think  the  man  on 
the  street  will  also  be  able  to  understand  that  an 
orthopedist  cannot  possibly  be  an  expert  in  cardiac 
surgery  because  he  does  not  do  cardiac  surgery.  If 
we  can  convince  the  courts  of  these  simple  facts 
then  the  professional  expert  witness  will  have  to 
return  to  the  practice  of  medicine  and  experts  will 
testify  as  friends  of  the  court.  All  we  are  seeking  by 
impartial  expert  testimony  is  justice.  Is  that  not  what 
the  courts  are  seeking? 

If  the  proposed  bylaws  change  does  not  pass  in 
September: 

• We  will  in  effect  be  telling  the  professional  ex- 
pert witness  that  what  he  is  doing  is  not  wrong. 

• We  will  in  effect  be  telling  the  state  legislature 
not  to  change  the  malpractice  reform  law  to 
make  an  expert  witness  truly  an  expert. 

• Most  importantly  we  will  be  telling  the  courts  to 
continue  to  allow  these  witnesses  to  testify  as 
experts  in  any  field.  If  the  Pennsylvania  Medical 
Society  is  not  willing  to  say  it  is  wrong  for  a 
physician  to  testify  as  an  expert  in  a field  in 
which  he  does  not  practice  how  can  we  possibly 
expect  the  courts  to  say  it  is  wrong? 

The  first  step  in  alleviating  the  malpractice  crisis  is 
to  change  our  bylaws  so  everyone  will  know  where 
the  Pennsylvania  Medical  Society  stands  on  the  sub- 
ject of  the  professional  expert  witness. 

Robert  W.  Allen,  M.D. 

Sharon 
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Small  but  mighty  Cumberland  CMS  scores  with  fair 


Community  hospital  services, 
health  related  organizations,  ed- 
ucation, the  history  of  medicine, 
and  health  screening  were  fea- 
tured in  42  exhibits  when  the 
Cumberland  County  Medical  So- 
ciety and  Auxiliary  held  their  first 
health  fair,  ‘‘Expo  ’76,”  in  Carlisle 
May  8. 

Robert  L.  Thompson,  M.D., 
president  of  the  county  society, 
said  the  two  organizations  took 
on  the  project  to  acquaint  the 
public  with  the  comprehensive 
services  of  the  hospital  and  the 


various  health  related  organiza- 
tions active  in  the  community. 
‘‘Manytimes  we  thought  we  might 
have  to  abandon  the  plan,”  he 
said,  ‘‘but  everyone  finally  came 
through,  and  we  can  truly  say  it’s 
been  worth  the  effort.”  Mrs.  David 
K.  Zierdt,  auxiliary  president,  co- 
ordinated her  organization’s  ef- 
fort. 

The  health  fair  occupied  a large 
section  of  the  MJ  Shopping  Mall, 
where  14  health  related  agencies 
and  24  hospital  departments 
presented  the  public  with  an  array 


of  information  using  various 
communications  techniques,  in- 
cluding printed  material,  films, 
slides,  and  demonstrations. 

The  county  medical  society  and 
the  auxiliary  also  each  had  a dis- 
play. In  addition,  the  auxiliary 
manned  a booth  offering  informa- 
tion on  health  careers.  Robert  J. 
McConaghie,  M.D.,  and  Mrs. 
McConaghie  developed  an  ex- 
hibit on  the  history  of  medicine  in 
Cumberland  County,  featuring 
photostats  of  old  newspaper  clip- 
pings concerning  medical  affairs. 


CUMBERLAND  COUNTY 
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an,d  reproductions  executed  by 
Mrs.  McConaghie  of  outstanding 
early  leaders  in  the  field  of  medi- 
cine. Preciously  guarded  at  this 
exhibit  was  the  collection  of  an- 
tique medical  instruments  and 
sick  bed  equipment  which  was 
put  together  particularly  for  the 
health  fair. 

Shoppers  who  visited  the  fair 
were  particularly  interested  in  the 
testing  being  done  at  various  lo- 
cations, including  hypertension 
screening,  treadmill  exercise 
testing,  blood  typing,  and  elec- 
trocardiography. A motion  pic- 
ture developed  by  the  hospital’s 
obstetrics  department  took  view- 
ers along  the  path  of  the  expect- 
ant mother  as  she  awaited  and 
then  delivered  her  child. 

Information  regarding  drugs 
and  their  use,  diet,  exercise,  and 
smoking  was  offered  to  fair  visi- 
tors at  various  exhibits. 

The  Cumberland  County  Medi- 
cal Society,  just  over  60  members 
strong,  can  be  credited  with  an 
important  public  service — health 
education — as  it  celebrated  the 
Bicentennial  with  “Expo  ’76.” 
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MDs  in  the  news 


Stephen  D.  Lockey,  Sr.,  M.D.,  was 

recently  named  Fellow  Distinguished 
of  the  American  College  of  Allergists 
in  acknowledgement  of  his  dedi- 
cated, devoted  and  continuing  ac- 
complishments in  clinical  allergy,  and 
his  distinguished  contributions  in  his 
chosen  discipline  of  medicine.  The 
award  was  presented  during  the  32nd 
Annual  Congress  of  the  college  held 
recently  in  San  Francisco.  Dr.  Lockey 
was  a member  of  the  Board  of  Direc- 
tors of  the  Lancaster  City  and  County 
Medical  Society  1969-71  and  a 
member  of  the  Insurance  Committee 
in  1974. 


DR.  LOCKEY  DR.  LAMBERTSEN 


Christian  J.  Lambertsen,  M.D.,  di- 
rector of  the  University  of  Pennsylva- 
nia’s Institute  for  Environmental  Med- 
icine, and  professor  of  medicine, 
pharmacology  and  experimental 
therapeutics  at  the  university,  re- 
cently became  medical  director  of 
Ocean  Systems,  Inc.,  Reston,  Vir- 
ginia. Dr.  Lambertsen’s  respon- 
sibilities are  to  establish  and  coordi- 
nate the  company’s  worldwide  medi- 
cal policies,  advise  in  medical 
emergencies,  and  advise  and  assist  in 
decompression  procedures.  He  will 
remain  with  the  University  of  Penn- 
sylvania as  director  of  the  Institute  for 
Environmental  Medicine. 

The  executive  committee  of  the 
American  Medical  Women’s  Associa- 
tion (AMWA)  recently  appointed  Nina 
B.  Woodside,  M.D.,  to  the  Interna- 
tional Relations  Committee,  which 
serves  as  liaison  between  AMWA  and 
the  Medical  Women’s  International 
Association.  Dr.  Woodside  is  director 
of  the  Center  for  Women  in  Medicine 
at  the  Medical  College  of  Pennsylva- 
nia, and  an  associate  professor  at  the 


college,  George  Washington  Univer- 
sity, and  Georgetown  University. 

J.  Scott  Hommer,  Jr.  M.D.,  of  Al- 
toona, long  active  in  the  Pennsylvania 
Academy  of  Family  Physicians,  is  a 
member  of  the  AMA  Commission  on 
Emergency  Services.  He  is  currently  a 
member  of  the  State  Society’s  Coun- 
cil on  Medical  Service. 

Balu  H.  Athreya,  M.D.,  recently 
served  as  a discussant  of  two  papers 
at  the  First  American  Rheumatism 
Association  Conference  on  Rheu- 
matoid Diseases  in  Children,  held  in 
Park  City,  Utah.  Dr.  Athreya,  a resi- 
dent of  Margate,  New  Jersey,  is  an 
associate  physician  forthe  Children’s 
Hospital  of  Philadelphia,  assistant 
professor  of  pediatrics  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, and  clinical  director  of  the 
Seashore  House  in  Atlantic  City,  a 
long  term  convalescent  center  for 
children. 

The  American  Crthopaedic  Associ- 
ation recently  honored  William  C. 
Hamilton,  M.D.,  with  a North  Ameri- 
can Traveling  Fellowship,  the  highest 
honor  awarded  an  orthopaedic  resi- 
dent. The  award  included  a four  week 
tour  of  orthopaedic  centers  in  the 
United  States  and  Canada.  Dr.  Hamil- 
ton is  a senior  resident  in  Jefferson 
Medical  College’s  department  of  or- 
thopaedic surgery. 

Gordon  H.  Earles,  M.D.,  recently 
became  editor  of  the  Bulletin  of  the 
Luzerne  County  Medical  Society.  Dr. 
Earles  is  director  of  the  Family  Prac- 
tice Center,  the  ambulatory  training 
center  for  the  United  Health  and  Hos- 
pital Services,  Inc.,  family  practice  re- 
sidency program. 

The  American  Board  of  Internal 
Medicine  recently  certified  Krishan  K. 
Aneja,  M.D.,  in  the  subspecialty  of  en- 
docrinology and  metabolism.  Dr. 
Aneja  is  a staff  physician  in  the  de- 
partment of  medicine  at  the  Veterans 
Administration  Hospital,  Wilkes- 
Barre. 


Amile  A.  Korangy,  M.D.,  president 
of  Korangy  Radiology  Associates, 
Inc.,  Chambersburg,  was  recently  ( 
named  chairman  of  the  department  of  i 
radiology,  radiotherapy,  and  nuclear 
medicine  at  the  Chambersburg  Hos- 
pital. Formerly  an  instructor  of  * 
radiology  at  the  Temple  University  / 
School  of  Medicine,  Dr.  Korangy  has  ) 
been  on  the  staff  of  Chambersburg  ; 
Hospital  since  1974. 


Anita  Bahn,  M.D.,  Philadelphia,  was 
reappointed  recently  to  serve  on  the  i 
Publications  Committee  of  the  Amer-  ■ 
ican  Medical  Women’s  Association.  ( i 
Dr.  Bahn  is  professor  of  community  ^ i 
medicine  and  director  of  the  program  i 
for  epidemiology  research  and  train-  s ; 
ing  at  the  University  of  Pennsylvania  9 
School  of  Medicine.  She  is  director  v | 
and  senior  member  of  the  epidemiol-  j 
ogy  program  for  the  Institute  for  i*  , 
Cancer  Research,  Fox  Chase  Cancer  i | 
Center. 

f 

Two  new  divisions  of  the  depart-  • I 
ment  of  surgery  in  Hahnemann  Medi-  ■ 
cal  College  and  Hospital  were  re-  ( 
cently  created — the  division  of  renal  i 
transplantation  and  the  division  of  I F 
surgical  education.  Robert  Bower, 
M.D.,  Wyncote,  is  the  new  professor  i / 
and  director  of  the  transplant  divi- 
sion, and  Morton  H.  Perlman,  M.D.,  C 
Bryn  Mawr,  associate  professor,  be-  ■ 
came  the  director  of  surgical  educa- 
tion. Demetrius  Saris,  M.D.,  Wayne,  , L 
associate  professor  of  surgery,  was  J 

named  associate  director,  and 
Thomas  Gain,  M.D.,  Narberth,  assis-  J 

tant  professor  of  surgery,  was  ap- 
pointed associate  director  of  the  gen-  j 
eral  surgical  residency  program. 

E 

Recently  certified  by  the  American 
Board  of  Urology  were  the  following  $ 
physicians;  Ramon  U.  Suarez,  M.D., 
Lebanon;  Charles  D.  Saunders,  M.D., 
South  Whitehall;  and  Donald  L.  Pre-  Li 

ate,  M.D.,  Waverly.  H 

A 

F.  G.  Mystakas,  M.D.,  Cleona,  was  f| 
recently  certified  by  the  American 
Board  of  Orthopaedic  Surgery.  He  is  G 
attending  orthopaedic  surgeon  at  the 
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i 

I Good  Samaritan  and  Lebanon  Valley 
j Hospitals  and  a consultant  for  the 
i Easter  Seals  orthopaedic  clinic. 

I Cynthia  G.  Ayers,  M.D.,  Pittsburgh, 
was  recently  appointed  to  the  Public 
I Health  Committee  of  the  American 
Medical  Women's  Association.  Dr. 

I Ayers  is  on  the  staffs  of  Mercy  Hospi- 
tal and  the  University  of  Pittsburgh 
School  of  Nursing.  She  is  a member 
of  the  board  of  directors  of  United 
I Mental  Health,  Inc.,  and  is  a member 
I of  the  Sickle  Cell  Society. 


New  Officers 

Erie  County  Medical  Society 
Anthony  T.  Merski,  M.D.,  Erie,  presi- 
dent 

Douglas  B.  Nagle,  M.D.,  Erie,  presi- 
dent elect 

Paul  W.  Layden,  M.D.,  Erie,  vice  pres- 
ident 

John  P.  Mraz,  M.D.,  Erie,  secretary 

Robert  J.  Demuth,  M.D.,  treasurer 

Fayette  County  Medical  Society 
William  J.  Mitchell,  M.D.,  Uniontown, 
president 

Cataldo  Corrado,  Jr.,  M.D.,  Union- 
town,  president  elect 
Roldan  Medina,  M.D.,  Uniontown, 
first  vice  president 
A.  J.  Oliverio,  M.D.,  Uniontown,  sec- 
ond vice  president 
Gertrude  Blumenschein,  M.D.,  Union- 
town,  secretary  treasurer 

Luzerne  County  Medical  Society 
Joseph  T.  Buckey,  M.D.,  Mountain- 
top,  president 

Joseph  W.  Ehrhart,  M.D.,  Forty  Fort, 
president  elect 

Joseph  R.  Sgarlat,  M.D.,  Kingston, 
vice  president 

Edward  A.  Lottick,  M.D.,  Kingston, 
1 secretary 

j Stanley  C.  Ushinsky,  M.D.,  Kingston, 

, treasurer 

Luzerne  County  Medical  Society 
Hazleton  Branch 

Anthony  G.  Stish,  M.D.,  president 
s Herman  L.  Auerbach,  M.D.,  vice  pres- 
n ident 

s Gerald  L.  Andriole,  M.D.,  secretary 
e treasurer 


The  following  physicians  were  re- 
cently named  diplomatesof  the  Amer- 
ican Board  of  Family  Practice:  Drs. 
James  E.  Crutcher,  Hummelstown; 
James  Kipp,  Elizabethtown;  Harris  R. 
Hayman,  Malvern;  Nathan  O. 
Thomas,  Meyersdale;  Robert 
Bazylak,  Meadville;  Harold  S.  Hay, 
Somerset;  Edward  M.  Fine,  Lancas- 
ter; Paul  A.  Leisawitz,  Reading;  Ran- 
dall K.  Kramer,  Monton;  J.  William 
Simpson,  Wernersville;  John  P. 
Stone,  Johnstown;  Ralph  C.  Macek, 
Altoona;  Robert  Bridenbaugh,  Mar- 
tinsburg;  Ramon  Burket,  Roaring 
Spring;  and  Robert  A.  Plummer, 
Johnstown. 

William  C.  Beck,  M.D.,  F.A.C.S.,  was 

recently  elected  chairman  of  the 
Committee  for  Lighting  of  Health 
Care  Facilities  of  the  Illuminating  En- 
gineering Society  of  North  America. 
Acting  as  technical  advisors,  the 
committee  designs  reports  which  be- 
come manuals  of  recommended 
practice  in  hospitals,  nursing  homes, 
and  clinics.  Dr.  Beck  is  president  of 
the  Donald  Guthrie  Foundation  for 
Medical  Research,  Sayre,  a member 
of  the  board  of  directors  of  the  Ameri- 
can Association  of  Medical  In- 
strumentation, and  immediate  past 
chairman  of  the  Operating  Room  En- 
vironment Committee  of  the  Ameri- 
can College  of  Surgeons. 

William  J.  Llewellyn,  M.D.,  was 

honored  recently  with  a testimonial 
dinner  held  by  the  Nicholson  Wo- 


men’s  Club.  Dr.  Llewellyn  has  served 
the  community  for  43  years.  A charter 
member  of  the  Academy  of  Family 
Physicians,  he  has  served  twice  as 
president  of  the  Wyoming  County 
Medical  Society. 

Leon  Reidenberg,  M.D.,  Wyomis- 
sing,  recently  became  clinical  profes- 
sor, department  of  obstetrics  and 
gynecology,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia. 
His  responsibilities  include  planning 
and  implementing  Hahnemann’s 
medical  education  programs  in  the 
Wilkes-Barre  area. 

Sixteen  Pennsylvania  physicians 
were  recently  cited  for  distinguished 
achievements  by  being  named  fel- 
lows of  the  American  College  of 
Radiology:  Drs.  Julius  W.  Ambrose, 
Pittsburgh;  Peter  H.  Arger,  Narberth; 
Stanley  Baum,  Philadelphia;  Robert 
A.  Bernhard,  Lancaster;  Akbar 
Bonakdar-Pour,  Philadelphia;  Klaus 
M.  Bron,  Pittsburgh;  Jerry  R.  Croteau, 
Harrisburg;  Lawrence  W.  Davis, 
Philadelphia;  Adele  K.  Friedman, 
Philadelphia;  Barry  B.  Goldberg, 
Philadelphia;  Milton  Margulies, 
Philadelphia;  Morton  G.  Murdock, 
Wyncote;  H.  Gunter  Seydel,  Philadel- 
phia; and  Yen  Wang,  Homestead. 

Richard  C.  Wilson,  M.D.,  Wescos- 
ville,  was  recently  certified  in  the  sub- 
specialty of  cardiovascular  disease  by 
the  American  Board  of  Internal  Medi- 
cine. He  is  a member  of  the  medical 
staff  of  Sacred  Heart  Hospital. 


A HUSBAND  AND  WIFE  team,  Janet  Parker,  M.D.,  and  George  L.  Popky,  M.D.,  were 
recently  named  fellows  of  the  American  College  of  Radiology  during  the  organiza- 
tion's meeting  in  Washington,  D.C.  Dr.  Parker  is  an  associate  professor  of  radioiogy 
and  chief  of  oncology  and  nuclear  medicine,  and  Dr.  Popky  is  a professor  of  radiol- 
ogy at  the  Medical  College  of  Pennsylvania. 
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consider  the  effect  on 
coexisting  giaucoma  when 
you  prescribe  a vasodiiator 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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In  serious  gram-negative  infections* 

Three  qood  reasons 
to  initiate  therapy  vvith 
Garamycin'  Injectabie 

(gentamicin  suifate) 


1.  Unique  spectrum. 


2.  incidence  of  bacterial 
resistance  is  lowand  has 
not  increased  significantly. 


3.  Relatively  low  order  of 
adverse  renal  and  eighth 
nerve  reactions  when  used 
as  directed. 


*Due  to  susceptible  organisms 


1.  Unique  spectrum 


- 


I 


Proteus 

species, 

indole- 

negative 


Proteus  Pseudomonas  Klebsiella  Enterobacter  Serrat 
species,  aeruginosa 
indole- 
positive 


Garamycin  Injectable 
(gentamicin  sulfate)  is 
active  against  susceptibi 
strains  of  seven  major 
gram-negative  pathoger 
These  are: 


Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  \ 

Enterobacter  | species 
Serratia  ) 

Garamycin  Injectable  is  also  highly 
effective  against  susceptible  strains 
of  Staphylococcus  aureus  and  may 
be  considered  when  penicillins  are 
contraindicated. 


Escherichia 

coli 
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2.  Incidence  of  bacterial  resistance  is  i 
low  and  has  not  increased  significantlvi^ 


In  wfro*  susceptibility 
virtually  unchanged 


are  not  necessarily  indicative 
of  clinical  effectiveness. 


In  a five-year  study'  in  over  180  hospitals,  p 
gram-negative  pathogens  identified  and  ! 
tested  demonstrated  high  susceptibility  to  | 
GARAMYCIN.  From  1971  through  1975 
there  was  virtually  no  change  in  the 
percentage  of  strains  of  major  gram- 
negative pathogens  susceptible  to 

GARAMYCIN. 

In  the  seven  or  eight  years’  experience 
of  one  investigator^  where  gentamicin  has 
been  restricted  to  parenteral  use, 
resistance  has  not  appreciably  changed. 

Resistance  has  been  demonstrated  to 
develop  slowly  in  stepwise  fashion.  No 
one-step  mutations  to  high  resistance  have  - 
been  reported. 

References 

1.  P.M.R.  Bacteriologic  Reports— 1971-1975. 

2.  Jackson,  G.G.:  Highlights  of  a Symposium  on 
Gentamicin,  a filmed  panel  discussion 
summarizing  a symposium  on  gentamicin. 

University  of  California  School  of  Medicine, 

Los  Angeles,  January  26,  1971. 


3.  Relatively  low  order  of  adverse 
renal  and  eighth  nerve  reactions 
when  used  as  directed. 


I Adverse  renal  reactions 

I The  risk  of  adverse  renal  reactions  is  low  in 
* patients  with  normal  renal  function.  Usually 
I manifested  by  nitrogen  retention  as  evidenced 
by  a rising  BUN  and  creatinine,  they  occur 
most  often  in  patients  with  pre-existing  renal 
damage  and  ^ in  patients  receiving 
. larger  than  recommended  doses 

■ or  treated  for  W longer  periods  of  time  than 
recommended.  M See  Warning  Box  below. 


Adverse  eighth  nerve  reactions 

The  incidence  of  adverse  eighth  nerve  reactions  with 
GARAMYciN  Injectable  is  relatively  low.  When  occurring, 
the  effect  is  predominantly  on  the  vestibular  branch 
of  the  eighth  cranial  nerve,  resulting  in  vestibular 
dysfunction  with  vertigo  and  tinnitus.  These  symptoms 
have,  in  many  cases,  been  transitory.  The  known  effect 
on  the  auditory  branch  to  date  mostly  has  involved 
only  the  high-frequency  hearing  ranges.  See  V\^rning 


A logical  choice 

in  serious  gram-negative  infections' 


pneumonia 
urinary  tract  infections 
septicemia 
wound  infections 

' Due  to  susceptible  organisms 

Garamyan 

oentamian^ulfateS 


I.M./I.V 


gentamian#sulfate80mg/2ml 
injectable 


40  mg  /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal  damage, 
treated  with  GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recommended 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and 
this  should  be  kept  in  mind  when  it  is  used  in  patients  with 
pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recom- 
mended during  therapy  of  patients  with  known  impairment 
of  renal  function.  This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of  therapy  who 
develop  evidence  of  nitrogen  retention  (increasing  BUN. 
NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity  re- 
quires dosage  adjustments  or  discontinuance  of  the  drug 


In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of  gentamicin 
from  the  blood 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  1 2 meg  /ml 
should  be  avoided 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic 
drugs,  particularly  streptomycin,  neomycin,  kanamycin, 
cepnaloridine,  viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided 

The  concurrent  use  of  gentamicin  with  potent  diuretics 
should  be  avoided,  since  certain  diuretics  by  themselves 
may  cause  ototoxicity  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in  gentamicin 
serum  level  and  potentiate  neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has 
not  been  established 


I 


See  Clinical  Considerations  section  which  follows.  . 


A logical  choice 

in  serious  gram-negative  infections 


GARAMYCIN®  Injectable,  brand  of  gentamicin 
sulfate,  U.S.P..  injection.  40  mg.  per  ml. 

Each  ml.  contains  gentamicin  sulfate.  U.S.P.  equivalent 
to  40  mg.  gentamicin. 

For  Parenteral  Administration. 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  scrum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi- 
cated. with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms; 

Pseudomonas  aeruginosa.  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella  EnterobacterSerratia 
species. 

Clinical  studies  have  shown  GARAMYCIN  Inject- 
able to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ- 
isms and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion;  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin-type  drug  is  also  usually  indi- 
cated as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg./kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN.  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/ or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg- 
aly, anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo- 
cytopenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth- 
argy and  decreased  appetite,  weight  loss,  pulmonary 
hbrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  maybe  given  intramuscule 
or  intravenously. 

For  Intramuscular  Administration:  I 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg.,^kg./d; 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  ( 132  lb.),  the  us 
dosage  is  80  mg.  (2  ml.)  three  times  daily.  For  patien 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  dosage  is 
60  mg.  ( 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosage 
up  to  5 mg./kg./ day  may  be  administered  in  three  o 
four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg./kg./day  as  soon  as  clinically  indicated. 

In  children  and  Infants,  the  newborn,  and  patien' 
with  impaired  renal  function,  dosage  must  be  adjust 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e.g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  maybe  diluted  in  1 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  solu 
tion  of  dextrose  5%  in  water;  in  infants  and  children 
the  volume  of  diluent  should  be  less.  The  concentra 
tion  of  gentamicin  in  solution  in  both  instances  shoi 
normally  not  exceed  1 mg./ml.  (0.1%).  The  solution 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  adminis 
tration  is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  injectable  should  not  be  physically 
premixed  with  other  drugs,  but  should  be  administe 
separately  in  accordance  with  the  recommended  ro 
of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable, 

40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg.)  multiple 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (80  mg.) 
disposable  syringes  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  multiple- 
dose  vials  for  parenteral  administration. 
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For  more  complete  prescribing  details,  const  i 
Package  Insert  or  Physicians’  Desk  Referenci 
Schering  literature  is  also  available  from  you' 
Schering  Representative  or  Professional 
Services  Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 
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‘Due  to  susceptible  organisms 


SLS-595 


Famous  Fighters 


SE 

DUS) 

rnct 

(OUt 


NEOSPOHIPf  Ointment 

( polymyxin  B-bacitracin-neomycin) 


is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Pjophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING;  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  m the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 


1^,  / Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N^  K)0 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

Compound-65 


65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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As  VD  increases,  a reminder 


state  laws  protect  physicians  treating  minors 


Venereal  disease  is  on  the  increase  in  Pennsylva- 
nia, with  the  greatest  rate  of  increase  among  minors. 

National  statistics  show  the  highest  increase  of 
new  cases  of  gonorrhea  occurred  in  the  1-14  age 
group  with  an  increase  of  8.7  percent  in  1975  over 
1974.  A 5.3  percent  increase  in  gonorrhea  was 
recorded  for  the  15-19  age  group  for  the  same 
period.  The  highest  rate  of  increase  in  primary  and 
secondary  syphilisaccording  to  1974  national  statis- 
tics was  in  the  15-19  age  group. 

In  Pennsylvania,  Secretary  of  Health  Leonard 
Bachman,  M.D.,  named  gonorrhea  as  the  state’s 
number  one  reported  communicable  disease,  with 
2,275  more  cases  reported  in  1975  than  in  1974.  Dr. 
Bachman  called  for  a program  of  preventive  educa- 
tion and  for  school  or  parental  discussion  of  ven- 
ereal disease  with  a child  closer  to  age  12. 

As  the  decade  of  the  seventies  began  the  mobility 
of  the  nation’syouth  and  changing  patterns  in  social 
habits  made  necessary  the  passage  of  legislation  in 
Pennsylvania  permitting  the  treatment  by  physi- 
cians of  certain  minors  without  parental  consent. 

The  State  Society  Board  of  Trustees  in  1972  au- 
thorized publication  of  two  acts  pertaining  to  the 
treatment  of  such  minors  so  that  members  might  be 
aware  of  the  protection  the  law  affords  them  in  cer- 
tain cases. 

Act  No.  10  of  1970  enables  minors  who  are  eight- 
een years  of  age  or  older,  have  graduated  from  high 
school,  have  married,  or  have  been  pregnant  to  give 
effective  consent  to  medical,  dental,  or  health  ser- 
vices for  themselves.  No  other  consent  is  required 
prior  to  treatment. 

This  act  further  enables  a minor  who  has  been 
married  to  give  effective  consent  for  treatment  of  his 
or  her  child. 

In  cases  of  pregnancy,  venereal  diseases,  and 
other  reportable  diseases,  this  law  provides  that  any 
minor  may  give  effective  consent  to  medical  or 
health  services  in  these  specific  areas,  and  no  other 
consent  is  necessary. 

Treatment  may  be  rendered  to  minors  of  any  age 
without  consent  when,  in  the  judgment  of  the  physi- 
cian, an  effort  to  secure  such  consent  would  result 
in  delay  which  might  risk  the  minor’s  life  or  health. 

In  the  case  of  a minor  who  claims  to  be,  but  is  not  a 
minor  whose  consent  alone  is  necessary,  that  con- 
sent is  sufficient  if  the  physician  relies  in  good  faith 
on  the  word  of  the  patient. 

Another  act.  Act  No.  156,  1971,  amends  Public 


Law  1510,  known  as  the  “Disease  Prevention  and 
Control  Law  of  1955’’  and  is  aimed  specifically  at 
preventing  and  controlling  venereal  diseases  in  the 
Commonwealth.  It  provides  that  any  person  under 
age  twenty-one  infected  with  a venereal  disease  may 
be  treated  for  such  disease  without  the  consent  of 
parents  or  guardians.  It  further  specifies  that  the 
physician  treating  such  patients  shall  not  be  sued  or 
held  liable  for  properly  administering  appropriate 
treatment  to  such  patients. 

The  acts  again  appear  below  in  their  entirety. 

Act  No.  10,  1970 

Enabling  certain  minors  to  consent  to  medical  dental  and  health 
services,  declaring  consent  unnecessary  under  certain  cir- 
cumstances. 

The  General  Assembly  of  the  Commonwealth  of  Pennsylvania 
hereby  enacts  as  follows: 

Section  1.  Individual  Consent. — Any  minor  who  is  eighteen 
years  of  age  or  older,  or  has  graduated  from  high  school,  or  has 
married,  or  has  been  pregnant,  may  give  effective  consent  to 
medical,  dental  and  health  services  for  himself  or  herself,  and  the 
consent  of  no  other  person  shall  be  necessary. 

Section  2.  Consent  for  Children  with  Minor  Parents. — Any 
minor  who  has  been  married  or  has  borne  a child  may  give 
effective  consent  to  medical,  dental  and  health  services  for  his  or 
her  child. 

Section  3.  Pregnancy,  Venereal  Disease  and  Other  Reportable 
Diseases. — Any  minor  may  give  effective  consent  for  medical  and 
health  services  to  determine  the  presence  of  or  to  treat  pregnancy 
and  venereal  disease  and  other  diseases  reportable  under  the  act 
of  April  23,  1956  (P.L.  1510),  known  as  the  “Disease  Prevention 
and  Control  Law  of  1955,  " and  the  consent  of  no  other  person 
shall  be  necessary. 

Section  4.  When  Consent  Unnecessary. — Medical,  dental  and 
health  services  may  be  rendered  to  minors  of  any  age  without  the 
consent  of  a parent  or  legal  guardian  when,  in  the  physician's 
judgment,  an  attempt  to  secure  consent  would  result  in  delay  of 
treatment  which  would  increase  the  risk  to  the  minor's  life  or 
health. 

Section  5.  Liability  for  Rendering  Services. — The  consent  of  a 
minor  who  professes  to  be,  but  is  not  a minor  whose  consent 
alone  is  effective  to  medical,  dental  and  health  services  shall  be 
deemed  effective  without  the  consent  of  the  minor’s  parent  or 
legal  guardian,  if  the  physician  or  other  person  relied  in  good 
faith  upon  the  representations  of  the  minor. 

Approved — the  13th  day  of  February,  A.D.  1970. 

Act  No.  156,  1971 

Treatment  of  venereal  diseases  in  minors. 

An  Act  amending  the  act  of  April  23, 1956  (P.L.  1510),  entitled,  as 
amended,  "An  act  providing  for  the  prevention  and  control  of 
communicable  and  non-communicable  diseases  including  ven- 
ereal diseases,  fixing  responsibility  for  disease  prevention  and 
control,  requiring  reports  of  diseases,  and  authorizing  treatment 
of  venereal  diseases,  and  providing  for  premarital  and  prenatal 
blood  tests;  amending,  revising  and  consolidating  the  laws  relat- 
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ing  thereto;  and  repealing  certain  acts,  " providing  for  treatment 
of  minors  infected  with  venereal  diseases  and  limiting  the  liability 
of  physicians. 

The  General  Assembly  of  the  Commonwealth  of  Pennsylvania 
hereby  enacts  as  follows: 

Section  1.  The  act  of  April  23,  1956  (P.L.  1510),  known  as  the 
Disease  Prevention  and  Control  Law  of  1955,  " is  amended  by 
adding  a section  to  read: 


Section  14.1  Treatment  of  Minors^®. 

Any  person  under  the  age  of  twenty-one  years  infected  with  a 
venereal  disease  may  be  given  appropriate  treatment  by  a physi- 
cian. If  the  minor  consents  to  undergo  treatment,  approval  or 
consent  of  his  parents  or  persons  in  loco  parentis  shall  not  be 
necessary  and  the  physician  shall  not  be  sued  or  held  liable  for 
properly  administering  appropriate  treatment  to  the  minor. 

Section  2.  This  act  shall  take  effect  immediately. 

Approved  the  1st  day  of  December,  A.D.  1971. 


As  incidence  increases 

CDC  recommends  1976  treatment  schedule  for  syphilis 


The  increase  in  the  incidence  of  venereal  disease 
in  Pennsylvania  made  public  recently  by  the 
Pennsylvania  Department  of  Health  indicates 
that  this  latest  revision  in  the  treatment  of 
syphilis  will  be  of  immediate  use  and  interest. 


Few  data  have  been  published  on  the  treatment  of 
syphilis  since  CDC  revised  these  recommendations  in 
1968.  Penicillin  continues  to  be  the  drug  of  choice  for  all 
stages  of  syphilis.  Every  effort  should  be  made  to  docu- 
ment penicillin  allergy  before  choosing  other  antibiotics 
because  these  antibiotics  have  been  studied  less  exten- 
sively than  penicillin.  Physicians  are  cautioned  to  use  no 
less  than  the  recommended  dosages  of  antibiotics. 

EARLY  SYPHILIS  (primary,  secondary,  latent  syphilis  of 
less  than  1 year’s  duration) 

(1)  Benzathine  penicillin  G — 2.4  million  units  total  by 
intramuscular  injection  at  a single  session.  Ben- 


These recommendations  were  established  by  the  Ven- 
ereal Disease  Control  Advisory  Committee  of  the 
Center  for  Disease  Control  after  consultation  with 
therapy  experts  throughout  the  nation  and  are  being 
published  at  the  request  of  Ralph  H.  Henderson,  M.D., 
director  of  the  Venereal  Disease  Control  Division  of  the 
Center  for  Disease  Control,  Atlanta,  Ga. 


zathine  penicillin  G is  the  drug  of  choice  because  it 
provides  effective  treatment  in  a single  visit*  OR 

(2)  Aqueous  procaine  penicillin  G — 4.8  million  units  to- 
tal: 600,000  units  by  intramuscular  injection  daily  for 
8 days.  OR 

(3)  Procaine  penicillin  G in  oil  with  2%  aluminum 
monostearate  (PAM) — 4.8  million  units  total  by  in- 
tramuscular injection:  2.4  million  units  at  first  visit, 
and  1 .2  million  units  at  each  of  2 subsequent  visits  3 
days  apart.  Although  PAM  is  used  in  other  coun- 
tries, it  is  no  longer  available  in  the  United  States. 

Patients  who  are  allergic  to  penicillin: 

(1 ) Tetracycline  hydrochloride** — 500  mg  4 times  a day 
by  mouth  for  15  days.  OR 

(2)  Erythromycin  (stearate,  ethylsuccinate  or  base) — 
500  mg  4 times  a day  by  mouth  for  15  days. 

These  antibiotics  appear  to  be  effective  but  have  been 


*ltalics  indicate  commentary. 

**Food  and  some  dairy  products  interfere  with  absorption. 
Oral  forms  of  tetracycline  should  be  given  1 hour  before  or 
2 hours  after  meals. 
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evaluated  less  extensively  than  penicillin. 

SYPHILIS  OF  MORE  THAN  1 YEAR’S  DURATION 
(latent  syphilis  of  indeterminate  or  more  than  1 year’s 
duration,  cardiovascular,  late  benign,  neurosyphilis) 

(1)  Benzathine  penicillin  G — 7.2  million  units  total:  2.4 
million  units  by  intramuscular  injection  weekly  for3 
successive  weeks.  OR 

(2)  Aqueous  procaine  penicillin  G — 9.0  million  units  to- 
tal: 600,000  units  by  intramuscular  injection  daily  for 
15  days. 

The  optimal  treatment  schedules  for  syphilis  of  greater 
than  1 year’s  duration  have  been  less  well  established  than 
schedules  for  early  syphilis.  In  general,  syphilis  of  longer 
duration  requires  higher-dose  therapy.  Although  therapy 
is  recommended  for  established  cardiovascular  syphilis, 
there  is  little  evidence  that  antibiotics  reverse  the  pathol- 
ogy associated  with  this  disease. 

Cerebrospinal  fluid  (CSF)  examination  is  mandatory  in 
patients  with  suspected,  symptomatic  neurosyphilis.  This 
examination  is  also  desirable  in  other  patients  with 
syphilis  of  greater  than  1 year’s  duration  to  exclude 
asymptomatic  neurosyphilis. 

Published  studies  show  that  a total  dose  of  6. 0-9.0  mil- 
lion units  of  penicillin  G results  in  a satisfactory  clinical 
response  in  approximately  90  percent  of  patients  with 
neurosyphilis.  There  is  more  published  clinical  experi- 
ence with  short-acting  penicillin  preparations  than  with 
benzathine  penicillin  G.  Some  clinicians  prefer  to  hospi- 
talize patients  with  neurosyphilis,  particularly  if  the  pa- 
tient is  symptomatic  or  has  not  responded  to  initial  thera- 
py. In  these  instances  they  treat  patients  with  12-24  million 
units  of  aqueous  crystalline  penicillin  G given  intraven- 
ously each  day  (2-4  million  units  every  4 hours)  for  1 0 days. 
Patients  who  are  allergic  to  peniciiiin: 

(1)  Tetracycline  hydrochloride — 500  mg  4 times  a day 
by  mouth  for  30  days.  OR 

(2)  Erythromycin  (stearate,  ethylsuccinate  or  base) — 
500  mg  4 times  a day  by  mouth  for  30  days. 

There  are  NO  published  clinical  data  which  adequately 
document  the  efficacy  of  drugs  other  than  penicillin  for 
syphilis  of  more  than  1 year’s  duration.  Cerebrospinal 
fluid  examinations  are  highly  recommended  before  ther- 
apy with  these  regimens. 

SYPHILIS  IN  PREGNANCY 
Evaluation  of  Pregnant  Women 

All  pregnant  women  should  have  a nontreponemal 
serologic  test  for  syphilis,  such  as  the  VDRL  or  RPR  test  at 
the  time  of  the  first  prenatal  visit.  The  treponemal  tests 
such  as  the  FTA-ABS  test  should  not  be  used  for  routine 
screening.  In  women  suspected  of  being  at  high  risk  for 
syphilis,  a second  nontreponemal  test  should  be  per- 
formed during  the  third  trimester.  Seroreactive  patients 
should  be  expeditiously  evaluated.  This  evaluation  should 
include  a history  and  physical  examination,  as  well  as  a 
quantitative  nontreponemal  test  and  a confirmatory  tre- 
ponemal test. 

If  the  FTA-ABS  testis  nonreactive  and  there  is  no  clinical 
evidence  of  syphilis,  treatment  may  be  withheld.  Both  the 
quantitative  nontreponemal  test  and  the  confirmatory  test 


should  be  repeated  within  4 weeks.  If  there  is  clinical  or 
serologic  evidence  of  syphilis  or  if  the  diagnosis  of 
syphilis  cannot  be  excluded  with  reasonable  certainty,  the 
patient  should  be  treated  as  outlined  below. 

Patients  for  whom  there  is  documentation  of  adequate 
treatment  for  syphilis  in  the  past  need  not  be  retreated 
unless  there  is  clinical  or  serologic  evidence  of  reinfection 
such  as  darkfield-positive  lesions  or  a 4-fold  titer  rise  of  a 
quantitative  nontreponemal  test. 

A.  For  patients  at  ali  stages  of  pregnancy  who  are  not 
allergic  to  peniciiiin:  Penicillin  in  dosage  schedules 
appropriate  for  the  stage  of  syphilis  as  recommended 
for  the  treatment  of  nonpregnant  patients. 

B.  For  patients  of  ali  stages  of  pregnancy  who  are  allergic 
to  peniciiiin:  Erythromycin  (stearate,  ethylsuccinate  or 
base)  in  dosage  schedules  appropriate  for  the  stage  of 
syphilis,  as  recommended  for  the  treatment  of  non- 
pregnant patients.  Although  these  erythromycin 
schedules  appear  safe  for  mother  and  fetus,  their  effi- 
cacy is  not  well  established.  Therefore,  the  docu- 
mentation of  penicillin  allergy  is  particularly  important 
before  treating  a pregnant  woman  with  erythromycin. 
Erythromycin  estolate  and  tetracycline  are  not  rec- 
ommended for  syphilitic  infections  in  pregnantwomen 
because  of  potential  adverse  effects  on  mother  and 
fetus. 

Follow-up 

Pregnant  women  who  have  been  treated  for  syphilis 
should  have  monthly  quantitative  nontreponemal 
serologic  tests  for  the  remainder  of  the  current  pregnan- 
cy. Women  who  show  a 4-fold  rise  in  titer  should  be  re- 
treated. After  delivery,  follow-up  is  as  outlined  for  non- 
pregnant patients. 

CONGENITAL  SYPHILIS 

Congenital  syphilis  may  occur  if  the  mother  has  syphilis 
during  pregnancy.  If  the  mother  has  received  adequate 
penicillin  treatment  during  pregnancy,  the  risk  to  the  in- 
fant is  minimal.  Flowever,  all  infants  should  be  examined 
carefully  at  birth  and  at  frequent  intervals  thereafter  until 
nontreponemal  serologic  tests  are  negative. 

Infected  infants  are  frequently  asymptomatic  at  birth 
and  may  be  seronegative  if  the  maternal  infection  oc- 
curred late  in  gestation.  Infants  should  be  treated  at  birth 
if  maternal  treatment  was  inadequate,  unknown,  with 
drugs  other  than  penicillin,  or  if  adequate  follow-up  of  the 
infant  cannot  be  ensured. 

Infants  with  congenital  syphilis  should  have  a CSF  ex- 
amination before  treatment. 

Infants  with  abnormal  CSF: 

(1)  Aqueous  crystalline  penicillin  G,  50,000  units/kg  in- 
tramuscularly or  intravenously  daily  in  2 divided 
doses  for  a minimum  of  10  days.  OR 

(2)  Aqueous  procaine  penicillin  G,  50,000  units/kg  in- 
tramuscularly daily  for  a minimum  of  10  days. 

Infants  with  normal  CSF: 

Benzathine  penicillin  G,  50,000  units/kg  intramuscularly 
in  a single  dose.  Although  benzathine  penicillin  has  been 
previously  recommended  and  widely  used,  published  clin- 
ical data  on  its  efficacy  in  congenital  neurosyphilis  are 
lacking.  If  neurosyphilis  cannot  be  excluded,  the  procaine 
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or  aqueous  penicillin  regimens  are  recommended.  Since 
cerebrospinal  fluid  concentrations  of  penicillin  achieved 
after  benzathine  penicillin  are  minimal  to  nonexistent, 
these  revised  recommendations  seem  more  conservative 
and  appropriate  until  clinical  data  on  the  efficacy  of  ben- 
zathine penicillin  can  be  accumulated.  Other  antibiotics 
are  not  recommended  for  neonatal  congenital  syphilis. 

Penicillin  therapy  for  congenital  syphilis  after  the 
neonatal  period  should  be  with  the  same  dosages  used  for 
neonatal  congenital  syphilis.  For  larger  children  the  total 
dose  of  penicillin  need  not  exceed  the  dosage  used  in 
adult  syphilis  of  more  than  1 year's  duration.  After  the 
neonatal  period,  the  dosage  of  erythromycin  and  tetracyc- 
line for  congenital  syphilitics  who  are  allergic  to  penicillin 
should  be  individualized  but  need  not  exceed  dosages 
used  in  adult  syphilis  of  more  than  1 year’s  duration.  Tet- 
racycline should  not  be  given  to  children  less  than  8 years 
of  age. 

FOLLOW-UP  AND  RETREATMENT 

All  patients  with  early  syphilis  and  congenital  syphilis 
should  be  encouraged  to  return  for  repeat  quantitative 
nontreponemal  tests  3,  6,  and  12  months  after  treatment. 
Patients  with  syphilis  of  more  than  1 year’s  duration 
should  also  have  a repeat  serologic  test  24  months  after 
treatment.  Careful  follow-up  serologic  testing  is  particu- 
larly important  in  patients  treated  with  antibiotics  other 
than  penicillin.  Examination  of  CSF  should  be  planned  as 
part  of  the  last  follow-up  visit  after  treatment  with  alterna- 
tive antibiotics. 


All  patients  with  neurosyphilis  must  be  carefully  fol- 
lowed with  serologic  testing  for  at  least  3 years.  In  addi- 
tion, follow-up  of  these  patients  should  include  clinical 
reevaluation  at  6-month  intervals  and  repeat  CSF  exami- 
nations, particularly  in  patients  treated  with  alternative 
antibiotics. 

The  possibility  of  reinfection  should  always  be  consid- 
ered when  retreating  patients  with  early  syphilis.  A CSF 
examination  should  be  performed  before  retreatment  un- 
less reinfection  and  a diagnosis  of  early  syphilis  can  be 
established. 

Retreatment  should  be  considered  when: 

(1)  Clinical  signs  or  symptoms  of  syphilis  persist  or 
recur; 

(2)  There  is  a sustained  4-fold  increase  in  the  titer  of  a 
nontreponemal  test; 

(3)  An  initially  high-titer  nontreponemal  test  fails  to 
show  a 4-fold  decrease  within  a year. 

Patients  should  be  retreated  with  the  schedules  rec- 
ommended for  syphilis  of  more  than  1 year’s  duration.  In 
general,  only  1 retreatment  course  is  indicated  because 
patients  may  maintain  stable,  low  titers  of  nontreponemal 
tests  or  have  irreversible  anatomical  damage. 

EPIDEMIOLOGIC  TREATMENT 

Patients  who  have  been  exposed  to  infectious  syphilis 
within  the  preceding  3 months  and  other  patients  who  on 
epidemiologic  grounds  are  at  high  risk  for  syphilis  should 
be  treated  as  for  early  syphilis.  Every  effort  should  be 
made  to  establish  a diagnosis  in  these  cases.  □ 
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Residency  locations  seen  as  key 


Society  proposals  would  reduce  manpower  shortage 


These  recommendations  on  physician  manpower 
and  the  rationale  supporting  them  were  developed 
jointly  by  the  Pennsylvania  Medical  Society's  Commis- 
sion on  Education  and  Manpower  and  the  Pennsylva- 
nia Medical  Society’s  Special  Committee  on  Family 
Practice  and  were  approved  by  the  Board  of  Trustees  in 
October  1975.  The  recommendations  do  not  represent 
a significant  change  in  thinking  on  the  part  of  these 
committees.  In  some  cases  the  new  recommendations 
are  a restatement  of  earlier  policy;  the  same  general 
approach  recommended  more  informally  by  these 
committees  for  several  years  is  used. 

The  recommendations  and  rationale  can  be  viewed 
as  a companion  piece  to  Physician  Manpower  in  Penn- 
sylvania (Pennsylvania  Medicine,  May  1974)  which  ex- 
amines the  data  on  physician  numbers  and  distribution 
by  specialty  and  location  in  Pennsylvania. 

Graduate  education 

Pennsylvania  should  provide  financial  support  to  primary 
care  residencies. 

A.  Pennsylvania’s  “shortage  of  physicians’’  is  really  a 
shortage  of  primary  care  physicians.  Virtually  all  physi- 
cians now  take  a residency  in  their  specialty  so  that  the 
end  point  of  formal  medical  education  is  not  graduation 
from  medical  school.  Without  an  adequate  number  of 
primary  care  residencies  Pennsylvania  will  not  meet  its 
needs  for  primary  physicians.  Without  an  adequate 
number  of  primary  care  residency  slots  even  the  most 
interested  student  will  be  forced  to  take  a residency  posi- 
tion in  another  specialty. 

Residency  programs  are  essential  not  only  to  train  ade- 
quate numbers  of  primary  physicians,  but  also  to  retain 
physicians  in  Pennsylvania  and  solve  the  geographic  mal- 
distribution problem.  Some  60-70  percent  of  the  gradu- 
ates of  a residency  program  in  a state  remain  to  practice  in 
that  state,  as  compared  to  30-40  percent  of  the  students 
graduating  from  a medical  school  in  the  state.  A high 
percentage  of  the  graduates  of  a residency  practice  within 
the  hospital  service  area.  York  Hospital  with  the  first  family 
practice  program  in  Pennsylvania  found  that  13  of  its  first 
14  graduates  practiced  within  the  hospital  service  area.  If 
the  concern  is  specialty  distribution  or  geographic  dis- 
tribution the  key  is  the  residency  program.  Virtually  all 
state  plans  for  solving  physician  manpower  problems 
recognize  the  crucial  importance  of  the  residency. 

B.  The  commonly  accepted  definition  of  primary  care 
in  terms  of  specialties  includes  family  practice,  internal 
medicine,  and  pediatrics.  While  family  practice  is  purely  a 
primary  care  specialty,  internal  medicine  and  pediatrics 
are  not.  Many  residency  programs  in  internal  medicine 
and  pediatrics  train  for  a secondary  type  of  practice  and 
many  internists  and  pediatricians  engage  basically  in  re- 
ferral practice.  For  some  physicians  taking  a residency  in 
pediatrics  or  internal  medicine  is  merely  the  first  step 
toward  further  specialization.  On  the  other  hand,  exclu- 
sion of  internal  medicine  and  pediatrics  ignores  the  reality 


that  many  internists  and  pediatricians  do  deliver  primary 
care,  and  that  a greater  portion  of  the  responsibility  of 
providing  primary  care  has  fallen  to  the  internist  and  the 
pediatrician  in  recent  years.  Primary  care  residencies  in 
internal  medicine  and  pediatrics  should  be  supported,  but 
secondary  residencies  should  not.  Pennsylvania  probably 
does  not  need  additional  numbers  of  secondary  internists 
and  pediatricians. 

Ideally  there  should  be  a generally  agreed  upon  defini- 
tion of  primary  care.  Despite  significant  efforts  such  a 
consensus  definition  has  not  been  reached.  For  these 
purposes  the  following  definitions  of  primary  care  and 
primary  care  internal  medicine  and  pediatrics  residencies 
provide  guidelines  as  to  which  residency  programs  in 
internal  medicine  and  pediatrics  should  be  supported. 

Primary  physician — The  primary  physician  serves  the 
public  as  the  physician  of  first  contact  and  means  of  entry 
into  the  health  system.  He  evaluates  his  patients'  health 
needs,  providing  personal  medical  care,  and  referring  pa- 
tients when  indicated  to  appropriate  sources  of  care  while 
preserving  the  continuity  of  his  own  care.  He  develops  a 
responsibility  for  his  patients’  comprehensive  and  contin- 
uous health  care  and  acts  as  a coordinator  of  his  patients’ 
total  health  care,  including  the  use  of  consultants,  within 
the  context  of  the  patients’  environment.  The  primary 
physician  does  not  attempt  to  fragment  his  delivery  of 
care  according  to  sex,  disease  process,  system  of  the 
body,  or  mechanical  procedure. 

Primary  care  residencies — As  a rough  rule  of  thumb, 
most  training  of  primary  internists  and  pediatricians  takes 
place  in  community  hospital  controlled  programs  outside 
the  Philadelphia  and  Pittsburgh  areas.  The  primary  care 
residency  includes  considerable  experience  with  am- 
bulatory patients  and  experience  with  disciplines  such  as 
dermatology,  office  gynecology,  musculoskeletal  medi- 
cine, ophthalmology,  otolaryngology,  and  psychiatry. 

The  final  determination  of  which  residencies  meet  these 
criteria  should  rest  with  the  medical  education  council. 

Pennsylvania  should  support  residency  programs  in  pri- 
mary care  that  expose  residents  to  locations  determined 
to  need  additional  primary  physicians. 

A.  The  western  two-thirds  of  Pennsylvania  has  primary 
care  physician  to  population  ratios  much  worse  than  the 
eastern  third.  Residencies  in  family  practice,  primary 
internal  medicine,  and  primary  pediatrics  surround  the 
west-central  region  of  the  state  most  in  need.  It  is  unlikely 
that  a residency  program  can  be  started  within  the  region 
itself  because  clinical  and  teaching  facilities  are  not  avail- 
able. The  relationship  between  residency  site  and  physi- 
cian location  within  the  state  mandates  that  the  counties 
poorest  in  primary  physicians  have  some  tie  to  residency 
programs. 

B.  While  the  establishment  of  third-year  model  practice 
units  in  these  areas  is  probably  not  feasible,  the  shorter 
exposures  of  thirty  days  in  both  the  second  and  third  years 
of  residencies  are  feasible. 
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C.  The  recommendation  would  provide  additional  sup- 
port to  primary  care  residencies. 

D.  State  support  should  be  $1 ,000  per  student  per  year 
to  the  limit  of  1,000  students. 

Planning 

A revised  recommendation  is  being  developed  but  has 
not  yet  been  approved  by  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society. 

Pennsylvania  should  support  an  ongoing  effort  to  deter- 
mine the  exact  nature  and  extent  of  physician  manpower 
availability. 

A.  Methods  presently  available  for  determining  the  de- 
mand for  physicians  are  clearly  inadequate;  for  some 
other  health  professions,  even  basic  figures  are  not  avail- 
able. State  government  has  supported  several  one-time 
projects  but  there  has  been  no  continuous  effort.  An  ade- 
quate data  collection  system  is  now  being  developed; 
even  the  minimal  effort  of  devoting  one  man  full-time  to 
the  question  would  yield  desirable  results.  This  activity 
should  take  place  under  the  direction  of  the  Medical  Edu- 
cation Council  with  administrative  controls  from  the  De- 
partment of  Health.  Cost;  approximately  $50,000  per  year. 

Pennsylvania  should  support  a systematic  program  for 
recruiting  physicians  for  Pennsylvania  communities. 

A.  Implementation  of  recommendation  number  4 
should  yield  objective  information  on  communities  in 
Pennsylvania  in  need  of  physicians.  This  information 
should  be  made  available  each  year  to  graduates  of  Penn- 
sylvania residencies.  Similarly,  this  information  should 
also  go  to  graduates  of  residencies  in  states  adjoining 
Pennsylvania.  Even  if  the  response  each  year  were  small, 
for  example  50  to  100  physicians,  the  cost  per  physician 
would  be  relatively  low  compared  to  the  cost  of  educating 
a physician  in  Pennsylvania.  The  program  would  include 
followup  with  interested  physicians.  Cost:  $100,000. 

B.  As  part  of  this  recruitment  effort  the  medical  educa- 
tion council  may  assist  interested  physicians  and  com- 
munities in  developing  attractive  practice  arrangements. 
For  example,  almost  all  physicians  now  entering  practice 
express  a strong  preference  for  group  practice.  In  addi- 
tion to  offering  specific  information  on  needs  in  communi- 
ties the  council  should  as  necessary  act  as  a catalyst  to:  (1 ) 
setting  up  of  group  practices;  (2)  establishment  of  physi- 
cian corporations;  (3)  establishment  of  hospital  or  medi- 
cal school  related  outreach  programs;  and  (4)  establish- 
ment of  quality  continuing  education  programs  and  con- 
tacts with  colleagues,  etc.  The  purpose  is  not  to  provide 
funding  to  build  clinics  or  offer  “prizes"  for  setting  up 
practice  in  a needy  area.  Such  approaches  have  not  been 
successful.  Rather,  the  attempt  is  to  help  promote  prac- 
tice arrangements  that  make  rural  practice  and  inner  city 
practice  more  attractive. 

Undergraduate  education 

A number  of  suggestions  have  been  made  that  would 
force  medical  schools  to  choose  their  entering  classes  by 
criteria  designed  to  alleviate  specialty  and  geographic 
maldistribution.  These  include:  (1)  mandating  a percent- 
age of  Pennsylvania  residents;  (2)  mandating  a percent- 
age of  students  from  rural  areas;  (3)  mandating  a percent- 


age of  students  over  a certain  age;  (4)  mandating  that  a f 
percentage  of  the  first  year  class  choose  primary  care;  and 
(5)  mandating  special  consideration  for  students  who  say  * 
they  wish  to  practice  primary  care  in  rural  areas.  £ 

Preferential  consideration  for  minority  groups  written  » 

into  admissions  criteria  or  similarly  quota  systems  have  < 

been  attacked  in  the  courts  as  reverse  discrimination.  The  c 

courts  have  upheld  these  challenges.  It  is  unlikely  that  any  s 

mandatory  system  of  quotas  for  rural  residents,  for  ex-  £ 

ample,  would  stand  up  to  a court  challenge  for  the  same  t 

reasons,  nor  does  it  seem  that  state  funding  based  on  t 

meeting  quotas  could  be  sustained.  Comments  on  each  I 
approach  are  detailed  below.  ' 

1.  Percentage  of  Pennsylvania — The  medical  schools  I 
have  increased  theirenrollment  of  Pennsylvania  residents  i 
to  above  70  percent  overall.  Further  increases  would  bring 

at  best  marginal  results,  and  there  are  excellent  argu-  ■ i 
ments  for  maintaining  diversity  in  medical  education  ' I 
through  having  at  least  a leavening  of  out  of  state  stu-  i 

dents.  What  is  recommended  in  number  6 is  a con-  I 

tinuance  of  present  medical  school  policies  of  accepting  I 

70  percent  Pennsylvania  residents.  The  Legislature,  | 

through  its  annual  medical  school  appropriation  hear-  i 

ings,  has  an  excellent  opportunity  to  monitor  the  medical  ! 

schools’  performance  in  this  area.  No  further  implementa-  ( 

tion  steps  are  recommended.  I 

2.  A percentage  of  students  from  rural  areas — Most  of  I ; 

the  arguments  in  item  number  one  above  also  pertain  to  ( 

number  two.  A general  agreement  to  give  “serious  con-  I 

sideration"  to  rural  residents  should  be  sufficient.  Penn-  i 

sylvania  medical  schools  have  shown  considerable  con-  i 

cern,  concern  that  has  transmitted  into  active  programs.  I 

(See  recommendation  number  7.)  i 

3.  Mandating  a certain  percentage  of  students  over  a 

certain  age,  generally  25-30  years — This  suggestion  prob-  I 

ably  will  notbring  significant  results.  Formerly  the  general  ( 

practitioner  did  not  enter  a residency;  specialists  did.  i 
Someone  entering  medical  school  at  age  27  would  proba- 
bly not  want  to  take  three  years  of  additional  training  in  a 
residency  and  so  would  enter  general  practice.  Now  virtu-  i 
ally  all  family  physicians  enter  residencies  and  the  possi-  ( 
bility  of  the  older  graduate  bypassing  three  years  of  train- 
ing by  choosing  family  practice  is  no  longer  a reality.  The  I 
tendency  toward  family  practice  among  older  graduates 

will  probably  be  the  same  as  that  of  younger  colleagues.  i 

4.  Percentage  of  class  should  enter  primary  care — See 
recommendation  number  9. 

5.  Students  who  say  they  want  to  enter  family  practice 
in  rural  areas — This  suggestion  is  backed  up  by  at  least 
two  studies.  Unfortunately  as  soon  as  a quota  or  even  a 
recommendation  becomes  known  every  applicant  would 
indicate  a preference  for  family  practice  in  a rural  area. 
Pennsylvania  medical  school  admissions  committees 
have  already  found  this  indication  on  an  application  to  be 
extremely  questionable  as  an  indication  of  the  future 
physician’s  true  interest. 

Pennsylvania  medical  schools  should  continue  to  accept 
a high  proportion  of  their  entering  classes  from  Pennsyl- 
vania applicants. 

A.  State  support  of  medical  education  is  posited  partly  ' 
on  providing  opportunities  for  medical  education  for  I 


46 


Pennsylvania  Medicine,  June  1976 


! Pennsylvania  residents. 

I B.  The  optimal  education  system  from  the  retention 
viewpoint  is  one  in  which  a student  from  Pennsylvania 
I enters  a Pennsylvania  medical  school  and  follows  that 
with  an  internship  and  residency  in  Pennsylvania.  Merely 
retaining  more  physicians  in  Pennsylvania  is  not  a priority 
concern;  there  are  probably  enough  physicians  in  Penn- 
sylvania now.  If  the  following  recommendations  are 
adopted,  Pennsylvania  should  be  educating  more  physi- 
cians interested  in  primary  care  in  rural  areas.  Retention 
of  a high  percentage  of  those  physicians  is  a priority  and 
the  combination  of  Pennsylvania  residence  and  Pennsyl- 
vania medical  schools  should  improve  that  retention  ratio. 
Pennsylvania  medical  schools  should  give  strong  con- 
sideration to  applicants  from  rural  areas. 

A.  Several  studies  indicate  that  a high  percentage  of 
rural  physicians  are  originally  from  rural  areas.  An  unpub- 
lished study  of  3,400  U.S.  graduates,  and  a published 
study  of  University  of  Missouri  graduates  both  indicate 
that  34-35  percent  of  those  whose  hometown  size  was  less 
than  50,000  practiced  in  a non-metropolitan  county  and  31 
percent  in  a small  metropolitan  county.  These  figures 
compare  with  1 6 percent  for  non-metropolitan  county  and 
21  percent  for  a small  metropolitan  county  for  those  stu- 
dents whose  hometown  was  greater  in  population  than 
500,000.  If  a student  also  chooses  family  medicine  as  his 
specialty,  66  percent  will  practice  in  a non-metropolitan 
county. 

Pennsylvania  should  increase  its  per  capita  support  for 
medical  students  who  enter  a residency  in  primary  inter- 
nal medicine,  primary  pediatrics,  or  family  practice  up  to 
the  level  where  50  percent  of  the  graduating  class  from 
each  school  enters  such  residency. 

A.  There  are  a number  of  recommendations  that  might 
be  made  to  encourage  medical  schools  to  give  greater 
emphasis  to  primary  care. For  example,  the  special  Com- 
mittee on  Family  Medicine  has  recommended  the  estab- 
lishment of  family  practice  departments  in  the  medical 
schools.  The  method  suggested  here  should  reach  the 
same  objective  while  giving  the  medical  schools  consid- 
erable flexibility  as  to  how  exactly  to  meet  that  objective. 

B.  Because  of  inflation  and  the  possibility  of  changes  in 
j federal  support,  the  medical  schools  probably  need  an 

increase  in  the  per  capita  support  per  student.  This 
I method  would:  (1)  give  the  medical  schools  an  increase; 


(2)  be  in  a form  palatable  to  the  legislators;  and  (3)  ac- 
complish the  objective.  The  per  capita  increase  should  be 
$2,000.  Half  of  the  graduating  class  is  roughly  500  stu- 
dents multiplied  by  $2,000  for  four  years  or  $1,000,000 
total. 

Communities  outside  the  Philadelphia/Pittsburgh  areas 
with  significant  educational  and  medical  resources 
should  be  given  state  support  to  develop  Area  Health 
Education  Centers. 

A.  The  optimal  education  system  for  correcting  the 
geographic  maldistribution  of  physicians  is  one  in  which 
the  student  from  an  underserved  area  enters  medical 
school  in  that  area  and  then  takes  his  internship  and 
residency  there.  Practical  considerations  make  that 
model  impossible  in  some  areas  without  a return  to  the 
preceptorship  system.  However,  there  are  substantial 
medical  and  educational  resources  in  many  communities 
in  Pennsylvania  which  make  coverage  of  the  entire  state 
feasible.  Erie,  Johnstown-Altoona-Washington  area, 
Wilkes-Barre-Scranton  area.  State  College-Lewistown 
area,  Williamsport-Danville  area,  Sayre,  and  the 
Allentown-Bethlehem-Easton  area  have  substantial  med- 
ical and  educational  resources.  Most  are  already  involved 
in  the  training  of  medical  students  over  short  periods  and 
all  in  the  training  of  graduate  physicians.  Exploration 
should  begin  as  to  the  possibility  of  developing  adequate 
resources  near  the  north-central  portion  of  the  state. 

B.  An  increase  in  the  number  of  primary  care  physi- 
cians trained  in  medical  schools  necessitates  that  medical 
schools  seek  clinical  material  not  available  in  their  tertiary 
care  university  hospitals. 

C.  These  communities  should  be  given  state  support  to 
develop  the  necessary  arrangements  with  both  commun- 
ity institutions  and  a medical  school  or  schools.  Medical 
school  participation  is  essential.  A plan  should  then  be 
presented  to  the  Medical  Education  Council  for  review 
before  presentation  to  the  Legislature.  Funding  for  de- 
veloping the  plan  would  be  roughly  $50,000  per  center  for 
six  centers  (Wilkes-Barre  and  Erie  have  completed  that 
process),  or  $300,000. 

D.  Each  Area  Health  Education  Center  would  have  the 

responsibility  for  the  education  of  both  graduate  and  un- 
dergraduate physicians  and  allied  health  personnel. 
Coordination  of  undergraduate  medical  and  graduate 
medical  education  is  essential.  □ 


education 

This  issue  carries  no  education  course  listings.  The 
January  issue  contained  a supplement — a com- 
prehensive list  of  education  courses  being  offered  in  all 
parts  of  Pennsylvania.  Consult  that  issue  or  write  for  a 
copy  of  the  supplement  to:  Council  on  Education  and 
Science,  Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne,  PA  17043. 
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Report  of  a male  trans-sexual 


ELIZABETH  S.  BAUDER,  MD.. 
BONITA  L.  STEITZ 
Bethlehem 


A 24  year  old  Caucasian  male, 
whom  we  shall  call  John,  came  to 
the  Mental  Health/Mental  Retardation 
Clinic,  Muhlenberg  Medical  Center, 
Bethlehem,  and  expressed  the  desire 
to  have  a gender  operation.  He  was 
married  and  the  father  of  three  chil- 
dren. 

John's  history  is  significant.  At  age 
9 he  dressed  in  his  mother’s  clothing; 
at  age  11  he  stole  women’s  clothing 
from  wash  lines,  later  borrowed  his 
sister’s  clothes.  A job  at  age  16  ena- 
bled him  to  buy  suitable  girl’s  clothes. 
As  a child  he  played  with  dolls  and 
helped  his  mother  with  housework. 
His  father  was  a big  man  physically 
and  ruled  the  household;  his  mother, 
however,  was  able  to  hold  her  own. 
He  was  raised  with  two  sisters  and 
three  brothers,  all  now  married.  At 
school  he  was  called  a sissy,  which 
meant  disapproval  by  his  peers;  this 
added  to  the  pathology. 

Parents  can  unconsciously  en- 
courage cross-gender  behavior.  Most 
boys  display  some  female  traits.  If  the 
male  child  has  a gender  dysphoria, 
this  behavior  will  often  be  encour- 
aged by  the  mother  and  defaulted  by 
the  father.  The  boy  is  aware  of  being 
male  but  learns  to  behave  as  a female 
in  certain  respects.  The  parents  are 
ambivalent  about  the  boy’s  gender 
role.  There  is  conflict  with  the  natural 
male  strivings,  which  often  leads  to 
depression  and  irritability. 

John  married  at  age  19,  after  having 
dated  only  three  girls.  He  spoke  of 
loneliness  and  the  pressure  of  not 
being  like  other  young  men.  The 
wife’s  pregnancy,  which  proved 
John’s  manhood,  precipitated  the 
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marriage.  Sexual  relations  were  good 
for  1V2  years,  then  gradually  declined. 
The  patient  worked  at  a steel  plant 
and  dressed  as  a female  after  work. 
Later  he  remained  at  home  and  took 
care  of  the  children  while  his  wife 
worked. 

There  were  several  separations. 
John  no  longer  desired  sexual  rela- 
tions with  his  wife.  He  denied 
homosexual  experiences  and  had  no 
desire  to  be  gay,  but  wanted  a gender 
assignment  operation.  In  four 
months  after  John’s  first  visit  to  the 
clinic  the  marriage  had  deteriorated 
rapidly. 

John  discussed  the  gender  opera- 
tion with  his  parents;  mother  ap- 
proved and  father  disapproved.  He 
had  read  widely  about  the  operation 
and  was  motivated  to  meet  all  re- 
quirements. 

At  the  clinic  a complete  physical 
examination  with  x-rays  and  blood 
studies  was  made  as  well  as  a 
psychiatric  evaluation,  EEG  tracing, 
psychological  testing,  and  a com- 
plete history.  Weekly  psychotherapy 
was  instituted  as  well  as  speech  and 
language  therapy  and  electrolysis  for 
facial  and  body  hair.  John  wore  male 
clothes  while  at  work  and  dressed  as 
a female  otherwise. 

His  wife  became  less  cooperative 


Dr.  Bauder  is  a consulting  psychia- 
trist and  Ms.  Steitz  is  a casework 
supervisor  for  the  Base  Service 
Unit  #392,  Muhlenberg  Medical 
Center,  Bethlehem. 


and  was  manipulative,  punishing  and 
taking  advantage  of  him.  She  insisted 
he  remain  with  her  and  refused  to  be- 
come involved  in  any  presurgical 
psychotherapy.  John  demanded  a 
complete  break. 

John  was  later  examined  at  the 
Henry  Phelp’s  unit  at  Johns  Hopkins 
University,  Baltimore,  by  Drs.  Schmit 
and  Jan  Meyers.  Female  hormone 
therapy  was  instituted.  In  2 months 
the  patient  was  being  employed  as  a 
female  and  separated  from  his  wife. 

During  this  time,  the  patient  de- 
scribed a feeling  of  being  neither 
male  nor  female.  He  needed  support, 
reassurance,  and  understanding. 
There  were  many  problems  and  frust- 
rations. He  was  too  eager  for  the  op- 
eration and  did  not  realize  the  step- 
by-step  procedure.  There  were  legal 
matters  such  as  change  of  name  and 
applying  for  a divorce.  His  wife’s  am- 
bivalence and  anger,  plus  the  disap- 
proval of  most  of  his  family,  was  dif- 
ficult for  him  to  understand. 

A year  and  5 months  after  John’s 
first  visittothe clinic  in  Bethlehem,  an 
appointment  for  evaluation  was  made 
with  Dr.  Howard  Osofsky  at  Temple 
University,  Philadelphia.  Hormone 
therapy  was  continued. 

John  had  won  permanent  custody 
of  his  blind  son.  He  was  employed  as  a 
female  and  had  developed  confi- 
dence in  that  role.  Later  when  his  son 
needed  more  attention,  John  left  his 
job  and  applied  for  public  assistance. 

The  gender  reassignment  opera- 
tion was  performed  by  David  Raezer, 
M.D.  department  of  urology.  Hospital 
of  the  University  of  Pennsylvania, 
Philadelphia,  two  years  and  a month 
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after  John's  initial  visit  to  the  clinic  in 
Bethlehem.  Penectomy,  vaginop- 
lasty, and  bilateral  orchectomy  were 
performed.  After  ten  days  postopera- 
tive patient  returned  home.  Premarin 
2.5  mgm  daily  was  given.  Postopera- 
tive visits  consisted  of  dilation  of  the 
vagina.  A minor  infection  of  the  vag- 
ina was  cleared  and  the  patient  be- 
came a female. 

She  began  dating  and  had  sexual 
intercourse.  The  blind  son  and  a 
daughter  were  under  her  care.  Work 
as  a female  was  the  beginning  of  cop- 
ing with  a woman's  world.  There  were 
times  of  frustration,  depression,  and 
discouragement,  but  an  inner  convic- 
tion and  strength  was  maintained. 
The  time  for  a decrease  in  frequency 
of  psychotherapy  had  arrived.  She  did 
not  hesitate  to  call  us  when  a crisis 
occurred  and  at  no  time  have  there 
been  regrets. 

In  a series  of  90  cases  of  gender 
reassignment  there  were  no  post- 
operative deaths,  no  psychiatric  prob- 
lems or  suicidal  ideations.  There  has 
been  no  effect  on  the  character  of  the 
patient.  The  postoperative  physical, 
emotional,  and  social  problems  have 
been  controllable. 

The  sex  assignment  operation  in 
the  male  consists  of  having  the  skin  of 
the  penis  become  the  lining  of  the 
artificial  vagina.  The  sexual  sensitivity 
of  this  skin  has  a pleasurable  erotic 
feeling.  Hormones  of  estrogen  and 
progestin  are  used  for  sexual  climax. 
In  the  female  the  internal  sexual  or- 
gans are  removed,  clitoris  is  pre- 
served and  embedded  in  the  artificial 
penis  which  is  constructed  from  skin 
graft  of  the  abdominal  wall.  The  uri- 
nary tract  inside  of  the  penis  is  made 
from  segments  of  the  small  intestine. 
The  penis  will  need  support  for  penet- 
ration for  there  is  no  erection.  Or- 
gasm is  from  the  clitoris  and  male  sex 
hormones. 

In  order  to  have  a sex  assignment 
operation  the  patient  should  be  moti- 
vated, have  resolution  of  psychic  con- 
flicts, regular  psychotherapy,  and 
careful  screening.  There  should  be  a 
differential  diagnosis  between  ef- 
feminate homosexuality,  transves- 
tism, and  biological  bisex.  The  ef- 
feminate homosexual  cross-dresses 
to  increase  sexual  pleasure;  he  feels 
like  a male.  His  femininity  is  hostile 
and  unnatural.  He  enjoys  having  his 


penis.  Transvestism  is  a compelling 
desire  to  dress  as  a female  because  it 
is  sexually  exciting.  There  is  castra- 
tion anxiety;  he  wants  the  penis  and 
accepts  his  maleness.  A trans-sexual 
is  not  sexually  excited  by  cross- 
dressing. He  does  not  want  the  penis. 
He  wants  to  be  female  at  all  times— 
posture,  gait,  crossing  of  legs,  han- 
dling of  cigarettes,  gestures,  and 
speech.  He'll  not  consider  homosex- 
ual relations,  denies  and  rejects  his 
maleness. 

The  criteria  for  gender  assignment 
operations  are: 

1.  One  year  of  weekly  psychother- 
apy. 

2.  One  year  of  hormone  therapy. 

3.  Emotional  and  intellectual  matu- 
rity. 

4.  Living  and  working  as  a female 
for  one  year  in  the  community  in  a 
vocational  role. 

5.  Significant  and  thorough 
psychiatric  evaluation  including  EEG 
and  neurologicals;  also  a thorough 
physical  examination. 

6.  Speech  and  language  evalua- 
tion. 

7.  Facial  and  body  hair  removed  by 
electrolysis. 

8.  Motivation — no  fluctuation  or 
ambivalence. 

9.  No  surgery  comtemplated  before 
one  year  of  treatment  at  least. 


10.  Divorce  from  wife,  if  married,  or 
her  legal  consent. 

The  literature  suggests  no  surgical 
intervention  prior  to  age  of  legal  con- 
sent. No  adolescents  should  be  con- 
sidered surgically  for  hormone  treat- 
mentortraining in  a crossgender  role 
behavior.  Therapy  should  include 
psychotherapy  and  medication  as 
needed  for  depression  and  social 
conflicts. 
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Individual  Idea  Box 

Print  one  of  your  ideas  on  this  coupon.  There’s  a tendency  for  ideas  to  become  too 
generalized  as  people  try  to  reach  consensus,  so  try  to  be  as  specific  as  possible. 
Also,  print  as  legibly  as  you  can  so  others  can  read  your  ideas. 
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Comparative  evaluation 

Laminar  airflow  in  major  burn  treatment 


LINTON  A.  WHITAKER,  M.D. 
WILLIAM  P.  GRAHAM,  III,  M.D. 
ROUZBEH  PARSI,  M.D. 
ROBERT  M.  OLSON 

Philadelphia 


The  use  of  laminarairflow  isolation, 
as  earlier  described  by  Burke  and 
others,  has  been  proposed  to  be  indi- 
cated in  several  clinical  settings. 
These  circumstances  are  charac- 
terized by  patients  whose  resistance 
to  bacterial  infection  has  been  altered 
as  occurs  in  the  operating  room,  after 
major  burns,  or  during  immunosup- 
pressive chemotherapy. 

For  the  purpose  of  this  prospective 
and  retrospective  study,  we  have  re- 


TABLE  I 

Age  Distribution  in  the  Hospitals 

Age 

GH 

HUP 

1-20 

8 

9 

21-40 

5 

7 

41-60 

6 

5 

60-1- 

1 

2 

TABLE  II 

Percentage  of  Burns 
(Second  and  Third  Degree) 

Age 

GH 

HUP 

21-30 

8 

10 

31-40 

4 

5 

41-50 

5 

6 

51-60 

0 

0 

61-70 

2 

0 

70-1- 

1 

2 

Dr.  Whitaker  is  assistant  professor 
of  plastic  surgery  at  the  University 
of  Pennsylvania  School  of  Medi- 
cine. Dr.  Graham  is  chief  of  plastic 
surgery  at  The  Milton  S.  Hershey 
Medical  Center,  The  Pennsylvania 
State  University,  Hershey.  Dr.  Parsi 
is  a resident  in  surgery  at  the 
Graduate  Hospital  of  the  Univer- 
sity of  Pennsylvania,  and  Mr.  Olson 
Is  a fourth  year  medical  student  In 
the  school  of  medicine. 

viewed  the  experience  of  patients 
treated  in  the  Clinical  Research 
Center  of  the  Graduate  Hospital  of  the 
University  of  Pennsylvania  over  a 
period  of  five  years.  These  patients 
were  isolated  using  strict,  sterile,  re- 
verse isolation  technique  with  the  use 
of  constant  vertical  laminar  airflow. 
The  facility  consists  of  two  isolation 
rooms,  twelve  by  sixteen  feet,  featur- 
ing a high  efficiency  biologic  filter. 

For  a basis  of  comparison,  we  have 
reviewed  the  simultaneous  experi- 
ence with  major  burn  patients  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania (HUP).  Management  of  the  burn 
patients  at  both  the  graduate  and  uni- 
versity hospitals  was  the  responsibil- 


ity of  the  division  of  plastic  surgery  of 
the  University  of  Pennsylvania  School 
of  Medicine.  With  the  exception  of 
use  of  laminar  flow,  the  patient  popu- 
lations, therapeutic  regimens,  and 
surgical  teams  included  in  this  study 
closely  correspond  to  one  another  as 
outlined  below. 

Patient  populations 

Included  in  this  study  are  patients 
hospitalized  at  the  graduate  and  uni- 
versity hospitals  from  1967  to  1971 
who  had  greater  than  20  percent  sec- 
ond and  third  degree  burns  (Tables  I 
and  II).  This  group  consisted  of  21  pa- 
tients treated  in  the  laminar  room  at 
the  Clinical  Research  Center  of  the 
graduate  hospital,  and  23  patients  at 
the  university  hospital  whose  charts 
were  available  for  review.  All  but  one 


TABLE  III 
Topical  Agents 
GH 

HUP 

Sulfamylon 

11 

14 

Furacin 

6 

8 

Phisohex 

3 

1 

Silver  Nitrate 

3 

0 

50 


Pennsylvania  Medicine,  June  1976 


Pseudomonas 

TABLE  IV 
Wound  Organisms 

GH 

13 

HUP 

10 

Staph  Coag.  Positive 

5 

3 

E.  Coli 

4 

3 

Proteus 

2 

3 

Klebsiella-Serratia 

2 

3 

Candida 

2 

1 

SEPSIS 

10 

12 

of  the  patients  (at  the  graduate  hospi- 
tal) were  treated  with  systemic  antibi- 
otics. Topical  therapy  included 
Phisohex,  Furacin,  or  Sulfamylon. 
Three  patients  at  the  graduate  hospi- 
tal were  treated  exclusively  with  topi- 
cal silver  nitrate  (Table  III). 

Results 

At  the  graduate  hospital  8 deaths 
gave  an  overall  mortality  rate  of  38 
percent,  while  at  the  Hospital  of  the 
University  of  Pennsylvania  the  six 
deaths  resulted  in  a five  year  mortality 
of  26  percent.  In  comparing  the  inci- 
dence of  burn  wound  sepsis,  the 
graduate  hospital  series  had  an  inci- 
dence of  48  percent  (10  out  of  21) 
while  52  percent  (12  out  of  23)  of  the 
patients  at  the  Hospital  of  the  Univer- 
sity of  Pennsylvania  showed  burn 
wound  sepsis  as  determined  by 
wound  cultures  in  correlation  with 
clinical  findings.  Although  quantita- 
tion of  bacteria  per  unit  weight  of 
burn  tissues  would  have  been  defini- 
tive, in  the  absence  of  this  information 
we  have  used  topical  wound  cultures 
in  correlation  with  clinical  findings. 
The  predominant  wound  organism 
colonizing  the  burns  was,  as  antici- 
pated,pseudomonas,  with  62  percent 
(13  out  of  21)  of  the  graduate  hospital 
patients  having  this  as  a predominant 
wound  organism,  while  44  percent 
(10  out  of  23)  of  the  HUP  patients 
had  pseudomonas.  Also,  24  percent 
(5  out  of  21)  of  the  laminar  flow 
isolated  patients  had  Staphylococcus 
coagulase  positive  from  their  burns. 
Only  a total  of  three  patients  from 
both  series  had  wound  cultures  posi- 
tive tor  Candida  albicans  (Table  IV). 

The  predominant  complications  in 
both  groups  were  urinary  and  respira- 
tory infections  comprising  6 and  9 
urinary  tract  infections  in  the  HUP 
and  graduate  series  respectively.  Two 
patients  at  the  graduate  hospital  con- 
tracted pneumonia  compared  to 
three  patients  at  HUP  (all  gram  nega- 
tive organisms). 

In  examination  of  the  specific  con- 
tributing factors  to  the  mortalities  in 
each  series,  6 out  of  8 patients  at  the 
graduate  hospital  and  4 out  of  6 pa- 
tients at  HUP  who  died  had  burn 
wound  sepsis.  Among  those  same  pa- 
tients, 5 of  6 at  the  graduate  hospital 
and  3 of  4 at  HUP  showed 
pseudomonas  as  the  predominant 


wound  organism. 

Comparable  data  available  on  the 
followup  of  the  patients  discharged 
from  the  hospital  show  a propor- 
tionate rate  of  readmission  for  revi- 
sion of  burn  scar  contractures.  Of  the 
patients  whose  complete  followup 
data  are  available,  70  percent  (7  out  of 
10)  of  the  HUP  patients,  and  80  per- 
cent (4  out  of  5)  of  the  graduate  hospi- 
tal patients  required  readmission  for 
burn  scar  contracture  release  or  fur- 
ther grafting. 


Discussion 

The  collective  data  from  both  series 
appear  to  indicate  that  the  incidence 
of  burn  wound  sepsis  was  not  re- 
duced in  the  laminar  airflow  series. 
This  pattern  was  found  both  in  regard 
to  the  overall  study  and  to  the  specific 
patients  who  are  indicated  in  the  mor- 
tality group.  In  both  series  the  range 
of  severity  of  burns  was  similar,  a 
third  of  the  patients  in  each  series 
having  only  second  degree  burn  in- 
volvement determined  by  the  ab- 
sence of  need  for  grafting.  Thus,  in 
these  series  the  incidence  of  compli- 
cations, disability,  and  sequelae  of 
burn  patients  treated  under  laminar 
flow  does  not  indicate  that  there  is  a 
therapeutic  advantage  over  those  pa- 
tients treated  with  conventional  isola- 
tion techniques.  Factors  which 
seemed  most  critical  to  the  survival  of 
our  burn  patients  appeared  to  be  the 
degree  and  extent  of  body  surface 
burn,  the  age  and  general  condition 
of  the  patient,  and  the  occurrence  of 
major  cardio-respiratory  or  renal 
complications  as  detailed  in  other 
studies.^ 

The  type  of  organism  which  pre- 
dominated in  the  burn  wounds  re- 
viewed does  not  correlate  with  the 
original  choice  of  systemic  antibiot- 
ics, topical  agents,  or  whether  or  not 


the  patient  was  isolated  in  the  laminar 
flow  area.  An  increase  in  wound 
Staphylococcus  infection  was  found 
in  the  graduate  hospital  group,  which 
was  not  associated  with  any  increase 
in  rate  of  sepsis  or  complication  as  a 
result  of  this  organism. 

Alternative  approaches  to  the  prob- 
lem of  controlling  burn  wound  sepsis 
should  be  considered.  Among  these, 
attention  has  been  focused  recently 
on  the  use  of  biologic  dressings  in  an 
effort  to  control  the  bacterial  count  of 
burn  wound  sites.®®  Additional  evi- 
dence points  to  the  patient  himself  as 
being  an  important  vector  of  burn 
wound  contamination,  with  the  or- 
ganisms found  to  be  of  predomi- 
nantly endogenous  enteric  origin.® 

In  light  of  these  developments  con- 
cerning the  pathogenesis  of  burn 
wound  sepsis,  and  the  evidence  ac- 
cumulating from  the  experience  of 
patients  isolated  under  laminar 
airflow  conditions,  it  seems  well  to 
re-evaluate  the  indications  for  lami- 
nar airflow.  This  critical  evaluation  is 
required  both  from  the  perspective  of 
whether  any  therapeutic  advantage  is 
to  be  gained  from  its  continued  us- 
age, and  also  whether  demands  on 
the  patients,  personnel,  and  material 
warrant  the  implementation  of  lami- 
nar airflow  in  major  burn  therapy.  Our 
data  does  not  substantiate  its  value.  □ 
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trauma 


Diagnosis  and  treatment  of  lacrimal  duct  injuries 


DAVID  C.  MOWERE,  B.S. 


STEPHEN  H.  MILLER,  M.D. 

WILLIAM  P.  GRAHAM,  III,  M.D. 
Hershey 

Unrepaired  injuries  to  the  lacrimal 
apparatus  of  the  lower  eyelid  and 
medial  canthus  may  result  in  bother- 
some epiphora.  Injuries  to  the  upper 
eyelid  do  not  result  in  symptoms. 
Diagnosis  of  these  injuries  requires  a 
high  index  of  suspicion  and  adequate 
evaluation.  Associated  injuries  and 
edema  may  prevent  adequate  initial 
evaluation  until  the  former  are  treated 
and  the  latter  abates. 

The  canaliculi  are  most  commonly 
injured  when  lacerations  to  the  lower 
eyelid  occur  in  the  region  between 
the  punctum  of  the  lower  eyelid  and 
the  medial  canthus.  Diagnosis  is 
aided  by  an  understanding  of  the 
anatomy  of  the  canalicular  system 
and  inspection  of  the  wound.  Confir- 
mation of  the  diagnosis  can  be  made 
by  injecting  sterile  milk  or  methylene 
blue  into  the  upper  canaliculus. 

Another  technique  which  not  only 
confirms  the  diagnosis  but  also  aids 
in  treatment  is  to  cannulate  the  upper 
canaliculus  with  a clockwise  Worst 
“pigtail"  probe.  The  probe  is  inserted 
and  gently  manipulated  through  the 
upper  canaliculus,  lacrimal  sac,  and 
lower  canaliculus  until  it  presents  in 


the  wound.  A strand  of  nylon  suture 
(3-0)  is  tied  onto  the  probe  and  gently 
pulled  back  until  one  end  is  protrud- 
ing from  the  upper  punctum  and  one 
end  through  the  divided  lower  duct. 
The  punctum  of  the  lowerduct  is  then 
cannulated  with  a small  lacrimal 
probe  or  counterclockwise  “pigtail” 
probe,  the  nylon  suture  lying  free 
secured  to  it  and  eased  through  the 
lateral  end  of  the  severed  duct  and 
out  the  punctum.  Fine  gauge 
polyethylene  or  silicone  tubing  is 
then  threaded  over  the  nylon  guide 
suture  so  that  it  protrudes  through 
the  upper  and  lower  punctum  having 
traversed  through  the  entire  canalicu- 

This  paper  was  prepared  by  the 
department  of  surgery,  division  of 
plastic  and  reconstructive  surgery, 
The  Milton  S.  Hershey  Medical 
Center,  The  Pennsylvania  State 
University,  Hershey.  The  Pennsyl- 
vania Division  of  the  American 
Trauma  Society  and  the  State  So- 
ciety’s Commission  on  Emergency 
Medical  Services  assist  in  the  dis- 
semination of  information  on 
trauma. 


lar  system.  The  nylon  suture  remains 
and  is  loosely  tied  to  secure  the  tub- 
ing in  place.  This  tubing  should  re- 
main in  place  for  3-6  weeks.  (Figures 
1 and  2) 

The  lid  laceration  is  then  repaired. 
The  highly  elastic  skin  of  the  eyelids 
usually  heals  with  minimal  scarring  if 
certain  basic  principles  are  followed. 
The  wound  should  always  be  closed 
in  three  layers:  conjunctiva-tarsal 
plate,  muscle,  and  skin.  Care  must  be 
taken  to  approximate  the  gray  line  in 
order  to  prevent  notching  at  the  bor- 
der. The  conjunctiva  can  be  sutured 
using  a fine  catgut  suture  with  knots 
buried  in  muscle  or  a fine  nylon  “pull 
out"  suture. 

Primary  repair  of  the  lower 
canaliculus  should  result  in  a patency 
rate  of  80  percent.  Antibiotics  are  not 
necessary  but  the  patient  should  be 
instructed  to  cleanse  the  wound  and 
tubing  gently  with  warm  water  to 
avoid  crusting  and  conjunctivitis. 
Bland  eye  ointment  or  liquid  artificial 
tears  may  be  used,  but  we  advise 
against  the  use  of  topical  ophthalmic 
antibiotics,  steroids,  or  anesthetics 
by  the  patient.  □ 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


tryCardilate 

‘^(ERYTHRITYLTETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  Its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  jDressu re  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  [like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily. 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100,  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available:  Cardilafe-  P brand 
Erythrityl  Tetranitrate  with  Phenobarbital* 
[*Warning  may  be  habit-forming) 

1 Russek  HI  AM  J M Sc  239.478.  1960 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


■please  note  unslable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days”  significantly  re- 
duced with  Cardilate"  (eryth 
rityl  tetranitrate)  in  48-patient 
study.’  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 . .compared  to  1 day  out  of  4 
while  on  Cardilate, 


Rapid-acting  chewable  tablets 

[lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates. 20%  to  30%  savings  not 
uncommon , .also  helps  re- 
duce need  for  nitroglycerin. 


WORKS  HOUR  AFTER 
HOUR  AFTER  HOUR 
AFTER  HOUR  AFTER 
HOUR  AFTER  HOUR 
AFTER  HOUR  AFTER 


AFTER  HOUR  AFTER 


Man 


Each  tablet  contains  180  mg  anhydrous  theo- 
ph^lllne  (90  mg  m the  immediate  release  layer 

^^R  ^^R  ^^B^^R  and  90  mg  in  the  release 

^^R  ^^HR^R  ^^k  ^^B^^P  ^^k  ^ ^^R  release  mg 

■ SKA  Kvn  SUSTAINED  ACTION 

The  special  long-acting  oral  bronchodilator...one  tablet  provides  12  hours  of  protection. 
; b.i.d.  dosage  offers  round-the-clock  prophylaxis  against  asthma  symptoms. 

^,-TEDRAL®  SA  Sustained  Action  — CAUTION:  Federal  law  prohibits  dispensing  without  prescription.  Indications:  Tedral  SA  is  indicated  for  the  symptomatic  relief  of  bronchial  asthma. 
^ Asthmatic  bronchitis,  and  other  bronchospastic  disorders.  It  may  also  be  used  prophylactically  to  abort  or  minimize  asthmatic  attacks  and  is  of  value  in  managing  occasional,  sea- 
^ sonal.  or  perennial  asthma.  Tedral  SA  (Sustained  Action)  offers  the  convenience  of  b.i.d.  dosage.  Tedral  SA  Is  an  adjunct  in  the  total  management  of  the  asthmatic  patient.  Acute  or 
^^severe  asthmatic  attacks  may  necessitate  supplemental  therapy  with  other  drugg  by  inhalation  or  other  parenteral  routes.  Contraindications:  Sensitivity  to  any  of  the  ingredients: 
^fporphyria.  Warning:  Drowsiness  may  occur.  PHENOBARBITAL  MAY  BE  HABIT-FORMING.  Precautions:  Use  with  caution  in  the  presence  of  cardiovascular  disease,  severe  hyper- 
gJe^sion,  hyperthyroidism,  prostatic  hypertrophy,  or  glaucoma.  Adverse  Reactions:  Mild  epigastric  distress,  palpitation,  tremulousness,  insomnia,  difficulty  of  micturition,  and  CNS 
H^timulation  have  been  reported.  Dosage:  Tedral  SA.  Adu/fs- (average  prophylactic  or  therapeutic  dosage) -one  tablet  on  arising  and  wAOMCD/run  r^nyr 


Ultrastructural  observations 


Alveolar  soft  part  sarcoma  of  the  vagina 


HECTOR  TOBON,  M.D. 
ANTONIO  J.  AMORTEGUI,  M.D. 
ARTHUR  I.  MURPHY,  M.D. 
Pittsburgh 


Primary  and  metastatic  sarcomas 
in  the  vagina  are  rare.  A survey  of 
35  primary  malignant  tumors  of  the 
vagina’  disclosed  only  four  sar- 
comas, none  of  which  was  alveolar 
soft  part  sarcoma.  In  studying  the  ul- 
trastructure of  one  tumor  occurring 
in  the  vagina,  which  was  interpreted 
differently  by  various  examiners  at 
the  light  microscopy  level,  we  noted 
unusual  “crystalloids  ” within  the 
cytoplasm  characteristic  of  alveolar 
soft  part  sarcoma  in  other  locations.  It 
isthe  intention  of  thiscommunication 
to  describe  these  structures  and  to 
comment  on  their  significance  in  the 
proper  classification  of  tumors  of  the 
vagina. 

Case  report 

A 57  year  old  Caucasian  woman 
was  admitted  to  Magee-Womens 
Hospital  for  removal  of  a tumor  lo- 
cated in  the  external  one-third  of  the 


Drs.  Tobon  and  Amortegui  are  as- 
sociate professors  of  clinical  pa- 
thology, and  Dr.  Murphy  is  clinical 
associate  professor  of  surgery  for 
the  University  of  Pittsburgh  School 
of  Medicine.  The  authors  wish  to 
acknowledge  the  technical  coop- 
eration of  Mr.  Robert  Florida,  Mrs. 
Jean  Cox,  and  Miss  Diane  Curry. 


anterior  vaginal  wall  adjacent  to  the 
urethra.  The  tumor  was  ulcerated, 
bled  easily  and  revealed  an  indurated 
base  extending  almost  to  the  urethral 
meatus.  The  uterus  and  adnexa  were 
not  remarkable.  The  remainder  of  the 
physical  examination  was  unremark- 
able except  for  an  arterial  blood  pres- 
sure of  170/80. 

A punch  biopsy  of  the  tumor  was 
interpreted  originally  as  “nests  of 
atypical  cells  consistent  with  infiltrat- 
ing carcinoma.”  An  intravenous 
pyelogram  revealed  a nonfunctioning 
left  kidney.  A left  retrograde  pyelo- 
gram showed  an  irregular  calyceal 
system  with  large  collections  of  dye  in 
the  pelvis  and  calyces.  The  distal 
two-thirds  of  the  left  ureter  were  nor- 
mal in  caliber  while  the  proximal 
one-third  was  dilated.  A renal  ar- 
teriogram disclosed,  on  the  leftside,  a 
large,  retroperitoneal,  richly  vas- 
cularized mass  with  irregular  borders 
extending  to  the  brim  of  the  left  iliac 
crest.  Extensive  hypervascular 
metastasis  to  the  liver  and  to  the 
lymph  nodes  along  the  greater  curva- 
ture of  the  stomach  were  also  ob- 
served. The  exact  origin  of  the  tumor 
could  not  be  elicited.  Chest  x-rays  re- 
vealed questionable  infiltration  by 
metastatic  tumor. 

A local  excision  of  the  vaginal 
tumor  was  performed  without  event 
and,  due  to  the  advanced  state  of  the 
disease,  the  patient  was  discharged 
for  palliative  treatment.  The  patient 
was  alive  fifteen  months  after  the  orig- 
inal biopsy. 


Materials  and  methods 

Tissue  for  light  microscopy  exami- 
nation, obtained  shortly  after  surgery, 
was  fixed  in  10  percent  phosphate 
buffered  formalin,  stained  with 
hematoxylin  and  eosin  (H  and  E), 
Masson’s  trichrome,  alcian  blue,  and 
periodic  acid-Schiff  (PAS),  digested 
and  nondigested.2 

Electron  microscopy  material  was 
prepared  six  days  later.  Samples  of 


Figure  1.  Reticulum  stain  showing 
groups  of  polygonal  tumor  cells  ar- 
ranged in  an  alveolated  pattern.  The 
clusters  of  cells  are  surrounded  by  thin, 
delicate  strands  of  fibroconnective  tis- 
sue containing  narrow,  slit-like  capil- 
laries. (X  236) 
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Results 

Gross  appearance — The  surgical 
specimen  consisted  of  an  ellipse  of 
vaginal  wall  measuring  5 by  4 by  1 cm. 
The  mucosa  was  ulcerated,  shaggy 
and  covered  by  necrotic,  bloody  de- 
bris in  an  area  measuring  1 cm  in 
maximum  diameter;  the  remaining 
vaginal  mucosa  was  normal. 

The  cut  surface  revealed  several 
poorly  circumscribed,  tannish-white 
nodules  ranging  from  0.3  to  0.8  cm  in 
maximum  diameter;  the  largest 
nodule  was  in  continuity  with  the  ul- 


sional bizarre  forms  were  encoun- 
tered. The  chromatin  was  charac- 
terized by  irregular  clumping  and 
poorly  defined  borders.  Nucleoli  were 
nota  hallmarkand  mitoses  were  rare. 

The  tumor  nodules  had  rounded 
boundaries  which  compressed  the 
fibroconnective  tissue  and  infiltrated 
deeply  into  the  vaginal  wall.  Vascular 
channels  containing  rounded  clus- 
ters of  tumor  cells  were  observed . The 
reticulum  stain  (Figure  1)  showed  a 
classic  alveolar  pattern  composed  of 
thin  strands  of  connective  tissue  de- 
lineating various  sized,  ovoid  islands 
of  tumor  cells  and  containing  thin, 
delicate  capillaries.  Scanty  PAS  posi- 
tive, pleomorphic,  intracytoplasmic 
crystalloids  were  present.  They  did 
not  stain  with  alcian  blue  or  Masson’s 
trichrome  and  were  not  digested  by 
diastase. 

Electron  microscopy — The  tumor 
cells  contained  abundant  organelles. 
The  cytoplasm  was  abundant  and 
nearly  filled  with  large  numbers  of 
round  or  ovoid  mitochondria  (Figure 
2).  These  mitochondria  depicted 
prominent  cristae  against  the 
background  of  a clear  matrix  which 
sometimes  contained  irregular, 
dense  patches  toward  the  center. 
Admixed  with  the  mitochondria  were 
a large  number  of  various  sized  fat 
vacuoles.  In  addition,  clusters  of 
slender  filamentous  structures  were 
present  in  a random  distribution. 


the  tumor,  previously  fixed  in  10  per- 
cent phosphate  buffered  formalin, 
were  cut  into  1 mm^  pieces,  washed  in 
four  changes  of  Millonig's  buffer  (pH 
7.3)  over  a half  hour  period  and  post- 
fixed  in  buffered  1 percent  osmium 
tetroxide.  Dehydration  was  carried 
out  in  graded  alcohols  and  propylene 
oxide,  and  the  tissue  embedded  in 
Araldite.  Thick  sections  stained  with 
toluidine  blue  were  utilized  for 
screening  and  orientation  purposes. 
Thin  sections  made  with  a diamond 
knife  in  an  automatic  microtome  were 
mounted  on  uncoated  copper  grids 
and  stained  with  uranyl  acetate  and 
lead  citrate.  Ultrastructural  analysis 
was  carried  out  in  a Philips  300  elec- 
tron microscope  and  suitable  areas 
were  photographed  for  further  mea- 
surement and  evaluation. 


cerated  area  of  the  vaginal  mucosa. 

Light  microscopy — H and  E stained 
sections  revealed  a tumor  composed 
of  polygonal  cells  containing  abun- 
dant clear  cytoplasm  and  rather 
poorly  defined  cell  boundaries.  These 
cells  were  arranged  in  either  oval  or 
rounded  clusters  which  varied  in  size 
and  were  surrounded  by  a fine  net- 
work of  fibers  containing  thin,  narrow 
capillaries.  The  nuclei  were  most 
often  irregular  in  contour,  pleomor- 
phic, and  hyperchromatic;  occa- 


Figure 2.  Electron  micrograph  shows  tumor  cells  containing  plentiful  round  or  oval 
shaped  mitochondria.  Abundant  clusters  of  filaments  (F)  are  observed  in  the 
paranuclear  areas,  (x  8.790) 


Figure  3.  Free  intracytoplasmic,  pleomorphic  crystalloids  with  various  geometric 
patterns.  Two  of  them  (arrows)  are  impinging  upon  vacuole  filled  with  finely  granular 
electron  dense  material,  (x  12,500) 
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The  nuclei  of  the  tumor  cells  were 
oval  orelongated  and  disclosed  a well 
defined  nuclear  envelope;  their  sil- 
houettes sometimes  revealed  shallow 
indentations.  The  chromatin,  which 
was  finely  granular  in  some  nuclei 
and  irregularly  clustered  in  others, 
was  occasionally  plastered  against 
the  nuclear  membrane.  A few  round 
nucleoli  were  also  observed. 

The  ultrastructural  counterparts  of 
the  light  microscopically  observed  in- 
tracytoplasmic  crystalloids  were 
pleomorphic  in  shape  and  arranged 
in  various  geometric  configurations. 
Two  main  kinds  of  crystalloids  could 
be  determined:  most  were  elongated 
and  lay  free  in  the  cell  cytoplasm 
(Figure  3)  devoid  of  a membrane  coat; 
groups  of  smaller  crystalloids  were 
arranged  in  an  irregular  fashion  and 
observed  within  membrane  bound 
sacs  (Figure  4). 

Higher  magnifications  and  photo- 
graphic enlargement  of  these  smaller 
crystalloids  revealed  a lattice  of  dark 
and  clear  lines  with  a periodicity  of 
approximately  1 00  A (Figure  5).  Occa- 
sionally, free  intracytoplasmic  crys- 
talloids were  noted  to  impinge  upon 
irregular,  intracytoplasmic  vacuoles 
filled  with  finely  granular  electron 
dense  material  (Figure  3). 

Although  the  cell  membrane  was  in 
general  not  well  preserved,  occa- 
sional poorly  defined  desmosomes 
could  be  seen.  The  intercellular 
spaces  contained  scanty  collagenous 
fibers. 


Discussion 

Upon  light  microscopic  examina- 
tion, this  tumor  proved  difficult  to 
classify  and  produced  a variety  of 
diagnoses  from  experienced  consul- 
tants whose  diagnoses  included  al- 
veolar rhabdomyosarcoma,  malig- 
nant melanoma,  renal  cell  carcinoma 
metastatic  to  the  vagina,  and  primary 
clear  cell  carcinoma  of  the  vagina. 
The  original  biopsy  interpretation  of 
“poorly  differentiated  carcinoma  of 
the  vagina”  was  reevaluated. 

The  entire  tumor  was  processed  for 
further  light  and  electron  micro- 
scopic analysis  for  proper  identifica- 
tion and  histogenetic  characteriza- 
tion. The  most  outstanding  and  signif- 
icant finding  was  the  presence  of 
crystalloids  visualized  with  PAS,  di- 
gested and  non-digested  which  were 


not  seen  in  the  original  sections 
stained  with  H and  E and  confirmed 
with  the  ultrastructural  studies. 

The  crystalloid  structures  demon- 
strated here  in  an  alveolar  soft  part 
sarcoma  of  the  vagina  are  similar  to 
those  described  in  alveolar  soft  part 
sarcomas  in  various  locations  by  sev- 
eral other  authors. ® Previous 
investigators  have  suggested  that  al- 
veolar soft  part  sarcoma  may  repre- 
sent a distinct  type  of  rhabdomyosar- 
coma,^-^ is  closely  related  to 
paragangliomas, ®-®and  may  derive 
from  ectopic  paraganglionic 
mesoderm.® 

The  exact  composition  of  these 
crystalloids  remains  unknown  at 
present.  It  has  been  pointed  out  by 
Shipkey,  et  al*  that  since  they  stain 
with  the  PAS  and  Acrolein  Schiff 
methods,  these  crystalloids  contain 
proteins  and  polysaccharides,  at  least 
in  part.  Their  identifying  charac- 
teristics at  the  ultrastructural  level, 
including  a lattice  arrangement  and 
periodicity  of  100  A allow  their  com- 
parison to  crystalloids  observed  in  al- 
veolar soft  part  sarcomas  in  various 
locations  described  by  other  au- 
thors.It  has  been  well  docu- 
mented at  the  ultrastructural  level 
that  malignant  melanoma,®  rhab- 
domyosarcoma,^® renal  cell  car- 
cinoma,^^ and  clear  cell  carcinoma 
primary  in  the  vagina''^  do  not  contain 
these  particular  crystalloids. 


Figure  4.  Various  pleomorphic  crys- 
talloids are  contained  in  membrane 
bound  sacs.  Note  periodicity  of  dark 
and  clear  lines,  (x  27,630) 


Figure  5.  Electron  micrograph  of 
largest  crystalloid  at  the  top  from  Fig- 
ure 4.  Note  lattice  with  a 100A  period- 
icity. (X  81,710) 


Although  the  exact  histogenesis  of 
the  alveolar  soft  part  sarcoma  has  not 
been  firmly  established,  the  presence 
of  intracytoplasmic  crystalloids  at 
both  the  light  and  electron  micro- 
scopic levels  has  proven  to  be  a defi- 
nitediagnostic  aid  in  the  evaluation  of 
this  tumor.  □ 
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Pennsylvania  Medical  Cooperative  By-Laws 


The  object  of  the  Pennsylvania  Medical  Cooperative 
is  to  aid  physicians  in  the  purchase  of  supplies  and 
services. 

Article  I.  Offices 

Section  1.  Principal  Office.  The  principal  office  of  the 
Cooperative  shall  be  located  at  20  Erford  Road, 
Lemoyne,  Commonwealth  of  Pennsylvania. 

Section  2.  Other  Offices.  The  Cooperative  may  also 
have  offices  at  such  other  places  as  the  Board  of 
Directors,  from  time  to  time,  may  designate. 

Article  II.  Membership 

Section  1.  Eligibility.  Persons  otherwise  qualified 
under  the  Articles  of  Incorporation  who  are  members  in 
good  standing  of  the  Pennsylvania  Medical  Society 
residing  or  practicing  within  Pennsylvania  and  the  Ex- 
ecutive Vice-President  of  the  Pennsylvania  Medical  So- 
ciety. 

Section  2.  Application  for  Membership.  A person  who 
is  not  one  of  the  incorporators,  in  order  to  be  admitted 
to  membership,  shall  file  with  the  Cooperative  an 
application  for  membership  in  such  form  as  shall  be 
provided  by  the  Board  of  Directors.  The  application 
form  shall  include,  in  addition  to  such  information  as 
the  Board  of  Directors  may  determine,  a statement  that 
the  applicant  agrees  to  (1)  comply  with  and  be  bound 
by  the  terms  and  conditions  relating  to  membership 
contained  in  the  Articles  of  Incorporation  and  in  these 
By-laws  and  amendments  thereto;  and  (2)  acquire  a 
membership  interest  in  the  Cooperative. 

Section  3.  Members.  The  members  shall  consist  of 
the  incorporators  and  such  applicants  as  have  been 
approved  by  the  members  or  by  the  Board  of  Directors 
or  by  its  duly  authorized  representative.  An  applicant 
for  membership  may  be  approved  if  it  is  believed  that 
the  acceptance  of  the  application  will  be  for  the  mutual 
benefit  of  the  members  and  consistent  with  the  ac- 
complishment of  the  corporate  purposes. 

Section  4.  Transfer  of  Membership  Interest.  The 
membership  interest  shall  not  be  transferrable.  No 
person  shall  become  a member  unless  an  application 
for  membership  is  filed  in  accordance  with  Section  2 of 
this  Article  and  is  approved  as  therein  provided. 

Section  5.  Expulsion.  The  Board  of  Directors  may 
expel  any  member  of  the  Cooperative  at  any  duly  con- 
vened meeting  for  failure  to  comply  with  the  By-laws  or 
with  any  rules  or  regulations  of  the  Cooperative 
provided  that  ten  (10  days  notice  has  been  given  to  the 
member  in  writing  indicating  the  intention  to  cause  the 
expulsion  and  the  specific  reason  therefor  and 
provided  that  the  member  is  given  .an  opportunity  to  ap- 
pear and  be  heard  in  person  or  by  counsel.  An  appeal 
from  the  action  of  the  Board  can  be  taken  by  filing, 
within  twenty  (20)  days  after  the  action,  a petition, 
signed  and  sworn  to  by  the  member,  with  the  Secretary 
of  the  Cooperative,  which  petition  is  to  be  acted  upon 
by  the  members  at  the  next  meeting  after  the  petition  is 


filed.  In  the  event  of  expulsion,  the  Board  of  Directors 
shall  purchase  the  member’s  certificate  by  paying  him 
the  original  cost  of  such  certificate  along  with  any 
funds  accumulated  in  his  account  in  accordance  with 
Article  VII,  Section  2 of  these  By-laws,  less  any  indebt- 
edness owing  to  the  Cooperative  by  the  member,  if  and 
when  there  is  sufficient  reserve  funds,  and  the  member 
shall  no  longer-be  entitled  to  the  rights,  privileges,  and 
benefits  of  membership. 

Section  6.  Limited  Liability  of  Members.  Members 
shall  not  be  liable  for  any  debts  or  obligations  of  the 
Cooperative  and  shall  not  be  subjected  to  any  assess- 
ment. 

Section  7.  Withdrawal  from  Membership.  A member 
may  withdraw  from  membership  at  any  time  he  sees  fit, 
and  the  Director  shall  purchase  his  membership  certifi- 
cate by  paying  him  an  amount  determined  in  the 
manner  described  in  Section  5 of  this  Article. 

Section  8.  Death  of  a Member.  In  the  event  of  the 
death  of  a member,  the  Cooperative  shall  purchase  his 
membership  certificate  by  paying  his  estate  an  amount 
determined  in  the  manner  described  in  Section  5 of  this 
Article. 

Section  9.  Automatic  Cessation  of  Membership.  In 

the  event  a member  no  longer  meets  the  membership 
requirements  set  forth  in  the  By-laws  and  Articles  of  In- 
corporation or  is  expelled  or  withdraws  from  mem- 
bership in  the  Pennsylvania  Medical  Society,  mem- 
bership in  this  Cooperative  ceases  and  the  Cooperative 
shall  purchase  his  membership  certificate  by  paying 
him  an  amount  determined  in  the  manner  described  in 
Section  5 of  this  Article. 

Article  III.  Meetings  of  Members 

Section  1.  Place  of  Meetings.  All  meetings  of 
members  shall  be  held  at  the  principal  office  of  the  Co- 
operative or  at  such  other  place  as  the  Board  of 
Directors,  from  time  to  time,  may  determine. 

Section  2.  Annual  Meetings.  An  annual  meeting  of 
members  shall  be  held  no  later  than  June  1 of  each  year  on 
a date  and  time  to  be  determined  by  the  Board  of  Direc- 
tors. 

Section  3.  Special  Meetings.  A special  meeting  of  the 
members  may  be  called  at  any  time  by  the  President 
and  must  be  called  by  him  when  so  directed  by  a reso- 
lution of  a majority  of  the  Board  of  Directors  or  by  a 
written  request  signed  by  at  least  ten  per  centum  (10%) 
of  the  members  of  the  Cooperative,  provided  that  the 
resolution  or  request  specifies  the  purposes  of  the 
special  meeting.  No  business  may  be  transacted  at  any 
special  meeting  unless  such  business  was  specified  in 
the  notice  for  such  meeting.  Business  that  should  have 
been  transacted  at  a regular  meeting  may  be 
transacted  at  an  ensuing  special  meeting,  if  such  busi- 
ness was  specified  in  the  notice  of  the  special  meeting. 

Section  4.  Notice  of  Meeting.  Notice  of  all  meetings 
and  of  any  unusually  important  business  to  be  tran- 
sacted at  the  meeting  shall  be  mailed  or  delivered  not 
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less  than  two  (2)  weeks  before  such  meetings,  and,  in 
the  case  of  a special  meeting,  the  purpose  or  purposes 
shall  always  be  specified  in  the  notice. 

Section  5.  Quorum.  A majority  of  the  members 
present  in  person  shall  constitute  a quorum  at  any 
meeting,  but  the  members  present  at  a duly  organized 
meeting  may  continue  to  do  business  until  adjournment 
notwithstanding  the  withdrawal  of  enough  members  to 
leave  less  than  a quorum. 

Section  6.  Adjournments.  Adjournment  or  adjourn- 
ments of  any  organized  or  unorganized  annual  or 
special  meeting  of  members  may  be  taken.  Upon  such 
adjournment,  it  shall  not  be  necessary  to  give  any  no- 
tice of  the  adjourned  meeting  or  of  the  normal  business 
to  be  transacted  other  than  by  announcement  at  the 
meeting  at  which  such  adjournment  is  taken. 

Section  7.  Order  of  Business.  The  order  of  business 
at  regular  meetings  and,  insofar  as  possible,  at  other 
meetings  of  the  members  shall  be  as  follows: 

(1)  recording  of  the  members  present  by  the  number 
thereof  or  by  their  names; 

(2)  reading  of  notice  of  meeting; 

(3)  reading  and  action  on  the  record  of  all  proceed- 
ings and  of  all  meetings  that  remain  unapproved; 

(4)  reports  of  the  Board  of  Directors  and  of  Officers 
and  committees; 

(5)  presentation  of  profit  and  loss  statement  and  bal- 
ance sheet,  audited  at  the  end  of  each  fiscal  year  by  an 
experienced  bookkeeper  or  accountant,  who  shall  not 
be  an  officer  or  a director.  Where  the  annual  business 
is  less  than  $10,000,  the  audit  may  be  performed  by  an 
auditing  committee  consisting  of  three  (3)  persons  who 
are  not  directors,  officers,  or  employees  and  who  are 
elected  by  and  from  the  members; 

(6)  elections; 

(7)  unfinished  business; 

(8)  new  business;  and 

(9)  adjournment. 

Section  8.  Voting.  A member  shall  be  entitled  to  only 
one  vote  upon  any  single  subject,  which  vote  shall  be 
cast  in  person  and  not  by  proxy.  At  any  meeting  of 
members,  all  elections  and  questions  shall  be  deter- 
mined, except  as  is  specifically  provided  otherwise  by 
law  or  by  these  By-laws,  by  the  votes  of  a majority  of 
the  members  present  in  person.  No  member  shall  be 
permitted  to  vote  at  any  meeting  of  the  Cooperative  if 
he  owes  to  the  Cooperative  any  obligation  that  is  past 
due  and  if  he  has  been  sent  notice  that  he  will  not  be 
permitted  to  vote  until  his  past  due  obligation  is  paid. 

Section  9.  Elections.  At  all  elections,  nominations 
shall  be  made  from  the  floor.  Unless  there  is  no  contest, 
the  voting  shall  be  by  closed  ballot. 

Article  IV.  Board  of  Directors 

Section  1.  Number.  The  affairs  of  the  Cooperative  shall 
be  managed  by  a Board  of  Directors  consisting  of  thirteen 
(13)  persons.  Twelve  (12)  shall  be  elected  by  and  from  the 
members  of  the  Cooperative,  two  of  whom  are  members  of 
the  Board  of  Trustees  of  the  Pennsylvania  Medical  Soci- 
ety. The  thirteenth  member  of  the  Board  shall  be  the  Ex- 
ecutive Vice  President  of  the  Pennsylvania  Medical  Soci- 


ety. 

Section  2.  Term  of  Office.  The  Board  of  Directors 
elected  at  the  first  meeting  of  the  members  of  the 
Cooperative  shall  hold  office  until  their  successors  as- 
sume office.  The  first  Board  of  Directors  shall  choose  by 
lot  or  otherwise,  as  they  deem  best,  who  shall  constitute 
the  six  (6)  elected  directors  whose  terms  of  office  are  to 
end  at  the  next  election  at  the  annual  meeting  of  members. 
Thereafter  six  (6)  directors  are  to  be  elected  at  one  annual 
meeting,  and  six  (6)  directors  are  to  be  elected  at  the  next 
annual  meeting.  Each  director  shall  be  elected  for  a term 
of  two  (2)  years  and  until  his  successor  is  elected  and 
assumes  office.  A director  shall  be  eligible  for  reelection  at 
the  expiration  of  his  term  of  office.  Directors  shall  serve  for 
only  three  (3)  consecutive  terms  and  can  stand  for  re- 
election  after  a one  term  absence. 

Section  3.  Removal  of  Directors.  Any  director  may  be 
removed  from  office  with  or  without  cause  by  a vote  of 
not  less  than  seventy-five  per  centum  (75%)  of  the 
members  of  the  Cooperative  present  at  any  meeting, 
the  notice  for  which  includes  such  purpose.  If  a 
director  is  removed,  the  members  may  at  the  same 
meeting  fill  the  vacancy. 

Section  4.  Vacancies.  In  the  event  of  any  vacancy  in 
the  Board  of  Directors  through  death,  resignation,  or 
other  cause,  but  not  if  a director  has  been  removed  or  if 
the  number  of  directors  has  been  increased,  the 
remaining  directors  may  by  a majority  vote,  elect  a suc- 
cessor to  hold  office  until  the  next  meeting,  at  which 
time  a director  shall  be  elected  to  complete  the  term  of 
the  director  whose  place  was  vacant. 

Section  5.  Compensation.  No  compensation  shall  be 
paid  to  directors  other  than  expenses  as  determined  by 
the  Board.  A director  shall  not  be  entitled  to  any 
remuneration  for  services  performed  by  him  in  any  ca- 
pacity for  the  Cooperative  unless  a resolution  authoriz- 
ing payment  for  such  services  has  been  adopted  before 
the  services  began. 

Section  6.  Duties  of  the  Board.  The  duties  and 
powers  of  the  Board  of  Directors,  in  addition  to  those 
imposed  elsewhere  in  the  By-laws,  and  in  addition  to 
those  necessary  or  appropriate  for  the  proper  conduct 
of  the  affairs  of  the  Cooperative,  shall  be  as  follows: 

(a)  to  manage  the  affairs  of  the  Cooperative  to 
include  the  manner  in  which  the  receipts  of  the  Cooper- 
ative will  be  disposed  in  accordance  with  Article  VII, 
herein,  and  to  make  all  proper  rules  and  regulations  in 
connection  therewith; 

(b)  to  borrow  money  for  the  Cooperative  and  to 
make,  execute,  and  issue  mortgages,  bonds,  deeds  of 
trust,  trust  agreements,  and  any  negotiable  or  other  in- 
struments and  securities  secured  by  mortgage  or  other- 
wise; 

(c)  to  enter  into  such  contracts  as  may  help  effectu- 
ate the  purposes  of  the  Cooperative; 

(d)  to  appoint  committees  composed  of  members  and 
to  delegate  to  them  any  duties  that  are  required  to  be 
executed  and  to  require  such  committees  to  report  to 
the  Board  of  Directors  or  to  the  members; 

(e)  to  make  such  reports  at  the  annual  meetings  as 
are  necessary  to  disclose  in  detail  the  financial  condi- 
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tion  of  the  Cooperative,  the  compensation  of  directors, 
officers,  and  employees,  and  the  status  of  the  affairs  of 
the  Cooperative;  and 

(f)  to  consider  and  pass  upon  applications  for  mem- 
bership or  to  authorize  an  officer  or  representative  of 
the  Cooperative  to  consider  and  pass  upon  applica- 
tions for  membership. 

Section  7.  Executive  Committee.  The  Board  of 
Directors,  by  resolution  adopted  by  a majority  of  the 
Directors  in  office,  may  designate  and  appoint  an  Exec- 
utive Committee,  which,  to  the  extent  provided  in  said 
resolution,  shall  have  and  exercise  the  authority  of  the 
Board  of  Directors  in  the  management  of  the  Coopera- 
tive. The  Executive  Committee  designated  hereunder 
shall  have  no  power  or  authority  with  regard  to 
amending  the  Articles  of  Incorporation,  adopting  an 
Agreement  of  Merger  or  Consolidation,  recommending 
to  the  members  the  sale,  lease  or  exchange  of  all  or 
substantially  all  of  the  corporation’s  property  and 
assets,  recommending  to  the  members  a dissolution  of 
the  Cooperative  or  a revocation  of  a dissolution  or 
amending  the  By-laws  of  the  Cooperative. 

Article  V.  Meetings  of  Board  of  Directors 

Section  1.  Place  of  Meetings.  All  meetings  of  the 
Board  of  Directors  shall  be  held  at  the  principal  office 
or  at  such  other  place  as  the  Board  of  Directors,  from 
time  to  time,  may  determine. 

Section  2.  Regular  Meetings. Regular  meetings  of  the 
Board  of  Directors  shall  be  held  immediately  after  the 
annual  meeting  of  members  and  at  least  quarterly  thereaf- 
ter, at  such  time  and  date  as  may  be  fixed  by  the  directors 
for  regular  meetings. 

Section  3.  Special  Meetings.  Special  meetings  of  the 
Board  of  Directors  may  be  called  at  any  time  by  the 
President  or  by  three  (3)  directors. 

Section  4.  Notice.  No  notice  shall  be  required  for  reg- 
ular meetings  of  the  Board  of  Directors,  but  for  special 
meetings  notice  shall  be  mailed  or  delivered  not  less 
than  five  (5)  days  before  the  meeting,  and  the  notice 
shall  state  the  purpose  of  the  meeting,  and  no  other 
business  shall  be  transacted  except  with  the  unani- 
mous consent  of  all  the  directors  holding  office. 

Section  5.  Quorum.  A majority  of  all  the  directors 
elected  shall  constitute  a quorum  for  the  transaction  of 
business  at  any  meeting. 

Section  6.  Official  Acts  of  the  Board.  Each  of  the  of- 
ficial acts  of  the  Board  of  Directors  shall  be  by  a major- 
ity vote  of  the  directors  present  and  shall  be  recorded 
with  the  yeas  and  nays  of  each  director  or  the  unani- 
mous approval  thereon  in  the  minute  book  of  the  Coop- 
erative. 

Article  VI.  Officers  and  Employees 

Section  1.  Election  of  Officers.  The  Board  of 
Directors  shall  elect  a President,  Vice-President,  Sec- 
retary, Treasurer,  and  Assistant  Secretary-Treasurer, 
all  of  whom  shall  be  members  of  the  Cooperative.  The 
President  and  Vice-President  shall  be  directors.  The 
remaining  officers,  if  not  members  of  the  Board  of 
Directors,  may  participate  in  meetings  of  the  Board 
without  the  power  to  vote  at  such  meetings. 

Section  2.  Duties  of  President  and  Vice-President. 
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The  President  shall  preside  at  all  meetings  of  members 
or  of  directors.  He  shall  rule  on  all  questions  and  points 
of  order  that  may  arise  during  the  course  of  meetings 
and  shall  not  vote  at  meetings  of  the  members  unless 
there  is  a tie.  Except  as  otherwise  provided  by  resolu- 
tion, he  shall  sign  or  countersign  all  certificates  issued 
to  members  and  all  contracts  and  other  official  in- 
struments or  documents  of  the  Cooperative.  In  the  ab- 
sence of  the  President,  or  in  the  event  of  his  inability  or 
refusal  to  act,  the  Vice-President  shall  act  in  his  stead. 

Section  3.  Duties  of  Secretary.  The  Secretary  shall 
send  notices  of  all  meetings  and  keep  minutes  thereof. 
He  shall  have  charge  of  the  seal,  membership  books, 
papers,  documents,  and  other  records  belonging  to,  or 
in  the  possession  of  the  Cooperative. 

Section  4.  Duties  of  Treasurer.  The  Treasurer  shall 
have  custody  of  all  funds  and  securities  of  the  Cooper- 
ative. He  shall  deposit  in  the  name  of  the  Cooperative 
all  funds  together  with  notes,  checks,  or  similar  in- 
struments endorsed  by  him  for  collection  in  such  place 
or  places  as  the  Board  of  Directors  may  designate. 
Receipts  and  vouchers  for  payments  shall  be  signed  by 
him.  Except  as  otherwise  provided  by  resolution,  he 
shall  sign  all  checks,  notes,  bonds  or  other  evidences 
of  indebtedness.  He  shall  keep  complete  books  of  ac- 
count and  shall  make  monthly  reports  to  the  Board  of 
Directors,  showing  in  detail  the  financial  condition  of 
the  Cooperative,  including  a list  of  all  members  in- 
debted to  it,  the  amount  of  their  indebtedness,  and  the 
nature  of  their  indebtedness.  He  shall  pay  obligations 
of  the  Cooperative  when  due  and  shall  otherwise  make 
disbursements  under  the  discretion  and  approval  of  the 
Board  of  Directors.  He  shall,  before  entering  upon  the 
discharge  of  his  duties,  become  bonded  with  a reason- 
able surety  company,  at  tfie  expense  of  the  Coopera- 
tive, in  such  sum  and  form  as  the  Board  of  Directors 
may  require  and  approve. 

Section  5.  Duties  of  Assistant  Secretary-Treasurer.  In 

the  absence  of  the  Secretary  or  the  Treasurer,  or  in  the 
event  of  their  inability  or  refusal  to  act,  the  Assistant 
Secretary-Treasurer  shall  act  in  their  stead.  He  shall, 
before  entering  upon  the  discharge  of  his  duties, 
become  bonded  with  a reasonable  surety  company,  at 
the  expense  of  the  Cooperative,  in  such  sum  and  form 
as  the  Board  of  Directors  may  require  and  approve. 

Section  6.  Additional  Duties.  In  addition  to  the  duties 
herein  enumerated,  the  officers  shall  perform  such 
other  duties  as,  from  time  to  time,  may  be  assigned  to 
them  by  the  Board  of  Directors. 

Section  7.  Removal  of  Officers.  Any  officer  may  be 
removed  from  office  with  or  without  cause  by  a vote  of 
not  less  than  seventy-five  per  centum  (75%)  of  the 
Board  of  Directors  present  at  any  meeting,  the  notice 
for  which  shall  include  such  purpose.  If  an  officer  is 
removed,  the  members  may  at  the  same  meeting  fill  the 
vacancy. 

Section  8.  Manager.  There  shall  be  a manager  who 
shall  be  selected  by  the  Board  of  Directors.  He  shall 
have  general  supervision  over  the  property  and  affairs 
of  the  Cooperative,  subject  always,  however,  to  the  di- 
rection, management,  and  control  of  the  Board  of 
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Directors.  He  shall  make  monthly  written  reports  to  the 
Board  of  Directors  which  shall  set  out  in  detail  the  gen- 
eral condition  of  the  Cooperative.  The  manager  shall 
further  perform  such  other  duties  as,  from  time  to  time, 
may  be  assigned  to  him  by  the  Board  of  Directors.  He 
shall,  before  entering  upon  the  discharge  of  his  duties, 
become  bonded  with  a responsible  surety  company,  at 
the  expense  of  the  Cooperative,  in  such  sum  and  form 
as  the  Board  of  Directors  may  require  and  approve. 

Article  VII.  Disposition  of  Receipts 

Section  1.  Ascertainment  of  Net  Savings.  The 

receipts  of  the  Cooperative  during  each  year  shall  be 
first  employed  for  the  payment  of  all  its  operating  ex- 
penses, including,  without  limitation,  wages,  salaries, 
taxes,  maintenance,  repairs,  upkeep,  replacement,  in- 
surance, and  interest,  and  for  the  payment  of  any  other 
obligations  of  the  Cooperative  as  they  become  due. 
The  balance  shall  be  considered  as  the  net  savings  of 
the  Cooperative. 

Section  2.  Application  of  Net  Savings.  The  net 

savings  of  the  Cooperative,  as  determined  in  the 
manner  set  forth  in  Section  1 of  this  Article  VII,  shall  be 
apportioned  annually  in  the  following  manner:  (1)  Writ- 
ing off  preliminary  expenses;  (2)  Not  less  than  ten  per 
centum  (10%)  shall  be  placed  in  a reserve  fund  until 
such  time  as  the  fund  shall  equal  at  least  fifty  per 
centum  (50%)  of  the  paid-up  capital;  and  such  fund 
may  be  used  in  the  general  conduct  of  the  business. 
The  amounts  apportioned  to  the  reserve  fund  shall  be 
allocated  on  the  books  of  the  association  on  a pa- 
tronage basis,  or  in  lieu  thereof,  the  books  and  records 
of  the  association  shall  afford  a means  for  doing  so,  in 
order  that  upon  dissolution  or  earlier,  if  deemed  advis- 
able, such  reserves  may  be  returned  to  the  patrons  who 
have  contributed  the  same,  subject  to  the  limitations 
governing  the  methods  and  procedures  for  the  dissolu- 
tion of  a Cooperative  Association  in  the  District  of 
Columbia;  (3)  A return  upon  capital,  not  to  exceed  six 
per  centum  (6%),  may  be  paid  upon  each  membership 
certificate;  but  such  return  upon  capital  may  be  paid 
only  out  of  the  surplus  of  the  aggregate  of  the  assets 
over  the  aggregate  of  the  liabilities  (including  in  the 
latter  the  amount  of  capital)  after  deducting  from  such 
aggregate  of  the  assets  the  amount  by  which  such 
aggregate  was  increased  by  unrealized  appreciation  in 
value  or  revaluation  of  fixed  assets;  (4)  A portion  of  the 
net  savings,  not  to  exceed  five  per  centum  (5%),  shall 
be  allocated  for  educational  purposes;  (5)  The 
remainder  shall  be  allocated  at  the  same  uniform  rate 
to  all  members  of  the  Cooperative  in  proportion  to  their 
individual  patronage;  (6)  Notwithstanding  the  above, 
nothing  in  this  Section  shall  prevent  the  Cooperative 
from  disposing  of  the  net  savings  from  the  rendering  of 
services  in  such  manner  as  to  lower  the  fees  charged 
for  services  or  otherwise  to  further  the  common  benefit 
of  the  members.  In  addition,  nothing  in  this  Section 
shall  prevent  an  association  from  adopting  a system 
whereby  the  payment  of  savings  returns  which  would 
otherwise  be  distributed  shall  be  deferred  for  a fixed 
period  of  months  or  years. 


Article  VIII.  Membership  Interests  and  Certificates 

Section  1.  Subscription  of  Membership:  Payment  of 
Subscription.  Persons  desiring  to  become  members  of 
the  Cooperative  shall  complete  the  application 
procedure  set  forth  in  Article  II,  Section  2 of  these 
By-laws  and  pay  to  the  Cooperative  a membership  con- 
tribution as  follows: 

(a)  With  respect  to  persons  making  payment  on  or 
prior  to  January  31,  1975  - One  Hundred  Dollars 
($100.00). 

(b)  With  respect  to  persons  making  payment  after 
January  31 , 1975  - Two  Hundred  Dollars  ($200.00). 

(c)  With  respect  to  Residents  or  Interns  just  starting 
in  private  practice — One  hundred  dollars  ($100.00). 

Section  2.  Form  of  Membership  Certificate.  Mem- 
bership certificates  shall  be  consecutively  numbered 
and  bound  in  one  or  more  books  and  shall  be  issued  in 
order  therefrom;  and  on  the  stub  thereof  opposite  each 
such  certificate  shall  be  entered  the  name  and  address 
of  the  owner,  together  with  the  date  of  issue,  and  each 
certificate  shall  be  receipted  for  upon  such  stub  or 
shall  have  affixed  thereto  a post-office  receipt.  The  cer- 
tificate shall  exhibit  the  name  of  the  holder  and  shall  be 
signed  by  the  President  and  by  the  Treasurer  or  Secre- 
tary. The  certificate  shall  be  sealed  with  the  seal  of  the 
Cooperative,  unless  an  engraved  or  printed  facsimile 
thereof  shall  be  represented  thereon.  Every  such  certif- 
icate, among  other  things,  shall  state  that: 

(a)  No  dividends  or  interest  shall  be  payable  upon 
the  certificate  except  in  the  manner  and  limited  amount 
as  provided  for  in  the  By-laws; 

(b)  All  members  have  the  right  to  but  one  vote;  and 

(c)  The  Certificate  is  not  transferrable. 

Section  3.  Issue  of  Certificates.  Membership  certifi- 
cates shall  be  issued  to  each  member  only  after  they 
have  been  paid  for  in  full. 

Section  4.  Lien  on  Certificates.  The  certificates  of  all 
members  shall  be  subject  to  any  and  all  debts  owed  to 
the  Cooperative  by  such  members,  and  the  Cooperative 
shall  have  a lien  upon  the  certificates  of  the  members 
and  upon  all  moneys  due  to  the  members  for  any  debts 
owing  by  the  members  to  the  Cooperative. 

Article  IX.  Miscellaneous 

Section  1.  Fiscal  Year.  The  fiscal  year  of  the  Cooper- 
ative shall  begin  on  the  first  day  of  January  and  close 
on  the  last  day  of  December. 

Section  2.  Adoption  and  Form  of  Seal.  The  seal  of  the 
Cooperative  shall  contain  the  name  of  the  Cooperative 
in  the  form  as  impressed  in  the  margin  hereof,  and  the 
seal  in  that  form  shall  be,  and  is  hereby  adopted  as,  the 
official  seal  of  the  Cooperative. 

Section  3.  Amendments  to  By-laws.  The  By-laws  of 
the  Cooperative  may  be  altered,  rescinded,  or  added  to 
by  the  vote  of  a majority  of  the  members  present  at  a 
special  meeting  convened  for  such  purpose  or  at  a reg- 
ular meeting  (except  with  regard  to  the  alteration  of, 
amendment  of,  rescission  of,  or  addition  to  Article  II, 
Membership,  which  shall  require  a vote  of  2/3  of  the 
Cooperative  membership),  but  the  notice  of  the  special 
or  regular  meeting  must  set  forth  fully  and  clearly  the 
proposed  alteration,  amendment,  or  rescission. 
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COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


-NICIN 


RAL  VASODILATOR 


IMMEDIATE  or  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/lOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B-1)  . . 25  mg 

Riboflavin  (B-2)  2 mg 


Pyridoxine  HCL  (B-6).  10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAIUBLE;  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6).  . 10  mg. 


DOSE:  1 to  3 tablets  daity. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid 300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-1)  25  mg. 

Riboflavin  (B-2)  . . 2 mg. 

Pyridoxine  HCL  (B-6) . . 10  mg. 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


the  brown  pharmaceutical  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles.  California  90057 
Write  for  Literature  and  Samples 


r 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Nicin 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazoie 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Ribofiavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  wiil  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INOICATIONS:  As  a cerebrai  stimulant  and  vasodilator. 
RECOMMENDEO  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Virile  tor  literature  and  samples  . . . 

THE  BROWN  PHARMACEUTICAL  CO. 

:h  St.,  Los  Angeles,  Calif.  90057 


The  Department  of  Ophthalmology 
St.  Francis  General  Hospital 

Pittsburgh,  Pennsylvania 
Announces 


A Symposium  on  Intraocular  Lens  Implant 


Saturday  and  Sunday,  June  12-13,  1976 


Faculty: 

Kenneth  R.  Barasch,  M.D. 
Charles  Bechert,  M.D. 
Richard  D.  Binkhorst,  M.D 
Herve  Byron,  M.D. 

Leslie  S.  Carter,  B.A.,  J.D. 


Michael  Copeland 
Arthur  W.  Fleming,  M.D. 
Miles  A.  Galin,  M.D. 
Turgut  N.  Flamdi,  M.D. 
David  A.  Miles,  M.D. 


Francis  G.  Hurite,  M.D. 
Marvin  Kwitko,  M.D. 
Donald  L.  Praeger,  M.D. 
Dorothy  C.  Scott,  M.D. 
Douglas  Williamson,  M.D 
Frank  X.  Stanish,  M.D. 


Program  Chairman  Co-Chairman 

C.  William  Weisser,  M.D.  Chandrappa  S.  Reshmi,  M.D. 

Registration  Fee;  $250.00 

For  Information  Write: 

Intraocular  Lens  Symposium,  Department  of  Ophthalmology,  St.  Francis  General  Hospital,  Forty-Fifth 
Street,  Pittsburgh,  Pennsylvania  15201 

Approved  for  A.M.A.  Credit — Category  1 — 12  Credit  Hours 


new  members 


ALLEGHENY  COUNTY: 

Michel  W.  Andre,  M.D.,  Neurological  Surgery,  552  N.  Neville  St., 
Pittsburgh  15213 

Maxine  E.  Baron,  M.D.,  Dermatology,  Northgate  Med.  Ctr.,  Box 
456,  Warrendale  15068 

Sylvia  A.  Bartos,  M.D.,  Pediatrics,  4667  Curry  Rd.,  Pittsburgh 
15236 

Dilwara  Begum,  M.D.,  Family  Practice,  1506  Powers  Run  Rd., 
Pittsburgh  15238 

George  Bent,  III.  M.D.,  532  S.  Aiken,  Ste.  515,  Pittsburgh  15232 

Carlos  Borzutzky,  M.D.,  Radiology,  Montefiore  Hosp.,  Rad., 
Pittsburgh  15213 

Radoslav  Budovalcev,  M.D.,  Internal  Medicine.  1101  Mt.  Royal 
Blvd.,  Pittsburgh  15223 

Joseph  C.  Bures,  M.D.,  Pathology,  2328  Meadow  Dr.,  Pittsburgh 
15235 

Jan  O.  Carter,  M.D.,  Internal  Medicine,  204  N.  Bellefield  Ave., 
Pittsburgh  15213 

Emilio  E.  Castenada,  M.D.,  Internal  Medicine,  3437  5th  Ave., 
#307,  Pittsburgh  15213 

Chul  Chang,  M.D.,  Family  Practice,  600  Grant  St.,  Rm.  2581, 
Pittsburgh  15230 

Joao  B.  DaCosta,  M.D.,  Anesthesiology,  1400  Locust  St., 
Pittsburgh  15219 

Burton  P.  Drayer,  M.D.,  Neurology,  701  Gettysburg  St.,  Pittsburgh 
15209 

Mohamd  A.  Elattar,  M.D.,  Otolaryngology,  10  Cable  PI., 
Pittsburgh  15213 

Thomas  W.  Forbes,  M.D.,  Radiology,  5230  Centre  Ave.,  Pittsburgh 
15232 

Ion  G.  Fotiadis,  M.D.,  Family  Practice,  1 15  Dowling  Dr.,  Pittsburgh 
15215 

John  E.  Frazier,  II.  M.D.,  Internal  Medicine,  320  E.  North  Ave., 
Pittsburgh  15212 

Anthony  George,  M.D.,  Anesthesiology,  1448  Milan  Ave., 
Pittsburgh  15226 

Robert  J.  Grealish,  M.D.,  Family  Practice,  131  Morewood  Ave., 
Pittsburgh  15213 

Richard  L.  Green,  M.D.,  Internal  Medicine,  6113  Jenkins  Arcade, 
Pittsburgh  15222 

Robert  J.  Hartsock,  M.D..  Pathology,  Allegheny  Gen.  Hosp.  Lab. 
Med.,  Pittsburgh  15212 

Elias  Hasbun,  M.D.,  Internal  Medicine,  3437  5th  Ave.,  Apt.  302, 
Pittsburgh  15213 

Andrew  H.  Joseph,  M.D.,  Internal  Medicine,  1501  Locust  St., 
Pittsburgh  15219 

Melvin  Kaden,  M.D.,  Internal  Medicine,  9102  Babcock  Blvd., 
Pittsburgh  15237 

Nilima  T.  Karamchandani,  M.D.,  Pediatrics,  West  Penn  Hosp., 
Pittsburgh  15224 

Kathleen  R.  Kelley,  M.D.,  Pediatrics,  120  Ruskin  Ave.,  314, 
Pittsburgh  15213 

David  R.  Kraus,  M.D.,  Orthopedic  Surgery,  1501  Locus  St., 
Pittsburgh  15219 

Yang  W.  Lee.  M.D.,  Family  Practice,  1101  Church  Ave.,  McKees 
Rocks  15136 

Chung  M.  Lew,  M.D.,  Family  Practice,  3039  W.  Liberty  Ave., 
Pittsburgh  15216 

Damyanti  Luthra,  M.D.,  Obstetrics  and  Gynecology,  526  Cleve- 
land Dr.,  Lower  Burrell  15068 

April  B.  Magnussen,  M.D.,  Family  Practice,, 930  Chatham  Park  Dr., 
Pittsburgh  15220 

Michael  J.  Marks,  D.O.,  Family  Practice,  24  Forest  Grove  Rd., 
Coraopolis  15108 

John  S.  McCabe,  M.D.,  Thoracic  Surgery,  500  Lewis  Run  Rd., 
Pittsburgh  15236 

James  J.  McCague,  M.D.,  Urology,  1501  Locust  St.,  Pittsburgh 
15219 


William  B.  McMillan,  M.D.,  Internal  Medicine,  1054  Summer  PI., 
Pittsburgh  15243 

Eric  J.  Minde,  M.D.,  Physical  Medicine/Rehabilitation,  345  4th 
Ave.,  Pittsburgh  15222 

Milton  C.  Pettapiece,  Jr.,  M.D.,  Ophthalmology,  3520  5th  Ave., 
Pittsburgh  15213 

William  R.  Poller,  M.D.,  Radiology,  2119  Middle  Rd.,  Glenshaw 
15116 

Paraluman  R.  Quietson-Ravano,  M.D.,  Pathology,  Columbia 
Health  Ctr.,  Pittsburgh  15221 

T.  Gopal  Rao,  M.D.,  Thoracic  Surgery,  532  S.  Aiken  Ave., 
Pittsburgh  15232 

Faiz  A.  Rizvi,  M.D.,  General  Surgery,  1 605  Lincoln  Way,  White  Oak 
15131 

Dennis  J.  Rudzinski,  M.D.,  Anesthesiology,  125  DeSoto  St., 
Pittsburgh  15213 

Jose  Sabin,  M.D.,  Radiology,  North  Hills  Passavant  Hosp., 
Pittsburgh  15237 

Joseph  L.  Sampson,  Jr.,  M.D.,  Plastic  Surgery,  301-200  South 
Hills  VIg.,  Pittsburgh  15241 

Raineldo  C.  Saquin,  M.D.,  Internal  Medicine,  Allegheny  Gen. 
Hosp.,  Pathology,  Pittsburgh  15212 

John  A.  Schey,  M.D.,  Pediatrics,  4815  Liberty  Ave.,  Pittsburgh 
15224 

Howard  Semins,  M.D.,  General  Surgery,  1327  Windermere  Dr., 
Pittsburgh  15218 

Datar  Singh,  M.D.,  Anesthesiology,  231  Mathilda  St..  #3, 
Pittsburgh  15224 

Elizabeth  F.  Singson  Fabi,  M.D.,  Obstetrics  and  Gynecology,  225 
Chesterfield  Rd.,  Pittsburgh  15213 

Rahim  Sotoodehfar,  M.D.,  Internal  Medicine,  Allegheny  Gen. 
Hosp.,  Pittsburgh  15212 

William  A.  Stone,  M.D.,  Anesthesiology,  Montefiore  Hosp., 
Pittsburgh  15213 

Thomas  L.  Ulicny,  M.D.,  Neurology,  539  S.  Trenton  Ave., 
Pittsburgh  15221 

Nonita  T.  Uy,  M.D.,  Anesthesiology,  Magee-Womens  Hosp., 
Pittsburgh  15213 

Raymond  Vergne,  M.D.,  Internal  Medicine,  5713  Elwood  St., 
Pittsburgh  15232 

Robert  H.  Wilkins,  M.D.,  Neurological  Surgery,  Rm.  9402, 
Presbyterian-University  Hosp.,  Pittsburgh  15213 

BRADFORD  COUNTY: 

Edathil  K.  Narayanan,  M.D.,  Pediatrics,  208  Lambert  St.,  Sayre 
18840 

BLAIR  COUNTY: 

Irfan  W.  Hassen,  M.D.,  Family  Practice,  1200  Valley  View  Blvd., 
Altoona  16601 

Joseph  F.  Cruz,  M.D.,  Pediatrics,  1220  13th  Ave.,  Altoona  16601 

Edmundo  M.  Grab,  M.D.,  Obstetrics  and  Gynecology,  2700  8th 
Ave.,  Altoona  16602 

Richard  S.  Helffrich,  M.D.,  Family  Practice,  111  Logan  Blvd.,  Al- 
toona 16601 

Kathryn  A.  Lewis,  M.D.,  Pediatrics,  Tyrone  Outpatient  Clinic, 
Tyrone  16686 

BUCKS  COUNTY: 

H.  John  Witmer,  Jr.,  M.D.,  Pediatrics,  107  W.  Afton  Ave.,  Yardley 
19067 

CHESTER  COUNTY: 

William  M.  Dellevigne,  M.D.,  General  Surgery,  321  N.  High  St., 
West  Chester  19380 

CLEARFIELD  COUNTY: 

Earnesto  A.  Hipolito,  M.D.,  Anesthesiology,  105  Elizabeth  St., 
Clearfield  16830 
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DELAWARE  COUNTY: 

J.  Calhoun,  Jr.,  M.D.,  P.O.  Box  A,  Swarthmore  19081 

P.  Langer,  Jr.,  M.D.,  1208  Edmonds  Ave.,  Drexel  Hill  19026 

Mark  Libelman,  M.D.,  Internal  Medicine,  151  Bishop  Ave.,  #9-D, 
Secane  19018 

Richard  R.  Ratner,  M.D.,  Internal  Medicine,  280  Trent  Rd.,  Penn 
Wayne  19151 

Ward  P.  Vaughan,  M.D.,  Obstetrics  and  Gynecology,  321  Syca- 
more Mills  Rd.,  Media  19063 

Roger  D.  Weiner,  M.D.,  Internal  Medicine,  3711  Society  Dr., 
Claymont  DR  19703 

J.  Wydrzynski,  M.D.,  301  E.  Baltimore  Ave.,  Clifton  Heights  19018 

ERIE  COUNTY: 

Asha  S.  Deshpande,  M.D.,  Pathology,  3614  Priscilla  Dr.,  Erie 
16506 

LACKAWANNA  COUNTY: 

Lawrence  J.  Howard,  M.D.,  Family  Practice,  802  Jefferson  Ave., 
Scranton  18510 

Jung  J.  Hwan,  M.D.,  Obstetrics  and  Gynecology,  319  N.  Abington 
Rd.,  Clarks  Green  18411 

LANCASTER  COUNTY: 

James  P.  Gregoire,  M.D.,  Family  Practice,  545  N.  Lime  St.,  Lancas- 
ter 17602 

LEHIGH  COUNTY: 

J.  Friffin,  M.D.,  305  E.  9th  St.,  Northampton  18067 

Virginia  M.  Stellmacher,  M.D.,  Psychiatry,  2200  Hamilton  St.,  Al- 
lentown 18102 

A.  Webber,  M.D.,  110  Linden  St.,  Coopersburg  18036 

LUZERNE  COUNTY: 

Martin  J.  Mangan,  III,  M.D.,  Family  Practice,  168  Haverford  Dr., 
Wilkes-Barre  18702 

Frederick  B.  Myers,  M.D.,  Internal  Medicine,  540  Gibson  Ave,, 
Kingston  18704 

Valentine  F.  Pilarek,  M.D.,  Family  Practice,  100  W.  Ridge  St., 
Nanticoke  18634 

John  A.  Rothschild,  M.D.,  Internal  Medicine.  116  S.  Main  St., 
Wilkes-Barre  18701 

George  W.  Volpetti,  M.D.,  General  Surgery,  364  High  St.,  Wilkes- 
Barre  18702 

Masud  S.  Shaukat,  M.D.,  Internal  Medicine,  5 Birchwood  Ct., 
Wilkes-Barre  18702 

LYCOMING  COUNTY: 

Earl  T.  Hoffman,  M.D.,  Radiology,  1100  Grampian  Blvd.,  Wil- 
liamsport 17701 

William  W.  Judson,  M.D.,  Internal  Medicine,  699  Rural  Ave.,  Wil- 
liamsport 17701 

Raymond  A.  Lukas,  M.D.,  Anesthesiology,  1570  Watson  St.,  Wil- 
liamsport 17701 

MONROE  COUNTY: 

Joseph  B.  Conahan,  Jr.,  M.D.,  Ophthalmology,  R.D.4,  Albert  St., 
Stroudsburg  18360 

John  H.  Milander,  M.D.,  Family  Practice,  Box  336,  Canadensis 
18325 

MONTGOMERY  COUNTY: 

Robert  Berkow,  M.D.,  Internal  Medicine,  6020  Sheaff  La.,  Fort 
Washington  19034 

Richard  L.  Bove,  M.D.,  General  Surgery,  859  Old  Lancaster  Rd., 
Bryn  Mawr  19010 

Salvatore  R.  Casella,  M.D.,  Dermatology,  Cedarbrook  Hill  Apts., 
CM-1  Wyncote  19095 

Chong  V.  Chua,  M.D.,  Anesthesiology,  Pottstown  Mem.  Med.  Ctr., 
Pottstown  19464 

Patrick  E.  Ciccone,  M.D.,  Psychiatry,  959  Butler  Pike  #1 , Blue  Bell 
19422 

Barry  R.  Cooper,  M.D.,  Family  Practice,  1017  Brighton  St., 
Philadelphia  19111 


James  W.  Cornish,  M.D.,  Plastic  Surgery,  Berkeley  Trace  Apts., 
#50,  Cornwells  Heights  19020 

Walter  S.  Darby,  M.D.,  Family  Practice,  4120  Devonshire  Rd., 
Plymouth  Mtg.  19462 

Ian  L.  Diener,  M.D.,  Family  Practice,  1000  Conestoga  Rd.,  Rose- 
mont  19010 

W.  Dayton  Shelly,  M.D.,  General  Surgery.  Abington  Mem.  Hosp., 
Abington  19001 

MONTOUR  COUNTY: 

Philip  C.  Breen,  M.D.,  General  Surgery,  Geisinqer  Med.  Ctr.,  Dan- 
ville 17821 

Thomas  Clemens,  M.D.,  Internal  Medicine,  1604-A  Bloom  Rd., 
Danville  17821 

John  B.  Houston,  M.D.,  Anesthesiology,  Geisinger  Med.  Ctr., 
Danville  17821 

Charles  F.  McNally,  M.D.,  Internal  Medicine,  Geisinger  Med.  Ctr., 
Danville  17821 

Oliver  F.  Miller,  M.D.,  Dermatology,  Geisinger  Med.  Ctr.,  Danville 
17821 

Alan  J.  Oram,  M.D.,  Ophthalmology,  R.D.5,  Danville  17821 

Roger  A.  Rockower,  M.D.,  Radiology,  R.D.2,  Danville  17821 

Warren  Rothman,  M.D.,  Otolaryngology,  Geisinger  Med,  Ctr., 
Danville  17821 

Thomas  C.  Royer,  M.D.,  General  Surgery,  112  W.  Market  St., 
Danville  17821 

Mary  Anne  Simmonds,  M.D.,  Geisinger  Med.  Ctr.,  Danville  1 7821 

NORTHAMPTON  COUNTY: 

Eduardo  T.  Corpus,  Jr.,  M.D.,  General  Surgery,  2149  Gateway 
Terrace,  Easton  18042 

Mohamed  S.  Durrani,  M.D.,  Internal  Medicine,  Easton  Hosp.,  Eas- 
ton 18042 

Alexander  V.  Pascua,  M.D.,  General  Surgery,  905-C  George  St., 
Easton  18042 


RESIDENCY  IN  PHYSICAL 


MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  aca- 
demic and  clinical  emphasis  under  the  super- 
vision of  five  physiatrists.  Three  year  program 
and  integrated  internship/residency  with  oppor- 
tunity for  research  and  pursuit  of  special  inter- 
ests both  in  medical  school  and  private  hospital 
settings.  One  year’s  credit  for  four  years  of  gen- 
eral practice  experience  or  training  in  another 
specialty.  Stipends  from  $11,800  to  $14,200 
depending  on  qualifications.  Gl  schooling 
benefits  available  for  veterans.  We  will  pay  for 
visits  in  selected  cases.  Telephone  or  write  for 
information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 
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classifieds 


PHYSICIANS  WANTED 

Excellent  Group  Practice  Opportunities  for  primary 
care  physicians,  medical,  surgical  specialists,  pediatri- 
cians, psychiatrists,  dermatologists  in  beautiful  univer- 
sity community  with  hospital  privileges  available.  Con- 
tact Indiana  Medical  Center,  Heatherbrae  Square,  In- 
diana, PA  15701 ; telephone  (412)  465-2056. 

Emergency  Physicians — A multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi- 
tion to  full-time  emergency  physicians,  a physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au- 
tonomy in  its  member  physicians.  Financial  arrange- 
ments are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi- 
cians are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart- 
ment 650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd„ 
Lemoyne,  Pa.  1 7043. 

Psychiatrists,  Physicians  with  Psychiatric  Experience 

— Mental  hospital  in  metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  resort 
area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Pennsylvania  license  required.  Contact:  Henry 
Buxbaum,  M.D.,  Superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411.  Telephone:  (717) 
586-2011. 

Pediatrician — Needed  in  College  town  with  drawing  popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80. 
Growing  area,  clean  air,  good  schools  in  Western  Pa. 
Substantial  Guarantee.  Contact:  Mr.  J.  A.  Colaizzi,  Ad- 
minstrator.  Grove  City  Hospital,  Grove  City,  PA  16127; 
telephone  (412)  458-7132. 

Physiatrist — Board  Certified/Eligible.  Serve  as  Medical 
Director  of  Rehabilitation  Center.  Salary  negotiable.  Con- 
tact: Joseph  R.  McFerron,  Executive  Director,  H.  C.  Frick 
Community  Hospital,  Mount  Pleasant,  PA  15666.  Call  col- 
lect (412)  547-3502. 

Florida  Gulf  Coast — Unique  private  practice  opportunity 
and  hospital  staff  memberships  immediately  available  in 
Tampa-St.  Petersburg,  the  state’s  fastest-growing  metro- 
politan area.  Florida's  largest  community  hospital  de- 
velopment and  management  firm  seeks  curriculum  vitae 
from  primary  care  physicians — family  medicine,  general 
practice,  internal  medicine — and  specialists  in  plastic 
surgery,  otolaryngology,  neurosurgery,  gynecology, 
anesthesiology,  ENT,  and  physical  and  rehabilitative  med- 
icine. Write  to  Medical  Affairs  Department,  MEDFIELD 


CORPORATION,  P.  O.  Box  15207,  1609  Pasadena  Ave.  S„ 
St.  Petersburg,  FL  33733. 

Wanted — A General  or  Diagnostic  Radiologist — To  join  a 
group  covering  a 140  bed  hospital,  small  private  clinic, 
and  a private  office  located  in  Central  Pennsylvania.  Fi- 
nancial arrangements  based  on  a percentage  of  gross 
from  start.  Write  Department  716,  PENNSYLVANIA  MEDI- 
CINE, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Emergency  Room  Physician — New  204  bed  general  hos- 
pital, in  Western  Pennsylvania  55  miles  north  of 
Pittsburgh.  Full  time  position.  Hourly  rate  plus  liability, 
life,  health,  workmen’s  compensation,  unemployment 
compensation,  retirement,  holidays,  vacation,  salary  con- 
tinuation for  sickness  or  disability.  Pennsylvania  license 
required.  Fishing,  hunting,  and  other  recreational  oppor- 
tunities on  unpolluted  Allegheny  River.  Contact  Robert  L. 
Engel,  Administrator.  (412)  542-5404. 

Physicians — Interested  in  regular  hours,  liberal  salary  and 
fringe  benefits.  Stimulating  medical  careers  in  emergency 
and  critical  care  medicine.  Send  resume  to:  Wayne  M. 
Bailey,  Administrative  Director,  Critical  Care,  724  S.  Edisto 
Ave.,  Columbia,  SC  29205. 

Internist — Primary  Care  for  Philadelphia  inter-city  hospi- 
tal based  Health  Center.  Academic  affiliations.  Fringe 
benefits.  Competitive  salary.  Send  resume  to:  L-7,  P.O. 
Box  2066,  Philadelphia,  PA  19103.  An  equal  opportunity 
employer. 

Physician — Primary  Care.  Germantown  Hospital  offers  a 
unique  opportunity  to  physicians  interested  in  primary 
care  and  in  need  of  financial  assistance  to  start  their  prac- 
tice. We  are  a 350  bed  community  hospital,  yet  situated  in 
historic  Philadelphia.  There  is  a strong  teaching  program 
with  a medical  school  affiliation.  Patients  have  available 
the  latest  specialized  medical  advances  such  as  cardiac 
care,  radiologic  scanning,  gastroenterology  with  full  en- 
doscopic facilities,  etc.  If  your  specialty  is  family  medicine, 
Germantown  Hospital  offers  you  the  professional  chal- 
lenge and  financial  opportunity  you  seek.  Please  forward 
your  curriculum  vitae  to  Wallace  G.  McCune,  M.D.,  Direc- 
tor of  Department  of  Internal  Medicine,  Germantown  Dis- 
pensary and  Hospital,  East  Penn  and  Wister  Sts., 
Philadelphia,  PA  19144. 

Physicians — Openings  for  General  Practitioners,  Inter- 
nists, Pediatricians,  OB/GYN,  and  Occupational  Health 
Officers,  and  to  a lesser  extent  some  other  medical 
specializations.  Positions  are  located  at  43  Medical  Cen- 
ters and  Medical  Activities  within  U.S.  Army  Health  Ser- 
vices Command  (HSC).  HSC  is  a major  command  of  the 
U.S.  Army  and  has  responsibility  for  health  care  delivery  in 
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Continental  United  States,  Alaska,  Hawaii,  and  the  Canal 
Zone.  All  are  career  Civil  Service  positions.  Licensure  may 
be  in  any  state.  Non-citizens  may  apply;  however,  U.S. 
citizens  receive  first  consideration  in  filling  vacancies.  In 
most  cases,  40  hour  week,  Monday  through  Friday. 
Salaries  range  from  $25,000  to  $33,000  (depending  on 
qualifications  and  training)  with  most  positions  at  the  sal- 
ary of  $29,782.  Inquiries  should  be  directed  to:  Civilian 
Health  Occupations  Recruitment  Office,  Forrestal  Build- 
ing, Room  8H089,  Washington,  D.C.  20314,  (202)  693- 
0892/3/4  collect;  or  Dwight  D.  Eisenhower  Army  Medical 
Center,  Fort  Gordon,  Georgia  30905;  (404)  791-4147  col- 
lect. The  U.S.  Army  is  an  equal  Opportunity  Employer. 

Family  Practice,  Primary  Care  Physicians,  Internists  to 

join  rapidly  growing  ambulatory  care  group  of  Central 
Medical  Pavillion,  Pittsburgh,  Pennsylvania.  Community 
oriented,  progressive  institution  with  strong  utilization 
program.  Must  be  board  certified  or  board  eligible.  Full  or 
part  time.  Excellent  call  schedule.  Competitive  salary,  va- 
cations, study  time,  life  and  malpractice  insurance.  Equal 
opportunity  employer.  Write  orcall:  John  J.  Bonessi,  M.D., 
Medical  Director,  1400  Centre  Ave.,  Pittsburgh,  PA  15219; 
(412)  562-3303. 

OB/GYN — Vermont’s  beckoning  kingdom.  Hospital  based 
office,  established  practice,  ideal  family  setting.  Apply  in 
writing  to  Administrator,  North  Country  Hospital  and 
Health  Center,  Inc.,  Prouty  Drive,  Newport,  VT  05855,  or 
call  (802)  334-7331. 

FP/GP  For  Innovative  Family  Health  Center  in  North  Cen- 
tral Pennsylvania.  To  join  4 family  practice  general  prac- 
tice physicians,  2 dentists,  and  a psychiatrist  in  providing 
comprehensive  primary  health  care.  Excellent  salary  and 
fringe.  Teaching  opportunity  in  FP  residency.  Rural  area 
with  convenient  cultural  and  outdoor  activities.  J.W.  Mon- 
tague, M.D.,  Medical  Director,  North  Penn  Family  Health 
Center,  Blossburg,  PA  16912. 

House  Staff  Physician — 265  bed  accredited  hospital 
seeks  Pennsylvania  licensed  physicians  40  hours  plus  2 
nights  weekly  beginning  at  $28, 500/year.  Salary  negoti- 
able in  accordance  with  experience.  Many  fringe  benefits. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words:  40  cents  each  additional  word;  $1  00 
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advance. 
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WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a name,  each 
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Call  or  write  Joseph  M.  Gambescia,  M.D.,  Chairman,  De- 
partment of  Medicine,  St.  Agnes  Hospital,  1900  S.  Broad 
St.,  Philadelphia,  PA  19145;  (215)  465-2500,  ext.  440. 

General  Surgeon — Needed  in  College  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western  Pa. 
All  foreign  graduates  must  have  a permanent  visa.  Guar- 
antee negotiable.  Contact:  Mr.  J.  A.  Colaizzi,  Adminis- 
trator, Grove  City  Hospital,  Grove  City,  PA  16127;  phone 
(412)  458-7132. 

Internist  for  Innovative  Family  Health  Center  in  north  cen- 
tral Pennsylvania.  To  assure  continuity  of  patient  care  by 
providing  in-patient  services  in  community  hospital  in 
conjunction  with  5 family  practice  physicians,  2 dentists, 
and  a psychiatrist  in  providing  comprehensive  primary 
health  care.  Excellent  salary  and  fringe.  Teaching  oppor- 
tunity in  FP  residency.  Rural  area  with  convenient  cultural 
and  outdoor  activities.  J.  W.  Montague,  M.D.,  Medical  Di- 
rector, North  Penn  Family  Health  Center,  Blossburg,  PA 
16912. 

Psychiatrist — To  be  Assistant  Superintendent  of  Dixmont 
State  Hospital,  located  in  suburban  Pittsburgh,  Pa.  Re- 
sponsible for  psychiatric  treatment,  training,  and  research 
programs  and  their  coordination  in  a 500  bed  hospital. 
Requires  Pennsylvania  license.  Board  Eligible,  and  four 
years  in  administrative  or  supervisory  position.  Salary 
competitive,  with  excellent  State  fringe  benefits.  Contact 
Superintendent,  Dixmont  State  Hospital,  Sewickley,  PA 
15143;  (412)  761-1780. 

House  Staff  Physician — Excellent  opportunity  for  a Penn- 
sylvania licensed  physician  to  serve  in  a responsible  posi- 
tion of  a modern  suburban  286  bed  hospital  accredited  by 
the  JCAH.  $30,000  per  year  plus  many  attractive  fringe 
benefits  including  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  life  insurance,  and 
disability  insurance.  Excellent  location-suburban 
Philadelphia.  Call  collect  or  write  T.  A.  Harrington,  Ad- 
ministrator, Holy  Redeemer  Hospital,  Meadowbrook,  PA 
19046;  telephone  (215)  947-3000. 

Full  Time  Emergency  Room  Physician  Wanted — For  Del- 
aware County  Memorial  Hospital,  Drexel  Hill,  PA.  Pennsyl- 
vania licensed.  Liberal  income  guarantee.  Call  or  write 
President.  (215)  259-3800. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital.  Affiliated  with  approved  general  hospital  for  all 
medical  and  surgical  treatment  as  required.  $22,351  to 
$29,869  and  liberal  fringes.  Limited  housing  possible. 
Pennsylvania  license  required.  Robert  L.  Gatski,  M.D.,  Di- 
rector, State  Hospital,  Danville,  PA  17821. 

OB/GYN  Board  Certified  or  Board  Eligible — Possibility  of 
solo  or  group  association.  243  bed  Catholic  Hospital  lo- 
cated in  the  Laurel  Highlands  of  South  Central  Pennsylva- 
nia. Progressive  community,  located  in  area  which  pro- 
vides year  round  recreational  facilities,  excellent  schools 
with  university  campus  at  your  door  step.  Send  C.V.  to 
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T.R.  Baranik,  Administrator,  The  Mercy  Hospital  of 
Johnstown,  1020  Franklin  St.,  Johnstown,  PA  15905;  or 
call  collect  (814)  536-4461 -ext.  251-351-352. 


Orthopedic  Surgeon  Wanted — Associate  for  well  estab- 
lished Orthopedic  Clinic  in  Eastern  Pennsylvania.  First 
year,  salary  plus  percentage.  Partnership  after  one  year. 
Board  eligibility  required.  No  investment  needed.  Write 
Department  709,  PENNSYLVANIA  MEDICINE,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 


Physicians — With  or  without  psychiatric  experience.  1 1 00 
bed  Psychiatric  Hospital  near  Latrobe  and  Pittsburgh.  Ex- 
cellent fringe  benefits,  hospital  and  life  insurance,  and 
malpractice  coverage  provided.  Retirement  and  overtime 
plan.  Pennsylvania  license  required.  Contact  Robert  J. 
Hudson,  M.D.,  Superintendent,  Torrance  State  Hospital, 
Torrance,  PA  15779. 

POSITION  WANTED 

Ophthalmologist — Board  Certified,  presently  in  practice, 
trained  in  corneal  and  external  eye  diseases,  wishes  to 
relocate  in  Philadelphia  or  vicinity.  Desires  joining  mul- 
tispecialty group,  solo  or  association  or  partnership.  Write 
Department  711,  PENNSYLVANIA  MEDICINE,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

Neurologist — Interested  in  private  practice.  Hospital 
based  academy  setting,  in  group  or  solo.  Has  comprehen- 
sive experience  in  clinical  neurology,  EEC,  and 
neuroradiology.  Interested  in  Philadelphia  and  surround- 
ing; other  locations  will  be  considered.  Write  Department 
717,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

General  Internist — University  trained,  board  eligible,  de- 
sires practice  opportunity  (group/associate)  in  Philadel- 
phia or  neighboring  areas.  Available  July  1977.  Contact 
K.  S.  Lewis,  M.D.,  3701  Twin  Lakes  Ct.,  Apt.  302,  Baltimore, 
MD  21207.  Phone  (301)  922-5460. 

Physician’s  Assistant  graduating  August  1976  seeks 
employment.  Family  Practice  setting  preferred.  For  re- 
sume contact  Richard  P.  Myers,  P.A.  Program,  Baylor  Col- 
lege of  Medicine,  Houston,  TX  77030 


FOR  SALE 

Physician’s  Office — 20  miles  west  of  Philadelphia  in  rap- 
idly growing  area.  Small  shopping  center  with  ample  park- 
ing. Rent  and  price  of  modern  like-new  equipment  very 
reasonable.  Excellent  opportunity  for  G.P.  Telephone 
(215)  644-5671. 

Modern  Physician  Offices  and/or  Equipment  available  as 
physician  disabled.  Well  equipped.  Lab,  x-ray,  complete 
cardiopulmonary  resuscitation  equipment,  etc.  In  com- 


munity 30  miles  west  of  Pittsburgh.  Write  Department  715, 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  PA  * 
17043. 

Large  Ophthalmological  Office  and  clinic  buildings.  Liv-  > 
ing  space  for  two  families.  Four  offices  and  operating  area  1 
for  walk  in  and  walk  out  surgery.  Complete  contact  lens 
department  and  complete  optical  department.  Philadel- 
phia. For  information  call  Philip  LiVolsi  (609)  767-6622,  47 
State  Highway,  Berlin,  NJ  08009. 

Office  for  Established,  Lucrative  Practice — Modern,  well 
equipped.  Ritter  tables,  bovic,  two  cryo  units,  colposcope. 
Apartment  second  floor.  Terms.  Will  introduce.  Write  De- 
partment 714,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Country  Living  is  a Plus  with  rewarding  general  practice 
built  over  thirty  years  in  Pocono  resort  area  (now  fastest 
growing  in  realty  development).  Opportunity  for  one  or 
two  doctors  to  move  into  nine  room  office  building,  fully 
equipped  (amply  supplied  x-ray  lab),  all  equipment  and 
supplies,  etc.  Excellent  schools.  Illness  forces  sale.  Call 
(71 7)  839-7275.  Write  E.  O.  Headrick,  M.D.,  Mt.  Pocono,  PA 
18344. 

MISCELLANEOUS 

The  New  York  Society  of  Acupuncture  for  Physicians  and 
Dentists,  Inc.,  will  give  its  4th  Postgraduate  Course  in 
acupuncture  for  beginners  and  advanced  students  at  the 
New  York  University  Medical  Center,  Nov.  3-7,  1976. 
Please  write  for  application  to  Dr.  S.  J.  Yue,  Secretary,  1 1 5 
E.  61  St.,  New  York,  NY  10021 ; or  phone  mornings  (212) 
245-4737. 

Biomedical  Electronics  Service — Repairs  medical,  labo- 
ratory, and  other  electronic  equipment.  Will  install  and  ■ 
remove  x-ray  equipment.  Walker  Electronics,  117  Sylvan 
Terrace,  Harrisburg,  PA  17104;  telephone  (717)  238-1369. 
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• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Hyman  Aaron  Feldman,  Philadelphia;  Temple  Univer- 
sity School  of  Medicine,  1936;  age  65;  died  January  3, 
1976.  His  nephew  survives  him. 


• Reynold  M.  Grieco,  Williamsport;  University  of 
Pittsburgh  School  of  Medicine,  1927;  age  72;  died  March 
30, 1976.  He  was  president  of  the  Lycoming  County  Medi- 
cal Society  in  1950.  On  the  staffs  of  Divine  Providence  and 
Williamsport  Hospitals,  he  was  a fellow  of  the  Philadelphia 
College  of  Physicians,  a member  of  the  American  Society 
of  Colon  and  Rectal  Surgeons,  and  a member  of  the  advi- 
sory board  of  Blue  Cross  of  Northwestern  Pennsylvania. 
His  wife,  two  sons,  one  of  whom  is  Reynold  M.  Grieco,  Jr., 
M.D.,  a daughter,  three  brothers,  and  four  sisters  survive 
him. 


• John  A.  Griffin,  Northampton;  Hahnemann  Medical 
College  and  Hospital,  1944;  age  55;  died  February  13, 
1976.  He  is  survived  by  his  wife,  his  mother,  two  sons,  four 
daughters,  a foster  daughter,  four  sisters,  and  a brother. 


• Earl  F.  Henderson,  New  Castle;  University  of  Pennsyl- 
vania School  of  Medicine,  1918;  age  84;  died  March  1, 
1976.  Information  regarding  survivors  is  unavailable  at 
this  writing. 


• Vanida  Kirdnoonwongse,  Philadelphia;  Siriras  Medi- 
cal School,  University  of  Medical  Sciences,  Thailand, 
1 950;  age  50;  died  November  1 6, 1 975.  Information  regard- 
ing survivors  is  unavailable  at  this  writing. 


• James  A.  Kutz,  Bedford;  Temple  University  School  of 
Medicine,  1914;  age  87;  died  March  15,  1976.  He  was 
president  of  the  Hazleton  Branch  of  the  Luzerne  County 
Medical  Society  in  1937.  His  wife  and  two  sons,  one  of 
whom  is  Eugene  R.  Kutz,  M.D.,  survive  him. 


• John  W.  Maratta,  Coraopolis;  University  of  Pittsburgh 
School  of  Medicine,  1 941 ; age  59;  died  February  21 , 1 976. 
His  wife  and  a daughter,  Jan  W.  Maratta,  M.D.,  survive  him. 


• Joseph  J.  Miller,  Pittston;  Georgetown  University 
School  of  Medicine,  1933;  age68;  died  March  16, 1976.  His 
wife,  two  sons,  one  of  whom  is  William  R.  Miller,  M.D.,  and 
a daughter  survive  him. 


• Benjamin  B.  Rittenberg,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1921 ; age  77;  died  Feb- 
ruary 15,  1976.  A pediatrician  since  1923,  he  was  on  the 
staffs  of  Children's  Hospital  of  Philadelphia,  and  Albert 
Einstein  Medical  Center,  Northern  Division.  His  wife,  two 
daughters,  and  two  sisters  survive  him. 


• Gardner  A.  Sayres,  Lititz;  Hahnemann  Medical  Col- 
lege and  Hospital,  1909;  age  88;  died  March  8,  1976.  He 
had  practiced  in  Lancaster  from  1910  until  1966  when  he 
retired,  and  for  40  years  had  been  an  obstetrician  on  the 
staff  of  St.  Joseph  Hospital,  Lancaster.  He  was  president 
of  the  Lancaster  City  and  County  Medical  Society  in  1957, 
and  president  of  the  Pennsylvania  Homeopathic  Medical 
Society  in  1920,  secretary  in  1916.  He  had  delivered  over 
3,000  babies  during  his  56  years  of  practice.  Two  daugh- 
ters survive  him. 


• Paul  H.  Shifter,  Stroudsburg;  University  of  Pennsyl- 
vania School  of  Medicine,  1924;  age  76;  died  February  19, 
1976.  He  was  a past  president  1944  and  served  on  the 
board  of  censors  of  the  Monroe  County  Medical  Society 
1963  to  1967.  He  was  a State  Society  district  censor  1965 
to  1 966  and  a delegate  to  the  annual  session  several  years. 
He  was  an  assistant  instructor  in  medicine  at  the  Univer- 
sity of  Pennsylvania  School  of  Medicine  1938  to  1941 , an 
instructor  1945  to  1947,  and  instructed  students  in 
roentgenology  at  the  Hospital  of  the  University  of  Penn- 
sylvania 1947  to  1952.  His  wife  survives  him. 


• Charles  R.  Smith,  Fort  Lauderdale,  Florida;  University 
of  Michigan  School  of  Medicine,  1920;  age  80;  died  March 
22,  1976.  Two  daughters  survive  him. 


• Frederick  J.  E.  Sperling,  Forty-Fort;  Hahnemann 
Medical  College  and  Hospital,  1907;  age  92;  died  March 
10, 1976.  He  helped  to  establish  the  Kirby  Memorial  Health 
Center  School  for  the  Deaf  and  Hard  of  Hearing  and 
served  as  permanent  director  and  vice  president.  He  was 
the  recipient  of  a meritorious  service  award  from  the  Pres- 
ident’s Committee  on  the  Physically  Handicapped.  A 
former  director  of  the  Wilkes-Barre  Chapter  of  the  Ameri- 
can Red  Cross,  he  worked  as  a volunteer  physician  at  the 
Red  Cross  Blood  Bank.  His  wife  and  a daughter,  Betty 
West  Clay,  M.D.,  survive  him. 


• James  R.  Swan,  Fayetteville;  Jefferson  Medical  Col- 
lege, 1941 ; age  66;  died  March  6,  1976.  He  is  survived  by 
his  wife. 
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• Edward  P.  Swartz,  Scranton;  Jefferson  Medical  Col- 
lege, 1930;  age  70;  died  February  7,  1976.  His  wife  and  a 
son  survive  him. 


• Wesley  D.  Thompson,  Jr.,  Lewistown;  Tulane  Univer- 
sity School  of  Medicine,  1932;  age  66;  died  March  8, 1976. 
He  was  president  of  the  Mifflin-Juniata  County  Medical 
Society  1951  to  1952.  He  was  an  instructor  in  surgery  at  the 
University  of  Pennsylvania  School  of  Medicine  1936  to 
1946,  a surgeon  at  Philadelphia  General  Hospital  1936  to 
1940,  a fellow  of  the  Harrison  Department  of  Surgical 
Research  at  the  University  of  Pennsylvania  1936  to  1940, 
and  chief  of  surgical  service  at  Lewistown  Hospital  1946 
until  his  retirement.  His  wife,  three  daughters,  and  a sister 
survive  him. 

• Jacob  H.  Vastine,  II,  Wynnewood;  University  of  Penn- 
sylvania School  of  Medicine,  1923;  age  78;  died  March  28, 
1976.  He  had  served  as  professor  and  chief  of  radiology  for 
the  Woman’s  Medical  College  (now  the  Medical  College  of 
Pennsylvania)  from  1926  to  1962,  and  chief  of  radiology 
for  Presbyterian,  St.  Christopher’s,  and  Eastern  Pennsyl- 
vania Psychiatric  Hospitals.  He  was  a past  president  of  the 
Philadelphia  Roentgen  Ray  Society  and  treasurer  of  the 
Philadelphia  College  of  Physicians  1955  to  1962.  His  wife, 
two  daughters,  and  a son  survive  him. 


• John  J.  Wydrzynski,  Clifton  Heights;  Jefferson  Medi- 
cal College,  1942;  age  56;  died  February  19, 1976.  Informa- 
tion regarding  survivors  is  unavailable  at  this  writing. 


• Paul  D.  Zimskind,  Philadelphia;  Jefferson  Medical 
College,  1957;  age  44;  died  February  29,  1976.  He  was 
Nathan  Lewis  Hatfield  Professor  of  Urology  and  chairman 
of  the  department  of  urology  at  Jefferson  Medical  College. 
He  had  won  the  Francis  W.  Shain  Surgery  Prize  while  a 
student  at  Jefferson  and  first  prize  in  the  Basic  Research 
Essay  Competition  held  by  the  Philadelphia  Urological 
Society  in  1961 . His  wife,  his  parents.  Dr.  and  Mrs.  Joshua 
Zimskind,  a son,  a daughter,  and  a brother  survive  him. 


Clifford  B.  Bryce,  McKeesport;  University  of  Pittsburgh 
School  of  Medicine,  1927;  age  73;  died  March  3, 1976.  His 
wife,  four  daughters,  and  two  sons  survive  him. 


A.  P.  Cernugel,  Jacksonville,  North  Carolina  (formerly 
of  Steelton);  Medical  College  of  South  Carolina;  age  51; 
died  March  3,  1976.  A son,  a daughter,  four  brothers,  and 
two  sisters  survive  him. 


Stanley  Crawford,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1911;  age  87;  died  March  29,  1976. 


Information  regarding  survivors  is  unavailable  at  this  writ- 
ing. 


Marion  W.  Emerick,  Harrisburg;  Johns  Hopkins  Univer- 
sity School  of  Medicine;  age  87;  died  February  26, 1976.  A 
son  and  a sister  survive  him. 


Paul  Gyorgy,  Villanova  (formerly);  University  of 
Budapest  and  Heidelberg  University  medical  schools;  age 
82;  died  February  29,  1 976.  He  is  credited  with  the  discov- 
ery of  riboflavin,  pyridoxine,  and  biotin.  He  was  professor 
emeritus  of  pediatrics  and  consultant  at  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  on  the  staff  of 
the  Children’s  Hospital  of  Philadelphia  and  chief  of  pedi- 
atrics at  Philadelphia  General  Hospital  1 957  to  1 963.  From 
1960  to  1964  he  was  chairman  of  the  World  Health  Organi- 
zation, Food  and  Agriculture  Organization,  UNICEF  Pro- 
tein Advisory  Group.  The  La  Leche  League  established  an 
award  in  his  name  in  1974.  He  received  the  Howland 
Award  of  the  American  Pediatric  Society  in  1 968.  His  wife, 
two  sons,  Michael  Gyorgy,  M.D.,  and  Till  Gyorgy,  M.D., 
survive  him. 


Howard  H.  Peppel,  Peters  Township;  age  61 ; died  Feb- 
ruary 17, 1976.  He  was  former  superintendent  of  the  West- 
ern State  School  and  Hospital  and  senior  psychiatrist  at 
Mayview  State  Hospital.  His  wife,  two  sons,  and  a brother 
survive  him. 


0.0.  Ranta,  Avalon;  University  of  Toronto  School  of 
Medicine,  1923;  age  75;  died  February  17, 1976.  His  wife,  a 
son,  two  daughters,  and  two  brothers,  one  of  whom  is 
Lawrence  Ranta,  M.D.,  survive  him. 


Anita  M.  Sagone,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1965;  age  36;  died  February  29, 1976. 
She  was  an  assistant  professor  of  pathology  at  the  Univer- 
sity of  Pittsburgh  School  of  Medicine  and  an  associate 
pathologist  for  Montefiore  Hospital.  Her  parents.  Dr.  and 
Mrs.  Arthur  L.  Sagone,  and  a brother,  Arthur  L.  Sagone, 
Jr.,  M.D.,  survive  her. 


John  Schofield,  Jr.,  Philadelphia;  Hahnemann  Medical 
College  and  Hospital;  age  64;  died  March  3, 1976.  His  wife, 
a daughter,  and  a sister  survive  him. 


Russel  P.  Stoner,  Waddington,  New  York  (formerly  of 
Marietta);  Hahnemann  Medical  College  and  Hospital, 
1940;  age  62;  died  February  20, 1976.  His  wife,  a daughter, 
three  sons,  and  several  brothers  and  sisters  survive  him. 
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.10-day  Bactrim  therapy 
i outperforms  10-day 
ampicillin  therapy 


a In  a multicenter,  double-blind  study  of  patients  with 
, chronic  or  frequently  recurrent  urinary  tract  infection, 
j Bactrim  1 0-day  therapy  outperformed  ampicillin 
y 10-day  therapy  by  27.2%,  when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 

‘ Criterion  for  "clear  culture”  was  1 000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
I mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer’s 
product  information  for  complete  listing.  Maintain 
, adequate  fluid  intake;  perform  frequent  CBC’s  and 
urinalyses  with  microscopic  examination. 

♦ 

Hole:  Bactrim  tablets  were  used  in  the"se  clinical  trials.  Bioequiv- 
I alency  studies  show  one  Bactrim  DS  double  strength  tablet  is 
I equivalent  to  two  Bactrim  tablets. 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1 tablet  B.I.D. 


Baetrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  B.I.D 


For  chronic  or  frequently  recurrent  cystitis 
and  pv'elonephritis  due  to  susceptible  organisms. 


I Before  prescribing,  please  consult  complete  product  information,  a 
i summary  of  which  follows: 

Indications;  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
, tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
I nephritis  or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
; Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
. morgana. 

I A/OTE;  The  increasing  frequency  of  resistant  organisms  limits  the  use- 
' fulness  of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  (Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  "Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
' pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
[aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
I limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions;  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemiaand  methemoglobinemia.  A//erg/c reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  ejdolia- 
tive  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  071 10 


In  a multicentcr  stud\  of  patients  w ith  chronic  or  frequenth'  recurrent  urinary  tract  infections 


Bactrim  was  27.2%  more 
effective  than  ampicillin  in 
keeping  patients 
infection-free  for  8 weeks! 
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Bactrim-70.5%  of  78  patients  infection-free  at  8 weeks. 
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ampicillin-55.4%  of  74  patients  infection-free  at  8 weeks. 

*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  between 
Bactrim  and  ampicillin  results  (15,1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


(1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page. 


Double  Strength  tablets 
Just  1 tablet  B.LD 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 


